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(chloramphenicol) 
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Complete  information  for  usage 
available  to  physicians  upon  request. 
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■ This  past  November,  a Philadelphia  high  school  conducted  a drive  to  gather 
contributions  of  simple  household  remedies  and  first  aid  supplies  for  shipment 
to  Vietnam.  Inspection  of  the  'gifts,'  donated  by  physicians  and  pharmacies, 
revealed  a large  quantity  of  drug  samples,  including  many  barbiturates,  anti- 
biotics and  amphetamine  drugs.  The  donation  of  prescription  drugs  to  unauthorized 
persons  is  illegal!  If  contacted,  any  physician  wishing  to  make  donations  must 
personally  deliver  prescription  drugs  to  the  collecting  agency.  The  possibility  for 
misuse  of  drugs  by  even  a small  number  of  solicitors,  youthful  or  otherwise, 
should  be  reason  enough  for  not  giving  them  to  collectors. 

■ Dr.  Ernst  Chain,  famed  scientist  of  the  University  of  London,  noted  the  possibility 
of  the  end  of  our  "golden  era"  of  discoveries  in  drugs  and  other  medicines.  No 
new  basic  biological  concepts  have  been  elicited,  he  notes,  and  the  capital  of 
earlier  basic  discoveries  may  be  nearly  exhausted.  All  the  great  discoveries  of 
recent  decades  have  been  based  upon  earlier  break-through  discoveries  of  basic 
biological  phenomena. 

B The  cooperation  of  physicians  is  requested  in  a continuing  study  of  chronic 

lymphocytic  leukemia,  including  therapy  of  patients  with  this  disorder,  being  con- 
ducted by  the  Medicine  and  Radiation  Branches  of  the  National  Cancer  Institute  at 
the  Clinical  Center,  National  Institutes  of  Health,  Bethesda,  Maryland.  Referrals  of 
selected  patients,  particularly  those  with  high  circulating  lymphocyte  counts,  are 
needed.  Physicians  interested  in  having  their  patients  considered  for  the  study 
may  write  or  phone:  Ralph  E.  Johnson,  M.D.,  Clinical  Center,  Room  B1B-41B, 
National  Institutes  of  Health,  Bethesda,  Md.,  20014.  Telephone:  (301),  656-4000, 
Ext.  65457. 

■ The  AMA's  96  page  reference  guide  of  questions  and  answers  dealing  with  Public 
Law  89-97  is  still  available.  Write  the  Program  Services  Department  of  the  AMA. 


■ Bravo  Smokes,  the  no-nicotine,  tobaccoless  cigarette  made  from  lettuce  leaves,  has 
marked  its  first  anniversary.  The  initial  manufacturing  plant  in  Hereford,  Texas  has 
been  expanded;  a curing  factory  has  been  constructed  in  Uvalde,  Texas,  and  Pitts- 
burgh has  been  spotted  for  a near  future  office  headquarters.  Clinical  studies  have 
been  carried  on  at  Hahnemann  Hospital,  Philadelphia  and  an  associate  with  a 
Pittsburgh  corporation  strongly  suggests  that  Bravo's  may  soon  be  available  from  all 
local  corner  stores. 

■ Actions  by  the  AMA  House  of  Delegates  direct  ten  recommendations  to  state 
associations  and  component  county  societies.  In  brief,  societies  are  urged  to: 
Not  implement  resolution  104,  which  deemed  it  unethical  for  a physician  to 
displace  a hospital-based  physician  attempting  to  practice  separate  billing,  when 
such  displacement  is  primarily  designed  to  circumvent  separate  billing.  (Action 
on  Board  of  Trustees  Report  "U")  . . . Submit  resolutions  as  early  as  possible  to  allow 
their  inclusion  in  the  Delegates'  handbook  (Action  on  Resolutions  1)  . . . Study  new 
recommendations  and  existing  principles  relating  to  functions  of  Medical  Society 
Review  Committees  (Action  on  Report  "B"  of  the  Council  on  Medical  Service)  . . . 
Study  the  report  of  the  Citizens  Committee  on  Graduate  Medical  Education  (Millis 
Report)  and  present  comments  and  critiques  to  the  Board  of  Trustees  prior  to  the 


MEDICAL 
REVIEW 
OF  1966 


REPRINTS 


June,  1967  meeting  of  the  House  (Action  on  Resolution  42)  . . . Establish  liaison  with 
hospital  medical  staffs  and  state  and  local  hospital  associations  to  implement  the 
1956  statement  of  the  Council  on  Mental  Health  concerning  hospitalization  of 
patients  with  a diagnosis  of  alcoholism  (Action  on  Report  "G"  of  the  Council  on 
Medical  Service)  . . . Give  attention  to  the  need  for  appropriate  utilization  of  retired 
physicians  and  inactive  nurses  (Action  on  Resolution  39)  . . . Assume  an  active  leader- 
ship role  to  provide  guidance  and  direction  in  blood  banking  and  use  (Action  on 
Resolution  62)  . . . Exert  every  effort  to  end  instances  where  membership  in  con- 
stituent associations  and  societies  of  the  AMA  is  refused  because  of  race,  color, 
religion,  ethnic  affiliation,  or  national  origin  (Action  on  Resolution  24)  . . . Urged  the 
most  careful  consideration  of  the  address  of  AMA  president  Charles  L.  Hudson, 
M.D.  . . . Urged  that  everything  possible  be  done  to  support  proper  programs  of 
driver  education  in  states  and  their  communities  (Action  on  Board  of  Trustees 
Report  "M"). 

■ The  AMA  asserted  the  absolute  essentialness  of  the  family  physician  to  our 
health  care  system.  Recommended  is  an  overhaul  of  the  medical  education 
system  to  provide  for  a new  kind  of  physician— a broadly  trained  specialist 

in  continuous,  comprehensive  health  care.  Other  highlights  of  1966  include: 

• Vaccines  against  Rh  sensitization,  mumps,  rubella  and  a prototype  antistreptococ- 
cal  vaccine  met  with  high  degrees  of  success. 

• The  first  successful  implantation  of  an  artificial  device  into  the  chests  of  human 
beings  to  aid  failing  hearts  was  achieved. 

• Improvements  were  made  in  prosthetics  which  derive  motive  power  from  the 
electric  potential  of  muscle. 

• The  AMA  Volunteer  Physicians  for  Vietnam  Program  continued  to  gain  re- 
sponse from  physicians,  with  Pennsylvania  adding  a substantial  number  of 
volunteers  to  the  project. 

• Two  American  physicians,  Charles  Higgins,  M.D.  and  Peyton  Rous,  M.D., 
shared  the  Nobel  Prize  for  medicine. 

• Medicare  went  into  effect.  The  expected  deluge  of  patients  did  not  develop 
at  hospitals  but  by  year's  end,  administrators  began  to  experience  paperwork 
problems. 

■ Beginning  with  this  issue  of  PENNSYLVANIA  MEDICINE  reprints  of  all  scientific 
papers  and  major  feature  articles  will  be  available  in  small  (1-99  copies)  quantities. 
When  space  permits,  price  information  will  be  noted  immediately  following  each 
item. 

As  in  the  past,  quantity  prices  (100  reprints  or  more)  are  available  upon  request. 

- NEXT  MONTH 

SIMPLE  SCREENING  TESTS 

A practical  review  of  simple  detection  methods  for  early  recognition  of  an  important 
group  of  disease  processes. 


INDUSTRY  LOOKS  AT  HOSPITAL  PLANNING 

The  influence  on  long-range  planning  of  forces  that  change  a hospital's  character 
and  the  community's  demands  upon  it  are  noted  by  the  president  of  the  United 
States  Steel  Corporation. 


BRUCELLOSIS 


The  scientific  paper  “Brucellosis”  by  Daniel  L.  Harris,  M.D.,  and  Charles  M. 
Thompson,  M.D.  appearing  in  the  December,  1966  (Page  45)  issue  of  PENN- 
SYLVANIA MEDICINE  should  contain  the  following  credits:  The  Brucella 

in  the  cases  discussed  were  isolated  by  the  research  bacteriology  laboratory, 
department  of  research  medicine  at  Philadelphia  General  Hospital,  supported 
by  Grant  AI-05100  from  the  National  Institute  of  Allergy  and  Infectious  Diseases, 
United  States  Public  Health  Service. 

The  assistance  of  Dr.  Robert  Austrian  in  the  preparation  of  this  report  is 
gratefully  acknowledged. 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.5,6,7,8 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON, WESTCOTT 
& DUNNING,  INC. 


BALTIMORE.  MARYLAND  21201 


References:  (1)  Siver,  R.  H.:  CMD,  21: 109,  September 
1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27, 
January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
51:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
Florida  Acad.  Gen.  Prac.,  15:15-16,  October  1965.  (5) 
Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58: 2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.10016 


Brand  of  phenylephrine  hydrochloride 

is  available  in  a variety  of  forms, 
for  all  ages: 

Vb%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

Vj%  solution  for  adults 

Vj%  nasal  spray  for  adults 

V2 °/o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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THERMOGRAPHY 


J.  Gershon-Cohen,  M.D. 


A form  of  radiography  which  provides  a photographic  portrayal  of  some  sixty  thousand  body 
surface  temperatures  serves  as  a vital  diagnostic  aid.  Page  29. 


FUROSEMIDE  AS  A DIURETIC 


Alvin  M.  Soffe,  M.D. 


Study  of  patients  treated  with  furosemide  for  cardiac  edema  over  an  eleven  to  twenty-two 
month  period.  Page  47. 


TREATMENT  OF  GOUT 


William  T.  Lampe,  II , M.D. 


Allopurinol  appears  to  be  a useful  drug  relatively  free  from  side  effects  and  effective  in  re- 
ducing plasma  and  urinary  urates.  Page  52. 


CARDIOGENIC  SHOCK 


Maurice  J.  Lewis,  M.D. 


Diagnostic  criteria  and  a scheme  of  management  are  favorably  affected  by  central  venous 
pressure  monitoring.  Page  55. 


HEMODIALYSIS  WITHOUT  CUTDOWN 


Clement  R.  Brown,  Jr.,  M.D. 


Use  of  the  Seldinger  catheter  eliminates  the  need  for  arterial  cutdown  while  providing  ade- 
quate blood  flow  for  efficient  dialysis.  Page  60. 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 

to  tine. 


Tuberculin, 


lEDERLE  laboratories,  a d ivision  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIL® 

(meprobamate)  Wyeth 


- * 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 


PCMS  President-Elect 


Katharine  Boucot  Sturgis,  M.D., 
professor  and  chairman  of  the  depart- 
ment of  preventive  medicine  at  Wom- 
an's Medical  College,  Philadelphia, 
has  been  named  president-elect  of  the 


Philadelphia  County  Medical  Society. 
She  will  be  the  first  woman  president 
in  the  history  of  PCMS. 

Dr.  Sturgis  received  her  medical  de- 
gree at  the  age  of  thirty-eight,  while 
the  mother  of  two  children.  Since 
her  education  had  been  interrupted  by 
a bout  with  tuberculosis,  she  under- 
took special  studies  and  research  in 
respiratory  diseases  and  has  been  con- 
sultant on  chest  diseases  to  Philadel- 
phia General  Hospital,  The  Veterans 
Administration  Hospital,  and  Landis 
State  Hospital. 

The  author  of  more  than  one  hun- 
dred scientific  papers,  mostly  on  lung 
cancer  and  tuberculosis,  Dr.  Sturgis 
has  been  chief  editor  of  the  American 
Medical  Association's  journal  Ar- 
chives of  Environmental  Health  since 
I960. 

She  has  been  active  in  the  American 
Thoracic  Society,  the  Pennsylvania 
Thoracic  Society  and  has  been  on  the 
Council  of  the  College  of  Physicians 
of  Philadelphia.  Her  husband  and 
daughter  are  also  physicians. 

John  V.  Blady,  M.D.,  who  was 
elected  last  year,  will  serve  as  presi- 
dent of  PCMS  during  1967.  Also 
elected  to  office  for  1967  were:  Sam- 


uel X.  Radbill.  M.D.,  vice  president; 
William  Gash,  M.D.,  re-elected  sec- 
retary; Valentine  R.  Manning,  M.D., 
treasurer;  George  A.  Hahn,  M.D.  and 
John  Helwig,  Jr.,  M.D.,  directors- 
at-large;  Albert  N.  Brest,  M.D., 
chairman.  Standing  Committee  on 
Medical  Education;  David  S.  Cristol, 
M.D.,  chairman,  Standing  Committee 
on  Membership  and  Society  Organi- 
zation; Eugene  J.  Garvin,  M.D.  and 
Robert  G.  Ravdin,  M.D.,  members 
of  the  Board  of  Censors.  Also  elected 
were  twelve  members  to  serve  as  dele- 
gates to  the  Pennsylvania  Medical 
Society  House  of  Delegates,  and  twen- 
ty-four alternate  delegates. 


Rush  Awards  Rush 

Deadline  for  State  Society 
award  nominations  for  the  Ben- 
jamin Rush  Award  Program  is 
February  1,  1967.  All  county 
societies  should  readily  partici- 
pate in  this  excellent  program 
which  brings  individual  commu- 
nities into  close  contact  with 
county  and  state  medical  activ- 
ities. 


Bound  for  Viet  Nam 

Eleven  physicians  went  to  South 
Viet  Nam  this  past  November  to  help 
care  for  Vietnamese  civilians  under 
the  AMA  Volunteer  Physicians  for 
Viet  Nam  program. 

AMA  Volunteer  Physicians  for 
Viet  Nam  is  a program  for  supplying 
medical  care  to  the  civilian  population 
of  South  Viet  Nam  through  the  vol- 
unteer services  of  U.S.  physicians. 

It  is  administered  by  the  American 
Medical  Association  and  financed  by 
the  United  States  Agency  for  Interna- 
tional Development. 

Volunteer  physicians  serve  a 60- 
day  tour  of  duty  at  one  of  18  provin- 
cial civilian  hospitals  in  South  Viet 
Nam.  Their  services  are  unpaid  except 
for  transportation  costs  and  an  ex- 
pense allowance  of  10  dollars  a day. 

A serious  shortage  of  native  physi- 
cians exists  in  South  Viet  Nam.  Of 
the  approximately  1000  Vietnamese 
physicians  nearly  900  are  in  the  armed 
forces,  leaving  only  about  100  to  meet 
the  health  needs  of  16  million  people. 


Physician  volunteers  gather  in  San  Francisco  for  a final  briefing  before 
leaving  for  Saigon.  Left  to  right,  back  row:  Drs.  Pearson,  Newton,  Hallett, 
Gloeckner  (son  of  M.  Louise  C.  Gloeckner,  M.D.,  of  Conshohocken).  Gillette, 
Steinmetz,  Currie.  Left  to  right,  front  row:  Drs.  Owen,  Fitts,  Harper,  Price, 
and  Charles  H.  Moseley,  director,  American  Medical  Association  Department 
of  Governmental  Medical  Programs,  who  delivered  the  briefing. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  slay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


BAYER  . 

ASPIBlN  • \ 

CHILDREN  J 


JANUARY,  1967 
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State  Approves  Newborn 
St.  Christopher's  Hospital 

St.  Christopher's  Hospital  for  Chil- 
dren has  been  approved  for  a Neonatal 
Surgery  Program  under  a special  grant 
from  the  Federal  Children’s  Bureau 
to  the  Pennsylvania  Department  of 
Health.  It  makes  possible  the  care  of 
newborn  babies  with  a number  of 
congenital  malformations  from  fami- 
lies who  may  have  been  prevented  by 
financial  barriers  from  securing  such 
care.  Newborns  from  Pennsylvania, 
New  Jersey,  Delaware  and  Maryland 
are  eligible  for  treatment  under  this 
program  if  they  meet  with  criteria  for 
financial  eligibility.  This  decision  is 
the  responsibility  of  the  Chief  of  the 
Infant  and  Pre-School  Section  of  the 
Pennsylvania  Department  of  Health. 

Temple  s Rotating 
Internship 

Temple  University  Hospital  has 
been  approved  for  a rotating  intern- 
ship program  next  year.  The  rotating 
internship  is  in  addition  to  the  straight 
medicine  internship  which  has  been 
offered  for  a number  of  years. 

Eight  medical  school  graduates  will 
be  selected  for  the  rotating  program 
which  will  consist  of  eight  periods  of 
six  weeks  each.  Three  of  these  six- 
week  periods  are  spent  on  medicine 
and  one  each  on  pediatrics,  surgery, 
obstetrics  and  gynecology,  and  elec- 
tive. 

Dr.  Russell  R.  DeAlvarez,  Chair- 
man of  the  Department  of  Obstetrics 
and  Gynecology,  said  the  new  intern- 
ship is  especially  attuned  to  the  needs 
of  the  physician  interested  in  a career 
in  Obstetrics  and  Gynecology. 

University  of  Pennsylvania 
Adds  Teaching-Research 
Building 

Ceremonies  marking  the  start  of 
construction  on  a $7.7  million  teach- 
ing and  research  building  at  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine  were  held  recently. 

Work  began  in  September  on  the 
six-story  structure,  which  is  scheduled 
for  occupancy  in  the  autumn  of  1968. 

The  building  will  be  situated  at  the 
intersection  of  36th  Street  and  Hamil- 
ton Walk,  and  will  connect  with  the 


Surgical  Program  at 
for  Children 

St.  Christopher’s  is  located  at  2600 
North  Lawrence  Street  and  is  the  Pedi- 
atric Department  of  Temple  Univer- 
sity School  of  Medicine.  The  Hospital 
has  150  beds  and  specialized  facilities 
and  personnel  for  the  care  of  infants 
and  children.  The  general  surgical 
staff  consists  of  three  Board  Certified 
surgeons  who  limit  their  practice  en- 
tirely to  pediatric  surgery.  They  are 
assisted  by  several  surgical  residents 
who  devote  their  full  time  to  pedi- 
atric surgery.  Physicians  who  special- 
ize in  various  fields  of  pediatrics  are 
constantly  available  for  consultation. 
An  Intensive  Care  Unit  and  a special 
Newborn  Nursery  are  part  of  the  fa- 
cilities available  for  the  surgical  care 
of  the  newborn. 


eastern  end  of  the  existing  School  of 
Medicine  building. 

Funds  for  the  building  were  given 
by  the  General  State  Authority,  the 
National  Institutes  of  Health,  and  pri- 
vate sources  that  include  several  foun- 
dations. Architect  and  engineers  for 
the  project  is  the  firm  of  Alexander 
Ewing  & Associates,  Philadelphia. 
General  contractor  is  the  Galasso  Con- 
struction Company,  Cherry  Hill,  N.J. 

The  four  upper  floors  of  the  build- 
ing will  contain  laboratories  for  basic 
and  clinical  research,  to  be  performed 
by  the  departments  of  medicine,  mi- 
crobiology, ophthalmology,  research 
medicine,  and  neurology. 

Plan  Ahead 

John  W.  Gardner,  Secretary  of 
Health.  Education  and  Welfare  has  ap- 
pointed a six-member  Task  Force  on 
Environmental  Health  and  Related 
Problems  and  instructed  it  to  “think 
at  least  50  years  ahead.” 

Chairman  of  the  Task  Force  is  Ron 
M.  Linton,  who  was,  until  last  Sep- 
tember, staff  director  of  the  Senate 
Committee  on  Public  Works  and  is 
now  associated  with  Urban  America, 
Inc. 

The  Task  Force  will  be  concerned. 
Linton  said,  not  only  with  such  obvi- 
ous threats  to  health  as  air  and  water 
pollution  but  with  “crowding,  noise, 
lack  of  open  space,  lack  of  mobility, 
dirt.”  The  Task  Force  will  hold  hear- 
ings in  a number  of  cities,  and  is 
scheduled  to  report  to  Gardner  by  lune 
1,  1967. 


Animal  Farm  Soon 
to  be  Underway 

A $1,538,800  contract  for  construc- 
tion and  site  work  for  the  Animal 
Research  Farm  at  The  Milton  S.  Her- 
shey  Medical  Center  of  The  Pennsyl- 
vania State  University  was  awarded 
on  December  9 by  officials  of  the 
Hershey  Trust  Company. 

Almost  one-third  the  cost  of  the 
38,000  square  foot,  one-story  building 
will  be  paid  with  a $407,000  construc- 
tion grant  the  University  received  for 
the  Animal  Research  Farm  from  the 
U.S.  Public  Health  Service  in  October. 

Construction  of  the  facility  is  sched- 
uled for  completion  by  October  31, 
1 967  and  will  be  used  by  the  medical 
school’s  first  students  when  they  start 
classes  that  fall.  Total  construction 
and  excavation  contracts  of  the  Medi- 
cal Center  is  now  over  $13  million. 
Contracts  for  the  Clinical  Sciences 
Wing  and  Teaching  Hospital  are  to 
follow. 

Dr.  C.  Max  Lang,  director  of  the 
Animal  Resource  Facility  at  the  Medi- 
cal Center,  said  that  the  farm  will  be 
used  for  teaching  and  research  in  be- 
havior as  well  as  the  traditional  basic 
and  clinical  medical  sciences.  The 
veterinarian  said,  “Medical  science  has 
discovered  that  human  behavior  is  a 
biologic  process  through  which  we  can 
learn  a great  deal  by  studying  indivi- 
dual and  group  animal  behavior.” 

Dr.  Lang  explained  that  the  farm 
will  permit  excellent  genetic  control  of 
experimental  animals  through  superior 
conditioning  and  breeding  under  con- 
trolled environmental  conditions  over 
a long  period  of  time.  “It  will  be  the 
first  Animal  Research  Farm  within 
walking  distance  of  medical  school 
classrooms  and  will  be  connected  by 
a 1,400-foot  underground  tunnel  to 
the  Medical  Sciences  Building  where 
the  central  animal  quarters  are  located. 
The  tunnel  will  permit  movement  of 
animals  under  controlled  conditions  at 
all  times,”  Dr.  Lang  said.  The  tunnel 
is  being  built  as  part  of  a previous  con- 
tract for  the  Medical  Center’s  steam 
plant. 

The  farm  will  have  a variety  of 
traditional  and  exotic  research  ani- 
mals. Eventually  there  will  be  areas 
for  fish  and  birds  on  the  fifty  acres 
that  have  been  set  aside  for  the  Animal 
Research  Farm.  Larger  domestic  ani- 
mals will  be  kept  in  pastures  and  in 
a dairy  barn  already  existing  on  the 
site. 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  in  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include;  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 


In 
O 
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Western  Blue  Cross  Requests  Rating  Approval 


Blue  Cross  of  Western  Pennsylvania 
requested  Pennsylvania  Insurance  De- 
partment approval  this  past  Novem- 
ber of  a merit  rating  formula  for  its 
21-90  and  Standard  Agreements. 

Under  the  merit  rating  formula. 
Blue  Cross  would  preserve  its  historic 
principle  of  spreading  hospital  costs 
over  the  entire  community.  The  hos- 
pital costs  for  all  small  groups  and 
direct  payment  subscribers  would  con- 
tinue to  be  pooled,  with  help  from 
the  better  risk  groups.  Rate  credits 
and  debits  would  accrue  to  larger 
qualified  groups  depending  on  each 
group’s  claims  experience.  Even  high 
usage  groups,  however,  would  benefit 
from  the  community  sharing  principle 
through  a ceiling  imposed  on  upward 
rate  adjustments. 

About  45  per  cent,  or  922,500,  of 
the  Plan’s  2,050,000  subscribers  are 
enrolled  under  the  21-90  and  Standard 
Agreements  and  would  be  affected  by 
the  filing.  (Rates  for  Master  Agree- 
ments are  not  affected  since  these 
agreements  are  negotiated  annually 
with  management  and  labor.  Similar- 
ly, rates  for  the  Non-Group  Special 
and  65-Special  Agreements  are  not  in- 


volved since  rates  for  both  are  subject 
to  periodic  review.) 

Rate  adjustments  under  the  merit 
rating  formula  would  be  made  on  a 
monthly  basis.  They  would  be  stag- 
gered throughout  the  year,  according 
to  the  classification  of  agreement.  The 
first  group  of  subscribers  would  have 
new  rates  effective  February  1,  1967, 
and  charges  for  other  subscribers 
would  be  made  in  succeeding  months. 
All  rates  would  remain  effective  for 
one  year. 

In  announcing  the  filing,  William 
H.  Ford,  president  of  the  Plan  serving 
29  counties  of  Western  Pennsylvania, 
stated  that  the  proposed  merit  rating 
formula  will  assure  maximum  commu- 
nity support  for  the  Blue  Cross  com- 
munity prepayment  program  by  help- 
ing Blue  Cross  keep  better  risk  groups 
who  are  essential  to  the  successful 
operation  of  the  Plan.  Merit  rating, 
he  said,  will  give  deserved  recognition 
to  the  more  favorable  experience  of 
these  groups,  and  thus  encourage  them 
to  continue  their  participation  in  Blue 
Cross.  Under  merit  rating,  a number 
of  groups  will,  of  course,  receive  rate 
reductions. 


Deadline  for  Cecil 
Award  Entries  Nears 

Entries  for  the  eleventh  annual  Rus- 
sell L.  Cecil  Awards  must  be  sub- 
mitted not  later  than  January  31, 
1967,  according  to  an  announcement 
by  The  Arthritis  Foundation. 

Three  national  awards  of  $500,  one 
each  for  newspapers,  magazines  and 
broadcasting  media,  are  given  annual- 
ly for  the  outstanding  article,  story 
or  script  published  or  broadcast  in 
the  United  States  during  the  year  end- 
ing December  31.  There  are  also  five 
regional  awards  of  $100  each. 

The  purpose  of  these  awards,  named 
after  the  late  Dr.  Russell  L.  Cecil, 
pioneer  rheumatologist  and  former  na- 
tional consulting  medical  director  for 
the  Foundation,  is  to  encourage  the 
writing  of  accurate  and  up-to-date 
articles,  stories  and  scripts  on  the  sub- 
ject of  arthritis.  Entries  may  be  sub- 
mitted by  the  author,  editor,  publisher, 
station  representative  or  a chapter  of 
the  Foundation. 

Entry  blanks  and  rules  governing 
the  competition  may  be  obtained  from 


The  Arthritis  Foundation,  1212  Ave- 
nue of  the  Americas,  New  York,  N.Y. 
10036,  or  from  any  of  the  79  Foun- 
dation chapters  located  in  major  cities 
throughout  the  country. 

Aspirin  Restriction  Due 

No  bottle  of  children’s  aspirin  sold 
after  July  1,  1967,  will  contain  more 
than  36  tablets  in  a joint  government- 
industry  effort  to  reduce  accidental 
overdose. 

This  restriction  was  one  of  several 
steps  announced  jointly  by  the  Food 
and  Drug  Administration  and  thirty- 
two  drug  firms  after  a conference 
aimed  at  curbing  childhood  deaths  and 
illnesses. 

Also  by  July  1,  a bottle  of  chil- 
dren’s aspirin  will  contain  this  cau- 
tionary label: 

“Precaution:  No  cap  is  100  per 

cent  childproof.  In  case  of  accidental 
overdose,  notify  physician  immediate- 
ly.” 

Also  agreed  on  was  a limitation  in 
the  potency  of  children’s  aspirin.  Some 
now  range  as  high  as  5 grains  a tablet. 
The  new  limit  will  be  1-14  grains. 


Salary  Increases 

The  Hospital  Council  of  Western 
Pennsylvania,  representing  seventy- 
eight  hospitals  in  a twenty-two  county 
area,  approved  the  following  salary 
recommendations  to  Council  member 
hospitals.  Thomas  E.  Callahan,  Ex- 
ecutive Director,  outlined  these  rec- 
ommendations as  follows: 

1.  To  establish  a monthly  starting 
salary  for  inexperienced  general  duty 
registered  nurses  of  $450  on  January 
1,  1967. 

2.  To  establish  a $1.40  minimum 
hourly  wage  rate  as  of  January  1, 
1967. 

“The  recommended  increases,”  he 
said,  “are  an  attempt  to  bring  hospital 
salaries  in  line  with  those  in  nearby 
communities  and  other  communities 
across  the  nation.  Higher  salaries  will 
make  nursing  and  other  health  ca- 
reers more  appealing  to  prospective  stu- 
dents. This,  in  turn,  will  aid  recruit- 
ment efforts  and  eventually  reduce  the 
shortage  of  health  care  personnel.” 

The  hospital  industry  is  one  of  the 
nation’s  largest  in  terms  of  number 
of  employees.  Among  the  Council 
member  hospitals,  the  total  work  force 
numbers  more  than  26,000  and  last 
year’s  total  payroll  expenses  amounted 
to  approximately  $119,551,000. 

Salaries  account  for  more  than  60 
percent  of  the  cost  necessary  to  operate 
a hospital.  This  is  in  sharp  contrast 
with  industry  as  a whole  where  only 
about  30  percent  of  the  cost  of  opera- 
tion goes  into  salaries. 

"Because  of  this  difference,”  Calla- 
han said,  “the  same  salary  increase 
by  both  groups  would  have  a much 
more  pronounced  effect  on  the  fi- 
nances of  hospitals  than  on  industry 
in  general.” 

The  Surgeon  General's  consultant 
group  on  nursing  estimates  that  “by 
1970  the  nation  should  have  850,000 
professional  nurses  if  it  is  to  meet  the 
needs  of  the  nation  for  safe,  thera- 
peutically effective  and  efficient  nurs- 
ing services.”  The  United  States  had 
only  582,000  nurses  in  the  latest  tabu- 
lation. 

Callahan  stated,  “It  is  obvious  that 
nurses  in  our  area  must  be  paid  sal- 
aries comparable  to  those  paid  by  in- 
dustry and  by  hospitals  in  surrounding 
metropolitan  communities  if  our  hos- 
pitals are  to  continue  to  function  at 
their  present  high-level  standards.” 
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VERTEBRACER 

HEALTH  MATTRESS 

World's  finest  mattress. 
Automatically  adjusts  to  your 
body  for  level  posture. 


EVENIZED  CONSTRUCTION  as- 
vertebracerway  sures  that  your  body  posture 

conforms  to  the  mattress.  Plus  the  custom  sizing  and 
custom  firming  which  Senak  fits 
to  your  specific  prescribed 
needs.  With  Vertebracer  you  will 
get  your  best  night’s  sleep  ever 


Ordinary  Way 


VERTEBRACER 

HEALTH  MATTRESS 

Made  by  BEMCO  one  of  the  world’s 
largest  manufacturers  of  health  mat- 
tresses. 


Catering  to  hospitals 
and  institutions. 
CUSTOMIZED  BOX  SPRINGS 
available  same  price 

ONLY  149 50 


Reinforced  with  a layer  of  luxurious 
BEMCO  TEX  for  additional  comfort 
and  support. 

VERTEBRACER 

• Perma  Roll  Edge  . 

• Super  Tempered  Coils 

1 

Scientifically  designed  and  cus- 

1 

tom-crafted  for  the  ultimate  in 

F 

sleeping  comfort. 

• Evenized  Construction 

MoaurroMS 

S . ^5 

• Exclusive  COIL  GUARD  2 way  wire  in 

1 

Manufactured  expressly  to  the 

suiation  to  guarantee  maximum  dura 

MO  VM3C4MO 

exact  specifications  of  the 

bility 

h 

SENAK  CO 

Customized  Mattress  Division 

Offices  in  principal  cities 


IMS 
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special  formula 
for  a 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain— deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 


special  problem 


specifically,  formulated 
for  symptomatic 
relief  of  sinus  headache 


WARN  ER  - CHILCOTT 

Morris  Plains,  N.J. 


SJuMJTAB* 

for  sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


Os 

occipitale 


Postgraduate 
Courses 

ALLENTOWN 

At  Allentown  Hospital,  10  a.m.-I  p.m.  on  dates 
specified;  each  3 hours  AAGP: 

Pathology  Seminars,  Temple  Uni- 
versity department  of  pathology,  and 
Lehigh  AAGP,  at  Allentown  Hospital, 
Mondays,  September-June,  7:30  p.m.; 
20  hours  AAGP.  Contact  Allentown 
Hospital  Association,  Seventeenth  and 
Chew  Streets  (18102). 

Edema:  Intractable  Heart  Failure,* 

at  Allentown  Hospital,  January  12, 
1967,  from  10:00  a.m.  to  1:00  p.m.; 
3 hours  AAGP. 

Edema:  Nephrosis,  Allentown  Hos- 
pital, February  9,  1967,  from  10  a.m. 
to  1 p.m.;  AAGP  3 hours.* 

ALTOONA 

Lymphangiography:  Technique  and 
Clinical  Value,*  at  Altoona  Hospital, 
January  19,  1967,  from  10:00  a.m. 
to  12:30  p.m.;  2 hours  AAGP. 

A Consecutive  Case  Conference — 
The  Patient  with  a Gastric  Resection,* 

at  Altoona  Hospital,  January  5,  1967, 
from  10:00  a.m.  to  12:30  p.m.;  2 
hours  AAGP. 

Current  Status  of  Cancer  Chemo- 
therapy, Altoona  Hospital,  February 
2,  1967,  at  10  a.m.;  AAGP  2 hours.* 

The  Problem  of  Hospital  Acquired 
Infections,  Altoona  Hospital,  February 
16,  1967,  from  10  a.m.  to  12:30  p.m.; 
AAGP  2 hours.* 

BETHLEHEM 

Stroke — Diagnosis  and  Management 

(I)  St.  Luke’s  Hospital,  January  19, 
1967,  from  9:30  a.m.  to  noon;  fee 
$7.00;  AAGP  3 hours.* 

Stroke — Diagnosis  and  Manage- 
ment (II),  St.  Luke’s  Hospital,  Feb- 
ruary 16,  1967,  from  9:30  a.m.  to 
noon,  fee  $7.00;  AAGP  3 hours.* 

FRANKLIN 

A Course  in  Vector-Electrocardiog- 
raphy, Westmoreland  Hospital  and 
Westmoreland  County  AGP,  at  West- 
moreland Hospital,  Greensburg,  Pa.; 
Eighteen  Tuesday  evenings  from  7 to 
9 p.m.,  as  follows:  October  11,  18, 
25;  November  8 and  29;  December 
13  and  20;  January  10,  17,  24  and 


31,  1967;  February  14,  1967;  March 
14,  21  and  28,  1967;  April  11,  18  and 
25,  1967;  AAGP  36  hours;  Contact 
Arthur  J.  McStein,  M.D.,  Westmore- 
land Hospital. 

HARRISBURG 

Medical  Lectures,  Harrisburg  Poly- 
clinic Hospital  and  University  of 
Pennsylvania  School  of  Medicine,  at 
PolycUnic,  November  22,  February  28, 
March  28,  and  April  25,  10  a.m.-I 
p.m.;  5 hours  AAGP.  Contact  G.  F. 
Zerbe,  M.D.,  1822  Market  Street, 
Camp  Hill  17011. 

The  Low  Blood  Count:  Its  Diag- 
nosis and  Therapy,  Community  Gen- 
eral Osteopathic  Hospital,  Harrisburg, 
January  12,  1967  at  10  a.m.  Contact 
Community  General  Osteopathic  Hos- 
pital, 1829  North  Front  St.,  Harris- 
burg 17102. 

The  Antibiotic  Dilemma,  Commu- 
nity General  Osteopathic  Hospital, 
Harrisburg,  February  9,  1967  at  10 
a.m.  Contact  Community  General  Os- 
teopathic Hospital,  1829  North  Front 
St.,  Harrisburg  17102. 

Psysiology  of  the  Newer  Diuretic 
Agents  and  Clinical  Applications,  Har- 
risburg Polyclinic  Hospital,  Harris- 
burg, February  28,  1967,  10  a.m.- 
1 p.m.;  AAGP  credit.  Contact  G.  F. 
Zerbe,  M.D.,  1822  Market  St.,  Camp 
Hill  17011. 

JOHNSTOWN 

Radical  Surgery  for  Cancer,  Cone- 
maugh  Valley  Memorial  Hospital,  Jan- 
uary 26,  1967,  from  7 p.m.  to  9 p.m.; 
AAGP  2 hours.* 


* For  further  information  concerning  above 
courses,  contact  John  H.  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  Street,  Phil- 
adelphia 7,  Pa. 

LANCASTER 

The  Basis  of  Physiologic  Therapy 
in  Respiratory  Problems,  Lancaster 
General  Hospital,  Lancaster,  January 
11,  1967,  11:00  a.m.  to  1:30  p.m.; 
AAGP  accreditation,  category  1.  Con- 
tact Henry  W.  Miller,  M.D.,  Lancaster 
General  Hospital,  Lancaster  17602. 

The  Basis  of  Physiologic  Therapy 

in  Respiratory  Problems,  Lancaster 
General  Hospital,  January  11,  1967  at 
11  a.m,;  AAGP  credit.  Contact  John 
H.  Esbenshade,  Jr.,  M.D.,  Lancaster 
General  Hospital,  Lancaster,  Pa. 


Present  Day  Aims  of  Vascular  Sur- 
gery, Lancaster  General  Hospital,  Jan- 
uary 26,  1967  at  11  a.m.;  AAGP 
credit.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  Lancaster  General  Hospital, 
Lancaster,  Pa. 

Adolescent  Gynecology:  Genetic 

Endocrinological,  Emotional  and  Sur- 
gical Aspects,  February  8,  1967  at  11 
a.m.;  AAGP  credit.  Contact  John  H. 
Esbenshade,  Jr.,  M.D.,  Lancaster  Gen- 
eral Hospital,  Lancaster,  Pa. 

Hip  Problems  in  Children  and 
Adults,  Lancaster  General  Hospital, 
February  23,  1966  at  11  a.m.;  AAGP 
credit.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  Lancaster  General  Hospital, 
Lancaster,  Pa. 

PHILADELPHIA 

Adrenal  Gland,  Jefferson  Medical 
College  and  Pennsylvania  State  Uni- 
versity, at  Jefferson  Medical  College; 
Seven  consecutive  Tuesday  evenings 
from  8 to  10  p.m.,  January  10, 
through  February  21,  1967;  AAGP 
14  hours;  Fee  $40.00;  Contact  John 
H.  Killough,  M.D.,  Jefferson  Medical 
College,  1025  Walnut  Street,  Philadel- 
phia, Pa.  19107. 

Bedside  Diagnosis  of  Heart  Disease, 
Hahnemann  Medical  College,  at  War- 
wick Hotel,  Philadelphia;  January  Il- 
ls, 1967;  9 a.m.  to  5:30  p.m.;  9 a.m. 
to  6 p.m.;  and  9 a.m.  to  5 p.m.; 
AAGP  25 Vi  hours;  Contact  Bernard 

L.  Segal,  M.D.,  Hahnemann  Medical 
College,  230  North  Broad  Street,  Phil- 
adelphia, Pa.  19102. 

Advanced  Electrocardiography,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa.; 
Wednesdays,  February  15  to  April  19, 
1967;  1 to  4 p.m.;  AAGP  30  hours; 
Contact  Mr.  Leonard  J.  Zimet,  Ein- 
stein Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.  19141. 

Bronchoesophagology,  Drs.  Charles 

M.  Norris  and  Gabriel  F.  Tucker,  Jr., 
November  28-December  9,  1966,  and 
April  3-14,  1967;  fee,  $250.  Contact 
Chevalier  Jackson  Clinic,  Temple  Uni- 
versity Hospital,  3401  North  Broad 
Street  (19140). 

Microsurgery  of  the  Temporal 
Bone,  Temple  University  School  of 
Medicine,  first  week  of  each  month. 
Contact  B.  J.  Ronis,  M.D.,  Temple. 

Applied  Office  Psychiatry  and  Psy- 
chosomatic Medicine,  departments  of 
psychiatry,  internal  medicine,  ob- 
stetrics-gynecology, and  pediatrics. 
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Temple  University  Medical  Center,  at 
Temple  University  Sciences  Center, 
Wednesdays,  October  5 through  Feb- 
ruary 22,  10  a.m.-3  p.m.;  80  hours 
AAGP.  Contact  H.  K.  Fischer,  M.D., 
3401  North  Broad  Street  (19140). 

Bedside  Diagnosis — Part  IV,  Hahne- 
mann  Medical  College  and  Hospital, 
Philadelphia,  January  11-13,  1967. 
Contact  Bernard  L.  Segal,  M.D., 
Hahnemann  Medical  College,  Phila- 
delphia. 

General  Internal  Medicine,  Hahne- 
mann Medical  College  and  Hospital, 
Wednesdays,  October  5,  1966-March 
29,  1967,  1-4  p.m.;  24  hours  AAGP. 
Contact  Drs.  D.  Mason,  W.  W.  Oaks, 
and  S.  R.  Bender,  230  North  Broad 
Street  (19102). 

Radiology  and  Radioisotopes,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa.; 
Wednesdays,  March  15  to  April  12, 
1967;  2 to  4 p.m.;  AAGP  10  hours; 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.  19141. 

Psychiatry  and  General  Practice, 

Einstein  Medical  Center,  York  and 
Tabor  Roads;  Fridays,  January  6 to 
April  14,  1967;  1:30  to  4:30  p.m.; 

I AAGP  45  hours;  Contact  Leonard  J. 
Zimet,  Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa. 
19141. 

Clinical  Endocrinology,  Albert  Ein- 
stein Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.;  Wednesdays, 
February  8 to  April  26,  1967;  2 to  5 
p.m.;  AAGP  36  hours;  Contact  Mr. 
Leonard  J.  Zimet,  Einstein  Medical 
Center,  York  and  Tabor  Roads,  Phila- 
delphia, Pa.  19141. 

Advanced  Electrocardiography,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  1—4  p.m.  Wednes- 
days, February  15  to  April  19,  1967; 
AAGP  30  hours.  Contact  Mr.  Leon- 
ard J.  Zimet,  Einstein  Medical  Center, 
Philadelphia  19141. 

National  Symposium  on  Athero- 
sclerosis, Heart  Association  of  South- 
eastern Pennsylvania  and  Philadelphia 
AGP,  at  Sheraton  Hotel,  February  23- 
24,  1967;  AAGP  10  hours.  Contact 
B.  Wheeler  Jenkins,  M.D.,  1526  Upsal 
Street,  Philadelphia  19150. 

POTTSVILLE 

Convulsive  Disorders  in  Children, 

at  Pottsville  Hospital,  January  12, 


1967,  from  11:30  a.m.  to  2 p.m.;  2 
hours  AAGP.* 

Current  Status  of  Organ  Transplan- 
tation, Pottsville  Hospital,  February 
9,  1967,  from  11:30  a.m.  to  2 p.m.; 
AAGP  2 hours. 

READING 

Liver  Diseases  and  Miscellaneous 
Subjects,  Hahnemann  Medical  Col- 
lege, at  Community  General  Hospital, 
Wednesdays,  September  through  May, 
9:30  a.m.  Contact  E.  L.  Trexler, 
M.D.,  15  South  Franklin  Street,  Fleet- 
wood  19522. 

Continuing  Medical  Education  Pro- 
gram, Berks  County  Medical  Society 
and  AGP,  at  Reading  Hospital;  De- 
cember 7,  1966;  January  1 1,  February 
1,  March  1,  April  5 and  May  3,  1967; 
AAGP  32  hours;  Contact  A.  A.  Nagle, 
M.D.,  Stouchsburg,  Pa. 

SCRANTON 

The  Management  of  the  Patient  with 
Severe  Trauma,  Mercy  Hospital,  Jan- 
uary 18,  1967,  from  9 a.m.  to  noon; 
AAGP  3 hours.* 

Malabsorption  Syndromes,  Mercy 
Hospital,  February  15,  1967,  from 
9:30  a.m.  to  noon;  AAGP  2 hours. 

WILKES-BARRE 

Surgical  Management  of  Venous 
Embolic  Disease,  Wilkes-Barre  Gen- 
eral Hospital,  January  19,  1967,  from 
9 a.m.  to  noon;  AAGP  3 hours.* 

Chemotherapy  of  Leukemia  in  Chil- 
dren, Wilkes-Barre  General  Hospital, 
February  19,  1967,  from  9 a.m.  to 
noon;  AAGP  3 hours.* 

WILLIAMSPORT 

At  Williamsport  Hospital,  10  A.M.-3  p.m.  on 
dates  specified;  each  4 hours  AAGP: 

Marital  Counseling  and  Sex  Educa- 
tion, Williamsport  Hospital,  January 
18,  1967,  from  10  a.m.  to  3:30  p.m.; 
AAGP  4 hours.* 

The  Culturally  Disadvantaged  Stu- 
dent, Williamsport  Hospital,  February 
15,  1967,  from  10  a.m.  to  3:30  p.m.; 
AAGP  4 hours.* 

YORK 

At  York  Hospital,  8 A.M.-12  M.  on  dates 
specified;  fee,  each  course,  $8.00;  AAGP  credit, 
each  course,  3 hours:  * 

Review  of  Skin  Grafting  and  Present 
Concepts  of  Tissue  Transfer,  at  York 


Hospital,  January  5,  1967,  from  8:00 
a.m.  to  noon;  Fee  $8.00,  3 hours 
AAGP.* 

Let's  Take  a New  Look  at  Tonsil- 
lectomies, at  York  Hospital,  January 
12,  1967,  from  8:00  a.m.  to  Noon; 
Fee  $8.00,  3 hours  AAGP* 

Thyroid — to  Cut  or  Not  to  Cut, 
and  When,  York  Hospital,  January 
19,  1967  from  8 a.m.  to  noon,  fee 
$8.00;  AAGP  3 hours.* 

Factors  Surrounding  Pregnancy  and 
Delivery  Which  Affect  Prenatal  Mor- 
tality, York  Hospital,  January  26, 
1967,  8 a.m.  to  noon,  fee  $8.00;  AAGP 
3 hours.* 

Chemotherapy  of  Solid  Tumor  Ma- 
lignancies, York  Hospital,  February  2, 
1967,  8 a.m.  to  noon,  fee  $8.00; 
AAGP  3 hours.* 

Recent  Developments  in  Antibiotic 
Therapy,  York  Hospital,  February  9, 
1967,  8 a.m.  to  noon,  fee  $8.00; 
AAGP  3 hours.* 

A Logical  Approach  to  Fluid  Ther- 
apy— Pre-  and  Post-Operatively,  York 

Hospital,  February  16,  1967,  8 a.m. 
to  noon,  fee  $8.00;  AAGP  3 hours.* 

A New  Look  at  Adrenal  Function 
and  Therapeutic  Use  of  Corticoste- 
roids, York  Hospital,  February  23, 
1967,  8 a.m.  to  noon,  fee  $8.00; 
AAGP  3 hours.* 


OUT  OF  STATE 

Colorado  Winter  Clinics — Inter- 
uterine  Transfusion  and  the  Fetus; 
Surgery  of  the  Heart;  The  Airway; 
Hypertension.  Brown  Palace  Hotel, 
Denver.  Colorado,  February  28- 
March  3.  Contact  the  Colorado  Med- 
ical Society.  1809  East  18th  Avenue, 
Denver,  Colorado  80218. 

Auscultation  of  the  Heart,  Phono- 
cardiography and  Pulse  Tracings,  In- 
stitute for  Cardiovascular  Diseases  of 
Good  Samaritan  Hospital,  1033  E. 
McDowell  Rd.,  Phoenix,  Arizona, 
April  6-7,  1967.  Contact  William  D. 
Nelligan.  Exec.  Director,  American 
College  of  Cardiology,  9650  Rocke- 
vi lie  Pike,  Washington,  D.C.  20015. 


. About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
Pass  and  Erford  Road,  Lemoyne  17043. 
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when  he  just  can1!:  sleep 


Tuinal 

Sodium  Amobarbital  and 
Sodium  Secobarbital 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications.Tuinal,  comprised  of  equal  parts  of  Seconal® 
Sodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
um (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
and  moderately  long-acting  hypnosis. 

Contraindications : Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

* Dosage:  1 Zi  to  3 grains  at  bedtime. 

Supplied:  34,  V/2 , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


Ska, 
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| M.D.’s  in 
Li  J The  News 

W.  W.  Christman,  M.D.,  Clearfield, 
chief  of  laboratory  services  and  path- 
ology at  Sunbury  Community  Hospital, 
has  been  elected  to  fellowship  in  the 
American  Society  of  Clinical  Path- 
ologists. 

Daniel  B.  Gesensway,  M.D.,  has 

been  named  director  of  the  Adult  Out- 
patient Psychiat- 
ric Clinic  at  Phil- 
adelphia’s Albert 
Einstein  Medical 
Center.  The  ap- 
pointment of  Dr. 
Gesensway  to  the 
newly  created 
post  was  made  in 
anticipation  of  a 
planned  major  ex- 
pansion  of  the 
Medical  Center's  psychiatric  outpatient 
services. 

Thomas  V.  Murray,  M.D.,  Sharon, 
associate  chief  of  surgery  at  Sharon 
General  Hospital,  was  elected  a gov- 
ernor in  the  American  College  of 
Surgeons  during  a meeting  of  the 
organization  recently. 

Charles  A.  YValtman,  M.D.,  Easton, 
has  been  elected  chairman  of  the  Penn- 
sylvania Cancer  Coordinating  Com- 
mittee. The  committee  meets  annual- 
ly to  review  cancer  programs  and  to 
make  recommendations  on  future  pro- 
grams. 

Britton  Chance,  M.D.,  Philadelphia, 
director  of  the  Johnson  Research 
Foundation  and  chairman  of  the  de- 
partment of  biophysics  and  biochem- 
istry of  the  University  of  Pennsylvania 
School  of  Medicine,  recently  received 
the  Franklin  medal  awarded  him  by 
Dr.  Wynn  Laurence  LePage,  president 
of  the  Franklin  Institute.  Dr.  Chance 
won  the  award  “for  his  research  in 
highly  technical  areas  of  the  life 
sciences.” 

Rita  E.  Scott,  M.D.  and  Edith  Kor- 
entzwitt,  M.D.,  Philadelphia,  were 
honored  at  the  opening  exercises  of 
Women’s  Medical  College  for  their 
25  years  of  service  to  the  school.  Dr. 
Korentzwitt  is  a clinical  associate  in 
medicine  and  Dr.  Scott  is  assistant 
professor  of  pediatrics. 

Norman  Wall,  M.D.,  Pottsville,  was 
honored  at  the  annual  meeting  of  the 
Pennsylvania  Heart  Association  in 


Harrisburg,  when  he  was  presented 
with  the  Outstanding  Service  Award 
by  the  Association  for  distinguished 
service  to  the  organization  since  its 
inception. 

J.  Harris  Joseph,  M.D.,  Springfield, 
has  been  appointed  director  of  medical 
education  at  Tri-County  Hospital.  In 
this  newly  created  position  he  will  be 
responsible  for  organizing  postgrad- 
uate educational  programs  for  the  hos- 
pital’s interns  and  residents,  as  well 
as  its  general  staff. 

Emanuel  Chat,  M.D.,  Philadelphia, 
has  been  appointed  assistant  superin- 
tendent for  special  projects  at  Phila- 
delphia State  Hospital.  The  appoint- 
ment was  announced  by  Daniel  Blain, 
M.D.,  superintendent. 

Edward  Kowalewski,  M.D.,  Lan- 
caster, has  been  elected  chairman  of 
the  board  of  directors  of  the  Ameri- 
can Academy  of  General  Practice,  an 
organization  representing  more  than 
28,000  doctors  throughout  the  coun- 
try. 

Howard  E.  Morgan,  M.D.,  has  been 
appointed  professor  and  chairman  of 
the  department 
of  physiology  of 
The  Pennsylvania 
State  University 
College  of  Medi- 
cine at  The  Mil- 
ton  S.  Hershey 
Medical  Center. 

George  T.  Har- 
rell. M.D.,  dean 
of  the  college,  an- 
nounced that  Dr. 

Morgan’s  first  job  will  be  to  organize 
the  department,  which  includes  recruit- 
ing faculty  and  developing  curriculum, 
equipment  lists  and  grant  proposals. 

Edward  N.  Moser,  M.D.,  Williams- 
port, has  been  elected  to  fellowship  in 
the  American  College  of  Surgeons. 
He  was  one  of  1,300  surgeons  from 
32  nations  who  were  initiated  at  the 
52nd  annual  meeting  of  the  college 
in  San  Francisco. 

Ross  E.  Bryan,  Jr.,  M.D.,  Warren, 
was  installed  recently  as  president  of 
the  Pennsylvania  Academy  of  General 
Practice.  The  Academy,  a state  as- 
sociation. is  composed  of  more  than 
1,400  Pennsylvania  family  physicians. 

Abraham  Cantarow,  M.D.,  Phila- 
delphia, a national  figure  in  medical 
education  and  professor  emeritus  at 
Jefferson  Medical  College,  has  been 
named  chief  of  program  planning  in 


the  extramural  branch  of  the  National 
Institutes  of  Health,  Bethesda,  Mary- 
land. 

Tihor  Bodi,  M.D.  and  Louis  Kazal, 
M.D.,  Philadelphia,  were  awarded  first 
prize  by  the  American  College  of  Gas- 
troenterology for  their  paper  “Some 
Aspects  of  the  Pathophysiology  and 
the  Multiple  Contributing  Factors  in 
Hemorrhage  from  the  Upper  Gastro- 
intestinal Tract.” 

James  T.  Gourzis,  M.I).,  Ph.l).,  has 

been  appointed 
assistant  director 
of  clinical  investi- 
gation for  McNeil 
Lahoratories, 

Inc.,  Fort  Wash- 
ington, it  was  an- 
nounced by  Rob- 
ert W.  Ballard, 

M.D.,  executive 
medical  director. 

Harry  E.  Bacon,  M.D.,  Philadelphia, 
was  guest  speaker  at  the  Long  Beach 
California  Surgical  Association  recent- 
ly; his  subject  was  “Diverticulitis  and 
its  Surgical  Management.”  He  also 
served  as  guest  speaker  at  the  Southern 
California  Proctologic  Society  in  Los 
Angeles.  His  topic  was  “The  Manage- 
ment of  Ureteral  Injuries  Incident  to 
Resection  of  the  Rectum.”  (see  De- 
cember Pennsylvania  Medicine,  page 
36). 

Mario  A.  Castallo,  M.D.,  clinical 
professor  of  obstetrics  and  gynecology 
at  Jefferson  Medical  College,  was  guest 
of  honor  at  a special  meeting  in  San 
Juan,  at  a testimonial  dinner  given 
by  the  Puerto  Rican  chapter  of  the 
Jefferson  Alumni  Association  for  two 
local  doctors  who  graduated  from  Jef- 
ferson fifty  years  ago. 

Robert  L.  Mayock,  M.D.,  has  been 
named  Director  of  the  Postgraduate 
Institute  of  the  Philadelphia  County 
Medical  Society.  Charles  R.  Shuman, 
M.D.,  will  serve  as  associate  director. 

Marc  H.  Hollender,  M.D.,  has 

joined  the  Univer- 
sity of  Pennsyl- 
vania School  of 
Medicine  faculty 
as  professor  of 
psychiatry.  He 
will  be  coordina- 
tor of  the  psychi- 
atry residency 
program  at  the 
or.  hollender  Hospital  of  the 
University. 


1)R.  GESENSWAY 


DR.  MORGAN 


DR.  GOURZIS 
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Write  Now 

Booklets:  Population  Statistics  Infor- 
mation, free,  write  1755  Massachu- 
setts Ave.,  N.W.,  Washington,  D.C. 
. , . Reduce  Your  Risk  of  Heart  At- 
tack; The  Framingham  Study;  Selected 
Reference  Materials  for  Physicians  on 
Risk  Factors  in  Heart  Disease,  free  of 
charge,  write  Pennsylvania  Heart  As- 
sociation, Box  2435,  Harrisburg,  Pa. 
17105.  . . . You  Bet  Your  Life,  gratis 
from  J.  G.  O’Brien,  The  Travelers  In- 
surance Companies,  Hartford,  Conn. 
06115.  . . . Study  of  Drug  Purchase 
Problems  and  Policies,  available  from 
the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washing- 
ton, D.C.  20402,  at  55  cents  per  copy. 
. . . Epilepsy — Today’s  Encouraging 
Outlook,  25 <t  from  the  Public  Affairs 
Committee,  381  Park  Avenue  South, 
New  York,  N.Y.  10016.  ...  Re- 
sources for  Medical  Research  (report 
No.  7),  booklet  on  voluntary  health 
agency  expenditures  for  research  and 
research  training,  20 4 from  U.S.  Gov- 
ernment Printing  Office,  Washington, 
D.C.  20402.  . . . Hardening  of  the 
Arteries — Cause  of  Heart  Attacks, 
available  gratis  from  the  Public  Health 
Service,  HEW,  Washington,  D.C. 
20201.  . . . State  Definitions  of  Live 
Birth,  Fetal  Deaths,  and  Gestation  Pe- 
riods at  Which  Fetal  Deaths  are  Reg- 
istered, May  1966  Revision,  available 
at  no  cost  from  Public  Health  Service, 
HEW,  Washington,  D.C.  20201.  . . . 
Alcoholism  in  Industry,  available  at 
$1.00  per  copy  from  the  Industrial 
Medical  Association,  55  E.  Washing- 
ton St.,  Chicago,  111.  60602.  . . . 
Death  and  Dying:  Attitudes  of  Pa- 
tient and  Doctor,  $1.50  per  copy  from 
the  Publications  Office,  Group  for  the 
Advancement  of  Psychiatry,  104  E. 
25th  St.,  New  York,  N.Y.  10010. 
. . . Recreation  for  the  Handicapped 
in  the  Community  Setting,  free  of 
charge  from  National  Recreation  and 
Park  Association,  8 West  8th  St.,  New 
York,  N.Y.  10011.  . . . Home-De- 
livered Meals  for  the  III,  Handicapped, 
and  Elderly,  $1.50  per  copy  from  the 
National  Council  on  Aging,  Publica- 
tions Office,  104  E.  25th  St.,  New 
York,  N.Y.  10010.  . . . The  Ad- 
mitting System,  from  the  United  Hos- 
pital Fund  of  New  York,  3 East  54th 
St.,  New  York,  N.Y.  10022  at  $2.50 
per  copy.  . . . Training  Health  Ser- 
vice Workers:  A Critical  Challenge, 


available  free  of  charge  from  the  Su- 
perintendent of  Documents,  U.S.  Gov- 
ernment Printing  Office,  Washington, 
D.C.  20402.  . . . Rehabilitation 
Counselor:  Helper  of  the  Handicap- 
ped, 25 <t  a copy,  from  the  Public  Af- 
fairs Committee,  381  Park  Ave.  South, 
New  York,  N.Y.  10016.  . . . Esti- 
mating the  Cost  of  Illness,  $1.00  from 
the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washing- 
ton, D.C.  20402.  . . . Gout:  A 
Handbook  for  Patients,  gratis  from 
the  Arthritis  Foundation,  1212  Ave- 
nue of  the  Americas,  New  York,  N.Y. 
10036.  . . . Also,  Rheumatoid  Ar- 
thritis, A Handbook  for  Patients,  from 
the  Arthritis  Foundation.  ...  A List 
of  Current  Health  Insurance  Books, 
available  without  charge  from  the 
Health  Insurance  Institute,  277  Park 
Ave.,  New  York,  N.Y.  10017.  . . . 
The  Art  of  Medicine,  free  to  medical 
school  seniors,  write  Eaton  Labora- 
tories, 13-27  Eaton  Ave.,  Norwich, 
N.Y.  . . . Control  of  Cross  Infec- 
tion, available  at  $5.00  for  single 
copies,  ten  copies  or  more  at  $3.50 
per  copy,  from  Hospital  Bureau,  201 
Park  Avenue  South,  New  York,  N.Y. 
10003.  . . . Chronic  Respiratory  Dis- 
eases, 304  per  copy  or  $22.50  per  hun- 
dred copies,  write  Superintendent  of 
Documents,  Government  Printing  Of- 
fice, Washington,  D.C.  20402.  . . . 
A Manual  of  Simple  Burial,  $1.00, 
Celo  Press,  Burnsville,  North  Carolina. 
. . . Masters  Education:  Route  to  Op- 
portunities in  Modern  Nursing,  also 
College  Education:  Key  to  a Profes- 
sional Career  in  Nursing,  254  a copy, 
from  National  League  for  Nursing,  10 
Columbus  Circle,  New  York,  N.Y. 
10019. 

Films:  Cancer  in  Children,  available 
on  loan  from  the  Professional  Educa- 
tion Director,  American  Cancer  So- 
ciety, Pennsylvania  Division,  Inc., 
P.O.  Box  4175,  Harrisburg  17111. 
. . . Computer  Analysis  of  Electro- 
cardiograms, in  illustrated  booklet 
form,  available  on  request  from  Wil- 
liam Novack,  Medical  Electronics  Di- 
vision, Computer  Instruments  Cor- 
poration, 92  Madison  Ave.,  Hemp- 
stead, L.I.,  N.  Y.  . . . Ready  for  Edna, 
showing  the  broad  range  of  services 
needed  to  meet  the  health  needs  of  the 
aged,  available  on  free  short-term  loan 
from  Public  Health  Service  Audio- 
visual Facility,  Atlanta,  Georgia  30333. 

. . . Safe  Handling  of  Laboratory 
Animals,  free  short-term  loan  from 
Public  Health  Service  Audiovisual  Fa- 
cility, Atlanta,  Georgia  30333.  . . . 


Reconditioning  of  Coronary  Prone  and 
Coronary  Stricken  Subjects,  free  short- 
term loan  from  Public  Health  Service 
Audiovisual  Facility,  Atlanta,  Georgia 
30333.  . . . Operable  Heart  Disease 
in  Infancy,  available  on  free  short-term 
loan  from  Public  Health  Service 
Audiovisual  Facility,  Atlanta,  Georgia 
30333.  . . . Rehabilitation  Approach 
to  the  Hemicorporectomized  Patient; 
Filariasis  in  British  Guiana;  The  Men- 
tal Status  Examination;  Chronic  Bron- 
chitis and  Pulmonary  Emphysema,  the 
Application  of  Physical  Medicine  and 
Rehabilitation,  Parts  1 and  II;  The 
Critical  Decades;  Behavior  Therapy 
with  an  Autistic  Child;  Silent  World, 
Muffled  World;  all  available  on  free 
short-term  loan  from  the  Public  Health 
Service  Audiovisual  Facility,  Atlanta, 
Georgia  30333.  . . . Finding  the  Hid- 
den Diabetic,  available  on  request  from 
Diabetes  Detection  Program,  Room 
914,  342  Madison  Ave.,  New  York, 
N.Y.  10017.  . . . FDA  Drug  Name 
Dictionary  and  FDA  Sign,  Symptom 
and  Disease  Dictionary,  a two  part 
work  published  on  film  and  distributed 
to  a selected  list  of  participants.  . . . 
Technique  of  Platelet  Transfusion 
Therapy,  available  on  loan  from  the 
U.S.  Public  Health  Service  Audiovisual 
Facility,  Atlanta,  Georgia  30333.  . . . 
Permanent  Transvenous  Pacing  of  the 
Heart,  for  sale  from  the  Center  for 
Mass  Communication,  1125  Amster- 
dam Avenue,  New  York,  N.Y.  10025. 

. . . Fertility  Control:  The  Role  of 
the  Oral  Contraceptives,  distributed  by 
Eli  Lilly  and  Company  Pharmaceuti- 
cals, 740  S.  Alabama  Street,  Indian- 
apolis, Indiana  46026. 

Pamphlets:  Radiography  Phantoms, 

gratis  from  the  Machlett  Laboratories, 
Inc.,  Springdale,  Conn.  . . . Ameri- 
ca’s Children  and  Youth  in  Institutions 
— 1950-1964,  copies  35 <f  each  from 
the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washing- 
ton, D.C.  20402.  . . . Nurse-Physi- 
cian Collaboration  Toward  Improved 
Patient  Care,  from  the  Department  of 
Nursing,  AMA,  535  N.  Dearborn, 
Chicago,  111.  60610,  copies  $1.50  each. 

. . . What  We  Can  Do  About  Drug 
Abuse,  25<j  from  the  Public  Affairs 
Committee,  381  Park  Avenue  South, 
New  York,  N.Y.  10016.  . . . Can- 
cer of  the  Mouth,  no  charge,  write 
Public  Health  Service,  Washington, 
D.C.  20201.  . . . Hot  Tips  on  Food 
Protection,  write  the  Superintendent 
of  Documents,  U.S.  Government  Print- 
ing Office,  Washington,  D.C.,  10^  a 
copy.  . . . 
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down  to  earth 


With  Hygroton,  you’ll  discover  that  you  can  almost 
always  use  fewer  tablets  than  is  possible  with  other 
diuretics. 


You  may  be  told  that  a new  short-acting  diuretic  was 
found  more  effective  than  Hygroton  in  congestive  heart 
failure  — but  this  was  when  twice  the  manufacturer’s 
maximum  recommended  dose  was  given.*  At  the  max- 
imum recommended  dose  for  both  diuretics,  two 
tablets  of  Hygroton  were  far  and  away  more  effective 
than  five  tablets  of  the  other  diuretic  in  producing 
natruresis  and  weight  loss.  And  at  these  dosages, 
Hygroton  costs  only  V3  as  much  as  the  other  diuretic. 


Since  the  discovery  of  chlorothiazide,  the  trend  has 
been  away  from  short-acting,  multiple-dose,  high-cost 
diuretics.  With  Hygroton  you  can  usually  do  the  job 
with  just  one  tablet  a day,  or  every  other  day. 

More  than  any  of  the  newer  diuretics,  Hygroton  brings 
dosage  and  cost  of  medication  down  to  earth. 

“"Brest,  A.  N.,  et  al.:J.  New  Drugs  5:329,  1965. 


Hygroton* 

chlorthalidone 


Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  disease.  Warning:  With  administration  of  enteric-coated 
potassium  supplements,  the  possibility  of  small  bowel  lesions  should  be  kept  in  mind.  Precautions:  Reduce  dosage 
of  concomitant  antihypertensive  agents  by  at  least  one-half.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Electrolyte  imbalance  and  potassium  depletion  may  occur;  take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease,  and  in  patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Side  Effects:  Dizziness,  weakness,  nausea,  vomiting,  hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia,  thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria  and  purpura,  epigastric  pain,  or  G.l.  symptoms  after  prolonged  i 
administration.  Average  Dosage:  One  tablet  (100  mg.)  with  breakfast  daily  or  every  other  day.  Availability:  Tablets  S 
of  100  mg.  in  bottles  of  100  and  1000.  For  full  details,  see  the  complete  prescribing  information.  6524-V(B) 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


Geigy 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


I 
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Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 


A steroid-nutritional  compound 
(Mediatric)  was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 

Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“ Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes. ..mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

^Conjugated  estrogens — equine  ( Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HCI  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 
Each  MEDIATRIC  Tablet  or  Capsule  contains: 

*Conjugated  estrogens — equine  ( Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin 2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HCI 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HCI  1.0  mg. 


*Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  — MEDIATRIC  Cap- 
sules. in  bottles  of  30,  100.  and  1,000. 


Mediatric 

B steroid-nutritional  compound 

AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017*  Montreal,  Canada 


6636 


NorinyL,*, 

(norethindrone  2 mg.  c mestranol  •/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes.1'3’7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.- mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  I Council  on  Drugs.  JAMA  187:664  (Feto. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4 Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A Fertil  Stenl 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher.  J.  W..  Moses, 
L.  E , and  Ellis,  L.  T : JAMA  180:359  (May  5)  1962. 
8.  Kempers.  R.  D.t  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.t 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers,  C.  E.,  Jr.  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188  1 1 15  (June  29)  1964.  15.  Merritt,  R.  I Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
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Deaths 

O Indicates  current  membership  in 
County  Medical  Society,  The  Penn- 
sylvania Medical  Society,  and  The 
American  Medical  Association. 

O Kenneth  G.  O’Toole,  York; 
Georgetown  University  School  of  Med- 
icine, 1931;  age  61;  died  November 
11,  1966.  Dr.  O'Toole  served  in  the 
U.S.  Army  during  World  War  II  in 
both  European  and  Asiatic-Pacific 
Theaters  and  was  director  of  the  bu- 
reau of  maternal  and  child  health  for 
the  State  Health  Department  during 
the  Earle  administration.  He  was  an 
associate  in  pediatrics  at  York  Hos- 
pital. He  is  survived  by  two  daughters, 
two  sisters,  and  a brother. 

Sutherland  Miller,  Erie;  State  Uni- 
versity of  New  York  Downstate  Medi- 
cal Center,  1909;  age  81;  died  August 
25,  1966.  We  have  received  no  in- 
formation regarding  survivors. 

Philip  W.  Lankford,  Lewisburg; 
University  of  Maryland  School  of 
Medicine,  1961;  age  32;  died  No- 
vember 23,  1966.  Dr.  Lankford  is 
survived  by  his  parents,  two  sons,  two 
daughters,  three  sisters  and  one  broth- 
er. 

O John  R.  Conover,  Dunedin;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1914;  age  75;  died  November 
28,  1966.  Survivors  include  his  wife 
and  a son. 


O Janies  A.  Crabtree,  Pittsburgh; 
University  of  Tennessee  School  of 
Medicine,  1925;  age  64;  died  No- 
vember 10,  1966.  Dr.  Crabtree  was 
affiliated  with  the  University  of  Pitts- 
burgh Graduate  School  of  Public 
Health.  He  is  survived  by  his  wife 
and  two  daughters. 

O Charles  T.  Tahara,  St.  Mary’s; 
Temple  University  School  of  Medi- 
cine, 1943;  age  49;  died  November 
23,  1966.  Dr.  Tahara  was  on  the 
staff  of  the  Elk  County  General  Hos- 
pital and  Andrew  Kaul  Memorial  Hos- 
pital. He  is  survived  by  his  wife,  four 
daughters,  two  sons,  a sister  and  a 
brother. 

Albert  C.  Sautter,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1902;  age  88;  died  No- 
vember 13,  1966.  Dr.  Sautter  was 
a fellow  of  the  American  College  of 
Physicians  and  on  the  staffs  of  The 
University  of  Pennsylvania,  Lankenau 
and  Germantown  Hospitals.  He  is 
survived  by  his  wife  and  two  sisters. 

Grant  Thorburn,  Waynesboro;  Uni- 
versity of  North  Carolina  School  of 
Medicine,  1913;  age  79;  died  August 
4,  1966.  Dr.  Thorburn  is  survived  by 
his  wife. 

O L.  Sterns  Fannin,  Bradford;  Tem- 
ple University  Medical  School,  1936; 
age  57;  died  November  26,  1966.  Dr. 
Fannin  is  survived  by  his  wife,  a 
daughter,  a son.  and  a brother. 

Joseph  B.  Wolffe,  Philadelphia; 
Temple  University  School  of  Medicine; 


age  70;  died  November  10,  1966.  Dr. 
Wolffe  was  founder  and  medical  di- 
rector of  the  Valley  Forge  Medical 
Center  and  Heart  Hospital,  Norris- 
town, and  a founder  trustee  of  the 
American  College  of  Cardiology.  He 
is  survived  by  his  wife,  a son,  a daugh- 
ter, a brother  and  a sister. 

William  F.  Starkey,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1943;  age  56;  died  November 
28,  1966.  Dr.  Starkey  was  on  the  staff 
of  St.  John’s  Hospital  and  St.  Clair 
Memorial  Hospital.  He  is  survived  by 
his  wife,  a son,  a daughter  and  his 
mother. 

O John  I.  Bentley,  Coudersport; 
University  of  Pennsylvania  School  of 
Medicine,  1895;  age  92;  died  Decem- 
ber 5,  1966.  Dr.  Bentley  was  formerly 
physician  for  the  Potter  County  Home 
and  the  Potter  County  Jail,  and  for 
twenty  years  was  a medical  advisor 
for  the  Selective  Service  system  in  the 
state.  He  is  survived  by  a son  and 
three  grandchildren. 

Roy  Deck,  Lancaster;  Jefferson 
Medical  College,  1914;  age  76;  died 
December  2,  1966.  Dr.  Deck  served 
in  the  U.S.  Army  medical  corps  in 
France  during  World  War  I and  was 
president  of  the  Lancaster  City  Board 
of  Health  for  six  years.  He  served  as 
a delegate  for  PMS  for  fifteen  years 
and  was  a fellow  of  the  American  Col- 
lege of  Surgeons.  He  is  survived  by 
a son  and  three  grandchildren. 


Harrisburg  Hospital 
Named  to  Council 
of  Teaching  Hospitals 

Harrisburg  Hospital  has  received 
full  membership  status  on  the  Coun- 
cil of  Teaching  Hospitals  of  the  Ameri- 
can Association  of  Medical  Colleges. 

In  a letter  from  Dr.  Robert  C. 
Benson,  executive  director  of  the 
AAMC,  local  hospital  authorities 
were  advised  that  all  requirements  had 
been  fulfilled  and  that  Harrisburg 
Hospital  had  been  unanimously  voted 
to  council  membership. 

The  council  is  composed  of  331 
of  the  leading  teaching  hospitals  in 
the  United  States  and  Canada,  and 


was  organized  officially  by  the  AAMC 
last  year. 

To  qualify  for  council  membership. 
Harrisburg  Hospital  met  the  following 
requirements  established  by  the 
AAMC:  such  a hospital  be  desig- 

nated by  a dean  of  a medical  col- 
lege; an  active  internship  program  is 
provided;  and  three  of  the  following 
five  residencies  are  available — medi- 
cine, surgery,  pediatrics,  obstetrics/ 
gynecology,  and  psychiatry. 

According  to  Council  Director, 
Matthew  McNulty,  Jr.,  the  present 
membership  represents  approximately 
37%  of  the  total  hospital  bed  capacity 
in  the  U.S.,  and  carries  a large  amount 
of  the  teaching  responsibility  of  grad- 
uate and  undergraduate  students. 


Woman  s — Inglis  Affiliate 

Dr.  Glen  R.  Leymaster,  president 
and  dean  of  The  Woman’s  Medical 
College  of  Pennsylvania  and  Mrs. 
John  A.  Baird.  Jr.,  president  of  Inglis 
House  ( Philadelphia  Home  for  Incur- 
ables) have  announced  an  affiliation 
of  these  two  institutions. 

Chronically  ill  persons  who  are  resi- 
dents at  Inglis  House  and  need  short- 
term hospital  care  will  be  treated  at 
the  Hospital  of  The  Woman's  Medical 
College,  giving  staff  and  students  at 
this  teaching  hospital  a wider  range 
of  chronic  illness  cases  with  their  re- 
sultant disabilities.  Both  inpatient  and 
outpatient  facilities  at  WMC  will  be 
made  available  to  those  residents  of 
Inglis  House  who  may  require  them. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vz  No.  3 

Each  cablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2Vi , Aspirin  gr.  3Vz,  Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


and  Gantanol 
Suspension 
is  a good  way 
to  help  them 
get  well 

proven  effectiveness  against  major  U.R.I. 
pathogens  including  beta-hemolytic  strep 

With  Gantanol  (sulfamethoxazole),  bacteriologic  conversion  rates 
for  beta-hemolytic  streptococci  are  comparable  to  those  generally 
seen  with  penicillin,  and  apparently  superior  to  those  cited  in  the 
literature  for  erythromycin  and  the  broad-spectrum  antibiotics.1-2 
With  conversion  rates  ranging  from  a high  of  96%  in  229  patients2 
and  98%  in  96  cases3  to  65%  in  105  cases,5-6  Gantanol  (sulfa- 
methoxazole) Suspension  is  an  effective  alternative  therapy  in 
patients  sensitive  to  penicillin,  the  drug  of  choice  in  known  beta- 
hemolytic  streptococcal  infections. 

In  addition  to  this  effectiveness  against  beta-hemolytic  strepto- 
cocci,1'9 bacteriologic  conversion  rates  have  averaged  69%  for 
D.  pneumoniae  (103  of  150  patients),3-6-7  78%  for  H.  influenzae 
(42  of  54  patients), 3-4-7  and  67%  for  Staph,  aureus  (76  of  1 13  pa- 
tients). 3-4.6,7  it  is  this  wide  spectrum  of  activity  which  makes 
Gantanol  (sulfamethoxazole)  Suspension  a good  choice  in  acute 
pharyngitis,  tonsillitis  and  otitis  media. 


therapy  generally  uncomplicated  by  side  effects 

Over  8 out  of  10  U.R.I.  patients— 87%  of  2231  patients  — showed 
an  excellent  to  satisfactory  clinical  response  to  Gantanol  (sulfa- 
methoxazole).1'13 Such  favorable  results  are  even  more  meaningful 
in  view  of  the  fact  that  only  1.1%  of  the  more  than  2000  cases 
cited  discontinued  therapy  because  of  side  effects.  Of  the  total  side 
effects  reported  (4.6%),  most  were  mild  and  included  rash,  urti- 
caria, itching,  dizziness,  headache,  diarrhea,  nausea  and  vomiting, 
shivering  sensation,  skin  discoloration  and  crystalluria.1'13 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Acute  and  chronic  respiratory  and  urinary  tract  bac- 
terial infections  due  to  susceptible  microorganisms.  At  present 
penicillin  is  considered  the  drug  of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections;  however,  Gantanol  (sulfame- 
thoxazole) has  shown  an  effectiveness  approaching  that  of 
penicillin  in  a large  number  of  patients.  If  employed  in  such 
infections,  it  is  important  that  therapy  be  continued  in  the  usual 
recommended  dosage  for  a period  of  at  least  10  days. 
Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  females 
at  term,  premature  infants  or  infants  during  first  3 months  of  life. 
Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver 
damage,  renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If 
toxic  or  hypersensitivity  reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests  should  be  performed. 
Data  insufficient  on  prolonged  or  recurrent  therapy  in  chronic 
renal  diseases  of  children. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  in- 
cluding maintenance  of  an  adequate  fluid  intake.  Use  with  caution 
in  patients  with  histories  of  allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug  accumulation.  Occasional 
failures  may  occur  due  to  resistant  microorganisms.  Not  effective 
in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Following  may  occur:  headache,  nausea,  vom- 
iting, urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscrasias. 
neuropathy,  drug  fever,  Stevens-Johnson  syndrome,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae,  purpura,  hematu- 
ria and  crystalluria. 

Dosage:  Children — 1 teasp./20  lbs  initially,  followed  by  V2  teasp ./ 
20  lbs  b.i.d.  Adults  — 4 teasp.  initially,  followed  by  2 teasp.  b.i.d.  or 
t.i.d..  depending  upon  severity  of  infection. 

How  Supplied:  Suspension  10%,  0.5  Gm  sulfamethoxazole/5  cc 
teasp.,  cherry-flavored,  bottles  of  16  oz. 

References:  1.  Braden,  B ; Colmore,  J.  R,  and  Cummings,  M.  M.:  Anti- 
microbial Agents  Annual— 1960,  p.  54.  2.  Alban,  J.:  Am.  J.  Dis.  Child., 
109: 304,  1965.  3.  Elia,  J.  C.:  Eye  Ear  Nose  & Throat  Month.,  41:122, 
1962.  4.  Carter,  C.  H.:  Clin.  Med.,  71: 1571,  1964.  5.  Jackson,  H.; 
Cooper,  J.;  Mellinger,  W.  J.,  and  Olsen,  A.  R.:  Southwestern  Med., 
44: 246,  1963.  6.  Reichelderfer,  T.  E.:  Clin.  Med.,  71: 1045,  1964. 
7.  Peters,  J.  H.:  Scientific  Exhibit  presented  at  the  Spring  Meeting  of 
the  American  Academy  of  Pediatrics,  April  26-29,  1965.  8.  Peters,  J.  H.: 
Antimicrobial  Agents  and  Chemotherapy— 1961,  p.  406.  9.  Braden,  B., 
and  Colmore,  J.  R:  J.  Oklahoma  M.  A.,  57:1,  1964.  10.  Chastain,  P.  J.: 
J.  Florida  M.  A.,  48: 816,  1962.  1 1.  Grater,  W.  C.:  Antibiotics  & Chemo- 
ther.,  12: 450,  1962.  12.  Exline,  A.  L.:  Colorado  GP,  5:15),  11,  1963. 
13.  Patton,  J.  M. : West.  Med.,  5:46,  1964. 


for  optimal  therapeutic  response,  remember 
the  initial  loading  dose  each  time  you  prescribe 
Gantanol  (sulfamethoxazole)  Suspension 


Suspension 


Roche  Laboratories 

Division  of  Hoffmann-  La  Roche  Inc. 

N utley,  New  Jersey  07110 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of 


Alter  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  Vz  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  H.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


American  Cyanamid  Company,  Pearl  River,  New  York 
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Photo  professionally  posed 


Mike  expects  a penicillin  inlection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee®  K (potassium  phenoxymethyl  penicillin). 
It's  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 

per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  • Vee  K 

(potassium  phenoxymethyl  penicillin) 

® 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  l/»  tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Harrisburg  Hospital  Gets 
Cancer  Program  Grant 

A five-year  program  designed  to  help  control  cervical 
cancer  will  be  launched  January  1,  1967  at  Harrisburg 
Hospital  under  a $119,500  grant  from  the  U.S.  Public 
Health  Service. 

The  program  calls  for  all  women  patients  over  twenty- 
five  years  old  or  younger  as  indicated  by  marital  status 
or  medical  problem,  to  be  given  “Pap"  smear  tests.  This 
includes  women  seen  in  the  out-patient  clinics  and  those 
admitted  to  the  in-patient  service. 

Overseeing  the  project  will  be  Dr.  Clarence  M.  Hawke, 
a chief  in  the  Department  of  Obstetrics  and  Gynecology. 
Working  with  Dr.  Hawke  will  be  Dr.  C.  K.  Fetterhoff, 
chairman  of  the  Obstetrics/Gynecology  Department,  who 
will  constantly  review  the  program  and  possibly  devise 
new  and  more  efficient  methods  of  handling  the  patient 
load. 

Other  hospital  staff  members  with  key  roles  in  the 
program  include  Dr.  F.  Wells  Brason,  chairman  of  the 
Department  of  Pathology;  Dr.  H.  T.  Simmonds,  chair- 
man of  the  Department  of  Radiology;  Miss  E.  Jean  Deeter, 
Director  of  Nursing;  and  Mrs.  Evelyn  Umberger,  Public 
Health  Nurse  coordinator  at  Harrisburg  Hospital. 

A close  check  will  be  maintained  on  the  smears 
and  all  suspicious  or  abnormal  ones  will  be  repeated  or 
referred  to  consulting  physicians  for  evaluation  and  treat- 
ment if  required.  Examination  records  will  be  kept  in 
the  Pathology  Department  files  for  continual  review  by  the 
Cervical  Cancer  Control  Committee. 

Follow-ups  will  be  obtained  from  the  referring  physi- 
cian or  hospital  charts  in  order  to  determine  the  final 
diagnosis  and  treatment.  Monthly  summaries  of  data  ob- 
tained. as  well  as  cumulative  records,  will  be  maintained 
and  reported  annually  along  with  statistics  required  for  a 
progress  report  to  the  Public  Health  Service.  Public  Health 
Service  money  will  be  used  only  for  the  medically  indigent. 


AMA  and  Air  Pollution 

The  American  Medical  Association  is  supporting  a bill 
that  would  extend  the  air  pollution  program  and  authorize 
increased  appropriations  for  it. 

In  a letter  to  a Senate  subcommittee,  Dr.  F.  J.  L. 
Blasingame,  executive  vice  president  of  the  AMA,  noted 
that  the  association's  House  of  Delegates  in  June,  1965, 
had  adopted  a statement  recognizing  the  health  hazards 
resulting  from  air  pollution  and  recommending  that  feasible 
reduction  of  all  forms  of  air  pollution  should  be  sought 
by  all  responsible  parties.  The  pending  bill  (S.  3112) 
“can  further  this  end,”  he  said. 

“We  believe  the  effect  of  this  amendment  will  be  bene- 
ficial,” he  said.  "The  grant  mechanism  should  bolster 
local  and  regional  operations,  encouraging  a greater  de- 
gree of  local  initiative,  particularly  in  interstate  and  inter- 
municipal areas.  In  addition,  the  bill  would  eliminate  a 
serious  inequity  in  the  present  law.  Certain  metropolitan 
regions  are  penalized  in  that  they  cannot  obtain  assistance 
for  maintaining  their  currently  large  and  expensive  pro- 
grams, while  a metropolitan  region  without  a program 
could  receive  up  to  two-thirds  of  the  cost  of  creating 
a new  program.  Under  the  proposed  legislation  this  in- 
equity would  be  eliminated.” 
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Pap  Tests  Offered 

Philadelphia’s  Albert  Einstein  Medical  Center  has  joined 
two  other  local  health  institutions  in  offering  free  Pap 
smear  tests,  for  detection  of  pelvic  cancer,  to  women 
who  cannot  afford  such  tests  through  private  physicians. 

The  testing  program,  based  at  Einstein's  Northern  Di- 
vision, a 700-bed  hospital  at  York  and  Tabor  Rds.,  will  be 
supported  over  the  next  four  years  by  a grant  of  some 
$185,000  from  the  U.S.  Public  Health  Service.  Similar 
free  tests  are  being  offered  locally  under  U.S.  Public 
Health  Service  grants  at  Fitzgerald  Mercy  Hospital  and 
Philadelphia  General  Hospital. 

Pascal  F.  Lucchesi,  M.D..  executive  vice  president  and 
medical  director  of  the  Medical  Center,  asked  women  to 
telephone  DAvenport  9-0700,  extension  6370,  for  addi- 
tional information  or  an  appointment.  The  test,  he  said, 
takes  no  longer  than  15  minutes  and  will  be  given  at 
the  Northern  Division  between  the  hours  of  9 a.m.  and 
4 p.m.,  Monday  through  Friday. 

Director  of  the  project  at  Einstein  is  Paul  S.  Copit, 
M.D.,  an  assistant  in  the  Medical  Center's  Division  of 
Obstetrics  and  Gynecology.  Five  Medical  Center  staff 
obstetricians  and  gynecologists  are  assisting  Dr.  Copit  in 
conducting  the  test  program.  They  are:  Bernard  A.  Eskin, 
M.D.;  Arthur  E.  Gordon.  M.D.;  Leonard  Shapiro,  M.D.; 
Jay  M.  Sivitz,  M.D.;  and  David  Zimring,  M.D. 

In  addition  to  women  who  telephone  the  Medical  Cen- 
ter, the  test  also  will  be  offered  to  all  women  who  attend 
outpatient  clinics  at  the  Northern  Division  or  Einstein’s 
Southern  Division,  a 300-bed  hospital  at  Fifth  and  Reed 
Sts.;  all  women  who  are  treated  at  the  emergency  unit 
of  either  division;  all  medical  indigent  women  treated  as 
inpatients  at  either  division  and  all  women  employed  by 
the  Medical  Center.  The  tests  will  be  performed  only 
at  the  Northern  Division,  however. 

The  program  is  designed  to  accomplish  three  goals: 
to  detect  cancer  in  the  women  tested;  to  determine 
whether  screening  in  hospitals  is  an  effective  way  to  use 
the  testing  technique  and  to  gather  statistics  on  the  re- 
sults of  Pap-smear-test-screening  programs  involving  large 
numbers  of  women. 

Pennsylvania  Cancer  Meeting 

Charles  A.  Waltman,  M.D.  of  Easton  was  elected  chair- 
man of  the  Pennsylvania  Cancer  Coordinating  Committee 
at  the  annual  meeting  in  Philadelphia  in  November  and 
Hugh  R.  Gilmore,  Jr.,  M.D.  of  the  Pennsylvania  Depart- 
ment of  Health,  Harrisburg,  was  re-elected  as  secretary. 

The  committee  is  composed  of  representatives  of  the 
Pennsylvania  Medical  Society,  the  Pennsylvania  and  Phila- 
delphia Divisions  of  the  American  Cancer  Society,  the 
Pennsylvania  Department  of  Health,  the  Pennsylvania 
Dental  Association,  the  Wainwright  Tumor  Clinic  Associa- 
tion and  the  Pennsylvania  Osteopathic  Association.  It 
meets  annually  to  review  the  cancer  programs  of  the  rep- 
resented organizations  and  to  make  recommendations  con- 
cerning future  programs. 

Recommendations  include  promotion  of  educational  pro- 
grams on  the  dangers  of  smoking  cigarettes;  annual  physi- 
cal examinations  especially  for  those  over  40  years  of  age; 
annual  uterine  cytology  examinations  for  women;  wider 
use  of  proctosigmoidoscopy  and  wider  use  of  oral  cytology 
for  the  early  detection  of  oral  cancers. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  lVa  grains)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital, % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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ORIGINAL  PAPERS 


Thermography 

A form  of  radiography  which  enables  the  photographic  portrayal  of  body 
surface  temperatures  adds  a new  dimension  to  a wide  spectrum  of  patient 
conditions 


J.  GERSHON-COHEN,  M.D.,  D.SC.  (MED.) 
Philadelphia,  Pennsylvania 


Since  early  time,  fever  has  been  re- 
garded as  a symptom  of  illness. 
Until  Galileo  in  1595  applied  his 
efforts  to  devising  an  instrument  to 
measure  body  heat,  however,  a ther- 
mometer was  not  thought  of.  For  the 
next  250  years  the  practicality  of  the 
instrument  was  alternately  acclaimed 
and  disparaged.  Finally  in  1870. 
mainly  through  the  intense  clinical  ap- 
plications of  Wunderlich,  a workable 
prototype  of  the  modern  clinical  ther- 
mometer emerged.1 

For  over  a century,  physicians  have 


■ Dr.  Gershon-Cohen  recently  retired 
from  his  position  as  Director  of  the 
Division  of  Radiology  at  Albert  Ein- 
stein Medical  Center.  At  the  present 
time  he  is  professor  of  radiologic  re- 
search at  Temple  University  School  of 
Medicine. 

® Research  was  supported  iti  part  by 
Grant  CA-07084-01  from  the  National 
Institutes  of  Health,  Bethesda,  Md., 
and  in  part  by  the  Sam  S.  Shubert 
Foundation,  Inc.,  through  the  offices 
of  Mr.  Latvrence  Shubert  Lawrence, 
Jr.,  New  York,  N.  Y. 


relied  upon  this  instrument  to  monitor 
body  temperature  and  provide  an 
index  of  health  or  disease,  despite  the 
fact  that  it  registers  only  the  heat  of 
the  local  area  of  placement.  With  the 
advent  of  thermography,  a new  di- 
mension in  thermometry  appears. 

Present  Status 

Thermography  is  a form  of  radiog- 
raphy which  enables  the  portrayal  of 
some  sixty  thousand  body-surface  tem- 
peratures  photographically.  These 
thermal  maps,  or  thermograms,  are 
topographic  reproductions  of  the  in- 
frared radiation  which  is  spontaneous- 
ly and  continuously  emitted  by  human 
skin  in  the  spectral  range  between  3 
and  20  microns.  Excellent  reviews 
concerning  the  physics  and  construc- 
tion involved  in  thermographic  appa- 
ratus are  available  and  will  not  be 
elaborated  here.2’  3 

Because  skin  temperatures  depend 
largely  upon  the  heat  generated  by 
vascular  sources  in  and  below  the 
skin’s  surface  and  upon  heat  con- 
ducted to  it  from  underlying  tissues 
and  organs,  thermograms  can  pin- 
point areas  of  unusual  metabolic  or 
physiologic  activity.  The  heat  varia- 
tions on  thermograms  are  depicted  in 
gradations  of  gray,  ranging  from  very 
dark  (cold  areas)  to  very  light  (hot 
spots).  Skilled  interpretation  of  this 
gray  mosaic  can  yield  vital  diagnostic 
information. 

Qualitative  evaluation  is  achieved 
through  experience  in  interpretation 
of  thermographic  patterns.  And,  since 
thermography  is  the  measurement  of 
temperature,  quantitative  temperature 
measurements  are  also  made.  The 
differences  between  the  various  shades 
of  gray  are  determined  using  densito- 
metric  methods  which  compare  un- 


known areas  with  a calibrated  gray 
scale  photographed  along  with  the  pa- 
tient.4 Sophisticated  thermoprofile 
techniques  permit  these  quantitative 
determinations  to  be  made  with  rapid- 
ity and  accuracy.5 

Thermography  has  already  proved 
its  potential  in  a wide  spectrum  of 
conditions.  Among  them  are  the 
problems  of  orthopedics,6  vascular 
diseases,710  inflammations,3’ 11  and 
malignancy,3’  12  to  name  but  a few. 
Some  of  the  problems  to  which  ther- 
mography has  been  applied  by  my 
colleagues,  Doctors  J.  D.  Haberman- 
Brueschke  and  E.  E.  Brueschke,  and 
me  are  discussed  in  this  report.  Our 
investigations  were  carried  out  in  the 
Thermography  Section  of  the  Albert 
Einstein  Medical  Center  of  Philadel- 
phia, using  the  Barnes  Thermograph.* 

Breast  Diseases 

Most  of  our  investigation  has  been 
done  in  this  field.  One  of  thermog- 
raphy's most  promising  aspects  is  its 
ability  to  detect  minute  breast  cancers 
even  when  radiographic  and  physical 
examinations  have  been  equivocal  or 
frankly  negative.  Among  a series  of 
one  hundred  breast  cancers,  thermog- 
raphic evidence  of  a hot  spot  was 
present  in  ninety-six  (Fig.  1),  and  in 
seven  cases  was  the  sole  clue  to  an 
underlying  malignancy. 

Not  all  skin  temperature  elevations 
indicate  cancer,  however.  Elevations 
above  1°  centigrade  have  been  found 
in  cases  of  fibroadenoma,  secretory 
disease,  mazoplasia  cystica,  plasma 
cell  mastitis,  epithelial  hyperplasia, 
cysts,  and  sclerosing  adenosis,  as  well 
as  in  a small  percentage  of  normal 

* Barnes  Engineering  Co.,  30  Commerce  Rd., 
Stamford,  Conn.  06902 
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TABLE 


Incidence  of  skin  temperature  elevations  in  breasts  of  200  women  with  cancer, 
200  women  with  dysplasias,  and  200  women  with  no  pathology. 


Number 

>lc 

<lc 

Percentage 

>lc 

200  cases  of  cancer 

188 

12 

94 

200  normal  women 

33 

167 

17 

200  women  with  dysplasias 

74 

126 
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smoking  due  to  vasoconstriction  (Fig. 
4)  are  thermographically  evident.7’  9> 
16  Strokes  and  occlusive  diseases  of 
the  carotid  artery  are  vividly  shown 
on  thermograms  10  (Fig.  5). 

Obstetrics  and  Gynecology 

The  placenta  can  be  located  ther- 
mographically with  complete  maternal 
and  fetal  safety  1718  and  with  unusual 
accuracy  (Fig.  6).  We  initially  lo- 
cated the  placenta  correctly  in  forty- 


women  (Table  1).  We  anticipate 
greater  accuracy  as  apparatus,  tech- 
niques, and  criteria  are  perfected. 

Oncology 

Cancer  in  other  parts  of  the  body, 
either  primary  or  metastatic,  is  fre- 
quently detected  thermographically 
before  symptoms  appear  or  X-ray  evi- 
dence is  seen  (Fig.  2). 

Vascular  Diseases 

The  temperature  of  a limb  at  rest 
is  mainly  dependent  upon  its  blood 
supply.  If  a sudden  alteration  is  seen 
thermographically,  it  can  be  assumed 
that  some  vascular  disturbance  is  pres- 
ent. Thrombophlebitis,  arteriosclero- 
sis (Fig.  3),  Buerger's  and  Raynaud's 
diseases,  and  the  marked  temperature 
decreases  which  occur  in  vessels  after 


Fig.  1.  Infiltrating  duct  carcinoma, 
left  breast,  in  forty-four-year-old  pa- 
tient who  presented  with  palpable 
lump.  The  thermogram  shows  an 
area  of  increased  temperature  over 
the  lesion  which  is  3.5°  centigrade 
greater  than  over  the  non-involved 
area  of  the  right  breast. 


Fig.  2.  1 his  eighty-one-year-old  patient  had  a total  thyroidectomy  for  car- 

cinoma. Later  she  developed  a swelling  over  the  sternum.  Thermography  dem- 
onstrated an  area  ot  increased  temperature  over  the  area,  indicating  the  pres- 
ence of  a metastatic  process.  Cancer  was  subsequently  confirmed. 
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eight  of  fifty-four  patients,  using  man- 
ual exploration  for  confirmation. 
Realizing  that  this  method  was  subject 
to  error  and  individual  interpretation, 
we  then  limited  our  patients  to  those 
who  were  ultimately  delivered  by 
cesarean  section.  In  a group  of  fifty 
such  patients,  the  placental  site  was 
accurately  located  in  forty-six.  Four 
patients  had  posterior  placentas,  and 
these  have  failed  so  far  to  register 
thermographically. 

Pregnancy  can  be  detected  as  early 
as  two  weeks  post-conception  if  a pre- 
conception thermogram  is  available 
for  comparison,  using  increased  breast 
temperature  as  a criterion.  By  the  late 
stages  of  pregnancy,  both  breasts  will 
reveal  marked,  uniform  skin  tempera- 
ture elevations  (Fig.  6). 

Oral  contraceptives,  which  produce 
a pseudopregnancy  state,  induce  ther- 
mographic patterns  in  breasts  that  are 
very  similar  to  those  seen  in  preg- 
nancy.18 

Rheumatoid  Arthritis 

The  inflammatory  nature  of  arthri- 
tis understandably  produces  "hot 
spots”  on  thermograms  (Fig.  7). 
Serial  studies  can  be  used  to  gauge 
the  success  of  treatment.  The  intensity 
of  the  inflammation  will  gradually  sub- 
side, as  monitored  thermographically, 
if  the  treatment  is  effective. 

Dermatology 

The  depth  and  degree  of  burns  and 


Fig.  3.  Arteriosclerosis  in  a diabetic 
showing  diminished  temperature  of  the 
right  leg  and  right  toes. 


frostbite  injuries  can  be  recognized 
thermographically,  and  can  assist  the 
surgeon  in  his  decision  for  the  neces- 
sity and  optimal  time  for  skin  graft- 
ing.20 Where  the  burn  is  deepest  and 


the  tissue  devitalized,  the  area  shows 
up  black  (cold).  Vital  areas  appear 
in  lighter  tones.  Malignant  melano- 
mas can  be  distinguished  from  simu- 
lating benign  lesions.  The  progress  of 
wound  healing  can  be  assessed  thermo- 
graphically.21 


II  I • ■ * 


Fig.  5.  Thermogram  of  forehead, 
showing  decreased  temperature  of  the 
left  portion  due  to  diminished  blood 
supply  by  the  ophthalmic  artery,  stem- 
ming from  almost  complete  block  of 
the  internal  carotid  artery. 


Fig.  4.  Effect  of  smoking  on  peripheral  circulation.  A.  Heat  patterns  of  the  hands  of  a forty-two-year-old  subject 
accustomed  to  smoking  2 packs  of  cigarets  per  day,  taken  before  smoking.  B.  Thermogram  taken  ten  minutes 
after  smoking  one  filter-tip  cigaret.  The  average  drop  in  temperature  of  the  lower  forearms  and  hands  was  1.5° 
centigrade.  C.  Thermogram  taken  thirty  minutes  later.  The  cooling  effect  has  persisted  and  has  actually  intensified. 
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Fig.  6.  Increased  skin  temperature 
over  the  lower  midline  of  abdomen 
indicates  position  of  placenta.  Note 
also  the  increase  in  skin  temperature 
over  the  breasts,  associated  with  preg- 
nancy. 

The  Future 

Thermography  has  augmented  diag- 
nosis in  many  other  fields,22  and  in- 
dications point  to  its  ever  expanding 
horizons  in  medicine,  surgery,  and 
biologic  research.  Preliminary  work 
in  a wide  variety  of  conditions,  with 
currently  available  apparatus  that  is 
probably  as  primitive  as  was  X-ray 
equipment  at  the  turn  of  the  century, 
has  already  yielded  rewarding  results. 

As  more  sophisticated  apparatus 
eventuates,  we  believe  such  disparate 
problems  as  the  following  will  yield 


Fig.  7.  Acute  arthritis  of  knees,  great- 
er on  right  according  to  densitometric 
tracing. 


information  to  thermography:  physi- 

ologic studies  of  blood  flow  and  oxy- 
gen consumption;  arteriovenous 
shunts  of  the  skin  and  other  organs; 
the  effect  of  various  psychic  states; 
the  influence  of  systemically  or  locally 
acting  drugs;  rupture  of  internal  or- 
gans; and  acute  abdominal  processes 
such  as  appendicitis,  pancreatitis,  gall- 
bladder disease,  pericarditis,  and  di- 
verticulitis. The  many  fields  in  which 
this  new  discipline  will  prove  useful 
cannot  yet  be  prophesied,  but  unques- 
tionably it  will  become  a signal  addi- 
tion to  the  diagnostic  armamentarium. 
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S.S.  Hope  Plans 
Mission  to  Columbia 

The  S.S.  HOPE  will  undertake  a ten 
month  mission  to  Colombia  next  year, 
according  to  Dr.  William  B.  Walsh, 
President  and  founder  of  Project 
HOPE. 

Dr.  Walsh  said  the  famed  white 
hospital  ship  will  sail  February  7 for 
the  port  of  Cartagena,  on  Colombia’s 
Caribbean  coast,  arriving  there  Feb- 
ruary 17.  HOPE'S  volunteer  doctors 
and  nurses  will  then  begin  an  inten- 
sive medical  teaching-treatment  pro- 
gram which  will  continue  through  De- 
cember 15, 1967. 

Project  HOPE  was  invited  to  Co- 
lombia by  the  Colombia  Medical 
School  Association  and  The  University 
of  Cartagena  School  of  Medicine  in 
cooperation  with  the  government  of 
Colombia.  While  in  Cartagena,  the 
ship  will  conduct  training  programs 
with  Colombia  physicians,  dentists, 
nurses,  technicians  and  paramedical 
personnel.  Classes  and  clinics  will  be 
held  aboard  the  ship  and  in  shore- 
based  installations.  Public  health  edu- 
cation programs  will  be  conducted  in 
personal  hygiene,  nutrition,  sanitation, 
and  family  planning. 

Colombia  will  be  the  seventh  na- 
tion visited  by  the  S.S.  HOPE  since 
it  first  set  sail  in  September,  1960. 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98 °F,  and  with  a humidity 
of  approximately  40%. 1 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.2 

Ilasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.3  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.4  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1 /1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.3 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.6  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry" appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


N hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  " wheal”  and  " flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.7  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.8 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.9 In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.10  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.11  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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cipitate  an  attack  of  rhinorrhca  in  hay  fever  suf- 
ferers.12 Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.13  This  "jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases, 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose." 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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Furosemide  as  a Diuretic 

Report  of  a study  conducted  in  the  setting  of  office  practice  on  the  safety 
and  effectiveness  of  furosemide  during  long  periods  of  administration 


ALVIN  M.  SOFFE,  M.D. 
Philadelphia,  Pennsylvania 

One  of  the  newest  additions  to  the 
field  of  diuretics  is  furosemide 
(Lasix®),*  a non-thiazide  an- 
thranilic  acid  derivative.  Peltola,1 
Robson,  et  al.,2  Kleinfelder,3  and 
Stokes  & Nunn 4 have  reported  that 
furosemide  is  one  of  the  most  effective 
diuretics  yet  developed,  and  Muth 5 
has  demonstrated  its  effectiveness  in 
the  presence  of  hypoalbuminemia, 
acidosis,  alkalosis,  and  renal  insuffi- 
ciency. 

Preliminary  reports  have  clearly  es- 
tablished the  marked  efficaciousness 
and  safety  of  furosemide  during  short 
periods  of  administration  when  it  is 
given  to  in-patients  with  careful  moni- 
toring of  clinical  and  chemical  para- 
meters. The  purpose  of  the  present 
study,  however,  was  to  determine  the 
effectiveness  and  particularly  the 
safety  of  furosemide  over  a long  pe- 
riod of  time  in  the  more  usual  setting 
of  office  practice. 

Materials  and  Methods 

Furosemide  was  administered  to 
eighteen  private  and  clinic  patients 
over  a period  of  eleven  to  twenty-two 
months,  (average  eighteen  months). 
There  were  twelve  females  and  six 
males  ranging  in  age  from  fifty-two 
to  seventy-eight  years  (average  age 

■ Dr.  Soffe  is  on  the  staffs  of  Wills 
Eye  Hospital,  where  he  serves  as  a 
consultant  in  medicine  and  Albert 
Einstein  Medical  Center,  Southern 
Division,  where  he  is  an  adjunct  in 
Medicine.  He  is  an  attending  physi- 
cian at  the  Graduate  Hospital  of  the 
University  of  Pennsylvania.  The  au- 
thor of  many  previously  published 
papers.  Dr.  Soffe  is  a Fellow  of  the 
American  College  of  Cardiology  and 
the  Philadelphia  College  of  Physicians. 
He  is  also  a member  of  the  American 
Society  of  Internal  Medicine  and  the 
Pennsylvania  Society  of  Internal  Medi- 
cine. He  is  currently  residing  in  Bryn 
Mater. 


* Supplied  as  Lasix  40  rag  (ablets  by  Hoecbst 
Pharmaceuticals,  Inc. 


sixty-five).  All  patients  (including 
two  diabetics)  had  edema  primarily 
of  cardiac  origin.  Though  furosemide 
may  be  given  parenterally,  only  the 
oral  form  was  used  in  this  study.  The 
usual  dose,  with  few  exceptions,  was 
40-80  mg  daily  or  every  other  day, 
(range:  20-240  mg).  In  a few  pa- 
tients a mercurial  diuretic  was  oc- 
casionally given  during  furosemide 
therapy.  Diamox  was  given  daily  to 
patient  No.  2 because  of  chronic 
glaucoma,  and  chlorothiazide  was 
given  to  patient  No.  9 for  one 
month,  during  twenty  months  of  fur- 
osemide therapy.  In  each  of  the  above 
cases  little  or  no  additional  increase 
in  edema  mobilization  was  noted.  Pa- 
tients were  not  placed  on  rigid  dietary 
or  sodium  restriction.  Digitalis  and 
other  medications  were  given  accord- 
ing to  the  individual  clinical  needs. 
In  most  cases  a control  and  follow- 
up hemoglobin,  white  count,  hemato- 
crit, urinalysis,  blood  urea  nitrogen 
(BUN),  uric  acid,  serum  glutamic  ox- 
aloacetic transaminase  (SGOT),  po- 
tassium, and  blood  sugar  were  ob- 
tained. With  few  exceptions,  month- 
ly weights  and  blood  pressures  were 
recorded  and  patients  were  evaluated 
as  to  their  state  of  cardiac  disability. 
Diuretic  efficacy  was  graded  as  very 
effective,  moderately  effective,  or  not 
effective.  “Very  effective”  meant  we 
were  able  to  achieve  and  maintain 
dry  weight.  “Moderately  effective” 
meant  that  some  evidence  of  fluid  re- 
tention was  present.  “Not  effective” 
meant  little  or  no  diuretic  response. 
The  determination  of  the  patient’s 
“diuretic  response”  represented  a total 
clinical  judgment  which  was  in  part 
influenced  by  initial  weight  loss, 
change  in  pulmonary  congestion,  pe- 
ripheral edema,  orthopnea,  dyspnea, 
liver  size  and  the  patients’  subjective 
reports. 

Results 

From  Table  I it  is  clear  that  furo- 
semide was  a very  effective  diuretic  in 
all  eighteen  cases.  The  response  to 
this  agent  compares  most  favorably 
with  the  response  of  the  patients  to 


prior  diuretic  therapy;  that  is,  in  three 
cases  prior  therapy  was  not  effective; 
in  twelve  it  was  moderately  effective; 
and  in  three  very  effective.  Thus, 
fifteen  out  of  eighteen  patients  (83 
per  cent)  showed  a definite  clinical 
improvement  with  furosemide  as  com- 
pared to  prior  response  with  mercuri- 
als or  the  thiazides.  It  should  be  noted 
that,  with  few  exceptions,  all  patients 
were  successfully  treated  without  re- 
sorting to  high  doses  of  furosemide. 
The  standard  dose  of  40-80  mg  daily 
or  every  other  day  proved  most  ade- 
quate. In  cases  No.  11  and  No.  18 
it  was  necessary  to  increase  furo- 
semide by  only  one  tablet  (from  80 
to  120  mg,  single  dose)  while  in  case 
No.  3 a single  dose  of  160-240  mg 
daily  or  every  other  day  was  required 
to  prevent  reaccumulation  of  edema. 
These  are  rather  modest  increases  con- 
sidering that  600  mg/ day  has  been 
safely  used  in  the  treatment  of  renal 
insufficiency.  5 No  untoward  side  ef- 
fects were  noted  with  higher  doses. 

Most  of  these  patients  had  varying 
degrees  of  response  to  previous  di- 
uretic therapy  and  were  close  to  “dry 
weight”  when  included  in  our  long- 
term out-patient  study;  therefore, 
monthly  but  not  daily  weights  were 
taken.  Naturally,  it  is  difficult  to  make 
a judgment  of  diuretic  efficacy  on  the 
basis  of  weight  changes  alone  over  a 
prolonged  period  of  time.  Conse- 
quently, in  evaluating  the  diuretic  re- 
sponse we  relied  heavily  on  the  para- 
meters of  dyspnea,  orthopnea,  pul- 
monary rales,  pedal  edema  and  clini- 
cal improvement  or  stability.  We  were 
interested  not  only  in  eliminating 
edema  but  also  in  preventing  its  re- 
currence. Using  these  criteria  as  a 
measure  of  effectiveness,  we  can  say 
that  furosemide  worked  very  well. 

Table  II  shows  the  results  of  serial 
BUN  determinations  on  each  patient. 
The  control  value  is  given  along  with 
the  highest  BUN  value,  the  BUN  value 
at  the  termination  of  the  drug,  and  the 
time  in  months  at  which  the  BUN  was 
measured.  Also  included  is  the  net 
change  which  occurred  between  the 
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TABLE  I 

Results  with  Long-Term  Use  of  Furosemide 


Case 

No. 

Age,  Sex,  Diagnosis 

No.  of 
Months  on 
Furosemide 

Dose** 
Range  (mg) 

Side 

Effects 

Response  to 
Prior  Diuretics 

Response  to 
Furosemide 

1 

52— M 

ASHD,  hypertension, 
diabetes,  obesity 

20 

40-80/ day 

none 

Moderately  effective 

Very  effective 

2 

49— F 

ASHD,  hypertension, 
CHF,  glaucoma 

18 

40-80/ day 

none 

Not  effective 

Very  effective 

3 

73— F 

ASHD  with  myocardial 
insufficiency 

12 

160-240  q.o.d. 

none 

Not  effective 

Very  effective 

4 

78— M 

ASHD  with  myocardial 
insufficiency 

20 

25-40/ day 

none 

Moderately  effective 

Very  effective 

5 

57— F 

RHD  with  mitral 
stenosis,  CHF 

18 

20-25/ day 

none 

Moderately  effective 

Very  effective 

6 

53— F 

ASHD  with  myocardial 
insufficiency,  obesity 

17 

40/ day 
80  q.o.d. 

none 

Moderately  effective 

Very  effective 

7 

71— M 

ASHD,  essential  hyper- 
tension 

20 

40-60/ day 
40  b.i.d. 

none 

Very  effective 

Very  effective 

8 

45— F 

RHD  with  myocardial 
insufficiency,  CHF  (mi- 
tral commissurotomy) 

21V2 

40-50/ day 

none 

Very  effective 

Very  effective 

9 

75— F 

ASHD  with  myocardial 
insufficiency,  hyper- 
tension, obesity 

20 

40-50/ day 

none 

Moderately  effective 

Very  effective 

10 

49— M 

Mild  diabetes,  hyper- 
tension, obesity 

15 

80/ day 
80  q.o.d. 

none 

Moderately  effective 

Very  effective 

11 

73— F 

ASHD  with  myocardial 
insufficiency,  hyper- 
tension, obesity 

22 

40-80/ day 
(120  for  11  days) 

none 

Moderately  effective 

Very  effective 

12 

72— M 

ASHD  with  myocardial 
insufficiency,  hyper- 
tension 

13 

40-80/ day 

none 

Moderately  effective 

Very  effective 

13 

75— F 

ASHD  with  myocardial 
insufficiency,  hyper- 
tension 

21 

40-50/ day 

none 

Very  effective 

Very  effective 

14 

58— F 

ASHD  with  myocardial 
insufficiency 

21 

40-80/ day 

none 

Moderately  effective 

Very  effective 

15 

70— F 

ASHD  with  myocardial 
insufficiency,  hyper- 
tension 

18 

40-80  q.o.d. 

none 

Moderately  effective 

Very  effective 

16 

74— M 

ASHD,  CHF,  hyper- 
tension, cancer  of 
prostate 

11 

40-80  q.o.d. 

frequent 

urination 

Moderately  effective 

Very  effective 

17 

77— F 

ASHD,  hypertension 

18 

40-80/ day 

none 

Not  effective 

Very'  effective 

18 

72— F 

CHF,  essential  hyper- 
tension 

21 

40/ day 
120  q.o.d. 

none 

Moderately  effective 

Very  effective 

**Given  as  single  doses,  nnless  otherwise  indicated. 


TABLE  n 


BUN  Determinations  at  Varying  Periods  of  Time  with 
Long  Term  Use  of  Furosemide 


1 

2 

3 

4 

5 

Control 

BUN 

Case  No.  mg% 

Net  Change 
Highest  Between 
BUN  Value  Control 
Months  and  Highest 
on  Lasix  BUN  Value 

Net  Change 
Final  Between 

BUN  Value  Control 
Months  and  Final 
on  Lasix  BUN  Value 

1 

21 

32/16  mos 

i.  11 

32/16  mos.  11 

2 

24 

23.6/10 

—0.4 

18.4/17 

—5.6 

3 

28 

27/3 

—1 

27/3 

—1 

4 

24 

22/1 

—2 

22/1 

—2 

5 

24 

26/1 

2 

17/17 

—7 

6 

22 

25/18 

3 

25/18 

3 

7 

16 

25.2/15 

9.2 

25.2/15 

9.2 

8 

none 

14/6 

10.5* 

14/16 

10.5* 

9 

21 

23/19 

2 

23/19 

2 

10 

18 

33/6 

15 

20/13 

2 

11 

15.4 

22.6/1 

7.2 

17.3/20 

1.9 

12 

26 

24/6 

—2 

32/11 

6 

13 

18.5 

20.4/20 

1.9 

20.4/20 

1.9 

14 

13.8 

18/7 

4.2 

15.4/16 

1.6 

15 

15.4 

22/15 

6.6 

21.4/19 

6 

16 

20.6 

28/3 

7.4 

23.6/10 

3 

17 

20 

34.5/14 

14.5 

34.5/14 

14.5 

18 

32 

23/15 

—9 

21/21 

—11 

Average  +4.4  mg%  Average  +2.6  mg% 

* One  month  value  of  3.5  used  as  “control.” 


est  potassium  values,  while  a 0.1  meq 
increase  was  noted  between  the  control 
and  final  potassium  determination.  In 
no  instances  were  clinical  signs  or 
symptoms  indicative  of  hypokalemia 
noted  during  this  study. 

Serial  SGOT  values  were  also  ob- 
tained and  with  one  exception  re- 
mained within  normal  limits.  In  case 
No.  15  the  SGOT  rose  from  a control 
of  twenty  units  to  seventy  units  after 
ten  months  of  therapy.  This  was  at- 
tributed to  the  patient’s  severe  chronic 
congestive  heart  failure,  as  subsequent 
liver  studies  returned  to  normal  while 
the  patient  was  maintained  on  furo- 
semide for  an  additional  8V2  months. 

In  addition  to  the  above  determina- 
tions, hemoglobins,  white  blood 
counts,  platelets  and  urinalysis  re- 
mained within  normal  limits.  Blood 
glucose  was  not  significantly  altered 
and  our  two  diabetic  patients  (one 
diet  controlled)  did  not  require  any 
unexpected  change  in  their  diabetic 
regimens.  In  three  cases  uric  acids 
tended  to  rise  slightly,  as  is  frequently 
seen  with  the  thiazides,  but  in  each 
instance  this  was  an  asymptomatic 
hyperuricemia  and  no  symptoms  of 
acute  gout  were  observed.  It  is  dif- 
ficult to  assess  the  effect  of  furosemide 
on  blood  pressure  inasmuch  as  many 
of  our  patients  were  concurrently  on 


control  and  the  highest  BUN  value  and 
the  control  and  the  final  BUN  value.  In 
general,  there  was  very  little  effect  on 


TABLE  III 

Potassium  Determinations  at  Varying  Periods  of  Time  with 
Long  Term  Use  of  Furosemide 


tration  of  furosemide.  The  average  in- 
crease between  the  control  and  highest 

1 

2 

3 

4 

5 

BUN  value  was  4.4  mgs  per  cent,  while 

the  increase  between  control  and  final 

Net  Change 

Net  Change 

BUN  determination  was  only  2.6  mgs 

Lowest 

Between 

Final 

Between 

per  cent.  A modest  increase  occurred 

K 

Value  meq 

Control  K 

Value  meq 

Control 

in  only  four  cases  (Nos.  1,  10,  12 

Control 

Months 

and  Lowest 

Months 

and  Final 

& 17)  with  the  highest  recorded  value 

Case  No. 

K (meq) 

on  Lasix 

k Value 

on  Lasix 

K Value 

(case  No.  17)  being  34.5  mg  per  cent 

from  a control  of  20  mg  per  cent  fol- 

* *2 

5.1 

4.3/1  mo. 

—0.8 

5.0/12 

—0.1 

lowing  fourteen  months  of  furose- 

3.2 

3.0/17 

—0.2 

3.0/17 

—0.2 

mide  therapy. 

**3 

4.7 

4.1/3 

—0.6 

4.1/3 

—0.6 

Table  III  shows  the  serial  potas- 

4 

none 

4.7/5 

none 

5.2/19 

0.5* 

sium  determinations  in  the  same  man- 

5 

4.6 

4.4/17 

—0.2 

4.4/17 

—0.2 

ner  as  with  the  BUN  determinations 

6 

4.2 

4.1/11 

—0.1 

4.1/11 

—0.1 

except  that  the  lowest  and  not  the  high- 

7 

none 

5.3/15 

none 

5.3/15 

none 

est  potassium  values  were  included. 

8 

5. 

4.3/6 

—0.7 

4.4/16 

—0.6 

Again  the  changes  were  of  a minor 

9 

4.3 

4.3/11 

0 

4.3/14 

0 

nature.  In  case  No.  2 the  potassium 

10 

4.4 

4.2/13 

—0.2 

4.2/13 

—0.2 

went  from  a control  of  3.2  meq  down 

* *22 

4.6 

4.1/16 

—0.5 

5.6/22 

1.0 

to  3.0  meq  after  seventeen  months.  In 

**12 

none 

3.3/11 

none 

3.3/11 

none 

case  No.  12,  no  control  was  obtained 

13 

4 

3.8/8 

—0.2 

4.3/16 

0.3 

but  a potassium  of  3.3  meq  was  re- 

14 

4.5 

4.1/16 

—0.4 

4.1/16 

—0.4 

corded  after  eleven  months  of  furose- 

15 

5.9 

4.8/1 

—1.1 

5.7/10 

—0.2 

mide  therapy.  Both  of  these  patients 

16 

none 

3.4/3 

none 

5.3/11 

1.9* 

were  on  potassium  supplements.  In 

**27 

4.8 

4.8/1 

0 

5.2/14 

0.4 

case  No.  16  a potassium  of  3.4  meq 

**18 

5.1 

4.4/15 

—0.7 

4.4/15 

—0.7 

was  noted  at  three  months  but  this  in- 

creased  to  5.3  meq  at  eleven  months 

Average  — 0.4  meq 

Average  +0.1  meq 

with  no  potassium  supplement.  The 

average  decrease  in  potassium  was  0.4 
meq  between  the  control  and  the  low- 


* The  valne  in  column  2 was  used  as  a “control” 
**  K supplements  given. 


valne. 


anti-hypertensive  medications.  How- 
ever, a slight  decrease  was  noted  in 
both  systolic  and  diastolic  pressures 
compared  to  their  baselines. 

Discussion 

In  our  experience,  furosemide  ap- 
pears to  be  remarkably  free  of  both 
chemical  and  clinical  side  effects.  It 
was  not  necessary  to  discontinue  this 
drug  because  of  skin  rashes,  nausea, 
vomiting,  diarrhea,  or  other  disturbing 
reactions.  One  patient  complained  ini- 
tially of  “frequency  of  urination”  and 
though  this  may  be  a questionable 
“side  effect”  it  subsided  as  soon  as 
his  edema  was  mobilized. 

In  conclusion,  we  have  found 
furosemide  to  be  the  most  effective 
diuretic  for  home  and  office  use, 
superior  to  the  thiazides.  It  appears 
to  be  safe  for  prolonged  use  as 
measured  by  serial  laboratory  deter- 
minations and  patient  reaction,  and 
is  singularly  free  of  chemical  or  clini- 
cal side  effects.  Considering  that  this 


diuretic  can  also  be  given  parenterally 
(both  intravenously  and  intramuscu- 
larly), it  would  appear  that  furose- 
mide will  most  likely  become  a valu- 
able addition  to  the  physician’s  thera- 
peutic armamentarium. 

Summary 

Furosemide  was  administered  to 
eighteen  private  and  clinic  out-pa- 
tients with  cardiac  edema  over  a pe- 
riod of  eleven  to  twenty-two  months. 
These  patients  were  maintained  in  an 
edema-free  state  using  a dose  of  40- 
80  mg  per  day,  with  the  exception  of 
three  cases  requiring  slightly  higher 
doses.  Furosemide  was  found  to  be 
very  efficacious,  safe,  and  free  of  sig- 
nificant side  effects  at  all  dose  levels. 
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Cardiovascular  Briefs 


Coronary  Arteriography 


Part  II 

Can  coronary  arteriography  be  per- 
formed in  any  other  manner? 

Selective  coronary  arteriography 
has  also  been  performed  in  some 
laboratories  by  the  percutaneous  in- 
sertion of  the  catheter  into  the  femoral 
artery  and  manipulation  through  the 
aortic  arch  into  the  sinuses  of  Val- 
salva and  into  the  coronary  arteries. 
The  study  has  also  been  done  with 
percutaneous  introduction  of  the 
catheters  into  the  axillary  artery. 

What  information  is  obtained  by  cor- 
onary arteriography? 

Coronary  arteriography  yields  con- 
siderable information:  (1)  The  diag- 
nosis can  definitely  be  established  by 
the  demonstration  of  a filling  defect 
or  obstruction  of  a portion  of  the  cor- 
onary arterial  system.  (2)  Anatomic 
detail  is  demonstrated,  revealing  the 
location  of  the  diseased  vessel  in- 
volved and  the  nature  of  the  disease, 
whether  it  is  a localized  or  a diffuse 
pattern.  (3)  Congenital  abnormalities 
of  coronary  distribution  are  demon- 
strated. This  allows  the  cardiovascu- 
lar surgeon  to  avoid  the  serious  com- 
plication of  severing  a major  coronary 
vessel  during  the  repair  of  congenital 
abnormalities  of  the  heart.  (4)  The 
postoperative  evaluation  of  the  re- 
sults of  a therapeutic  method  are 
seen.  Vessels  as  small  as  100  microns 
are  visible  in  a well  performed  study. 

When  should  coronary  arteriography 
be  done? 

Coronary  arteriography  should  be 
done  ( 1 ) in  a patient  who  presents  as 


a diagnostic  problem  with  atypical 
symptoms  and  non-specific  findings  by 
the  standard  studies.  The  ability  to 
include  or  exclude  the  diagnosis  of 
coronary  arterial  disease  in  this  type 
of  patient  is  vital  to  his  proper  treat- 
ment. (2)  Since  surgical  procedures 
are  now  available,  patients  who  have 
clear-cut  angina  pectoris  or  have  had 
myocardial  infarctions  can  be  con- 
sidered for  reparative  surgery.  Cor- 
onary arteriography,  therefore,  will 
aid  in  selecting  the  most  suitable  pa- 
tient for  such  surgical  procedures. 
(3)  Patients  suffering  from  aortic 
valve  disease  and  who  are  considered 
for  aortic  valve  surgery  should  be 
studied,  since  coronary  arterial  dis- 
ease is  frequently  present  in  this  type 
of  patient.  Symptoms  of  anginal  pec- 
toris and  syncope  may  be  due  more 
to  the  presence  of  coronary  arterial 
disease  than  to  the  aortic  valve  lesion. 

What  are  the  contraindications  to 
coronary  arteriography? 

At  the  present  time,  the  patients 
who  have  suffered  an  acute  myocar- 
dial infarction  should  not  be  studied 
until  three  months  have  elapsed  after 
the  acute  episode.  Probably,  the  pa- 
tient who  is  suffering  from  pre-infarc- 
tion angina  should  also  be  deferred 
until  he  improves,  or  has  had  a frank 
myocardial  infarction  and  recovered. 
The  patient  who  is  markedly  orthop- 
neic  also  should  not  be  studied  since 
he  is  not  able  to  remain  in  the  position 
required  for  the  performance  of  the 
test  for  the  necessary  length  of  time. 


What  are  the  hazards  and  complica- 
tions of  coronary  arteriography? 

Ventricular  fibrillation  is  the  most 
common  complication  of  the  proce- 
dure. The  incidence  is  approximately 
one  per  one  hundred  cases.  The  op- 
erator performing  coronary  arteriog- 
raphy should  be  prepared  to  cope 
with  this  complication  to  prevent  loss 
of  life.  The  mortality  rate  of  the 
procedure  is  reported  in  the  largest 
series  in  this  country  to  be  less  than 
0.1  per  cent.  The  major  portion  of 
this  mortality  occurred  during  the 
period  before  closed  chest  cardiac 
massage  was  practiced  and  was  during 
the  early  experiences  with  this  test. 

Localized  obstruction  of  the  brachi- 
al artery  at  the  site  of  the  arteriot- 
omy  has  occurred  in  approximately 
five  to  seven  per  cent  of  cases.  How- 
ever, there  is  adequate  collateral  flow 
about  this  area  to  prevent  tissue  loss 
in  the  hands  or  fingers.  The  circula- 
tion becomes  well  compensated  in 
two  to  three  months. 

■ William  G.  Teaman,  Jr.,  M.D. 
questions  Stephen  A.  Zubritzky, 
M.D.,  Director  of  the  Cardiopulmo- 
nary Laboratory,  St.  Francis  Hospital, 
Pittsburgh,  Pennsylvania. 

William  G.  Teaman,  Jr.,  M.D.,  Fel- 
low', Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  coopera- 
tion with  the  Pennsylvania  Heart  As- 
sociation. 
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Treatment  of  Gout 

The  use  of  allopurinol  to  block  the  synthesis  of  uric  acid  by  inhibiting 
xanthine  oxidase  makes  possible  a decrease  in  the  production  of  uric  acid 


WILLIAM  T.  LAMPE,  II,  M.D. 
York,  Pennsylvania 

Control  of  hyperuricemia  in  gouty 
patients  has  resulted  in  clinical 
improvement  demonstrated  in 
long  term  studies. 1- 2 The  production 
of  uric  acid  in  man  is  brought  about 
by  the  oxidation  of  both  hypoxanthine 
and  xanthine  by  the  enzyme  xanthine 
oxidase.  The  introduction  of  allopur- 
inol,* which  blocks  these  two  final 
steps  in  the  synthesis  of  uric  acid  by 
inhibiting  the  enzyme,  xanthine  oxi- 
dase, made  it  possible  for  the  first 
time  to  decrease  the  production  of 
uric  acid. 

Sixteen  patients  were  treated  with  al- 
lopurinol in  this  study;  all  had  typical 
acute  clinical  gout  prior  to  inception 
of  treatment.  Two  of  the  patients  had 
renal  insufficiency  due  to  chronic 
pyelonephritis,  two  had  tophi  which 
had  been  previously  excised  at  one  or 
more  sites  surgically,  and  one  had 
hyperuricemia  secondary  to  neoplasm. 
There  was  one  female  in  the  group. 

Allopurinol  was  used  in  combina- 
tion with  colchicine  in  every  patient. 
Probenecid  (Benemid)  and  sulfinpyra- 
zone (Anturane)  were  also  used  with 
allopurinol  in  two  cases.  Good  to  ex- 
cellent results  were  achieved  in  four- 
teen of  the  sixteen  patients  treated. 
One  failure  was  due  to  withdrawal 
of  the  drug  after  one  week  of  therapy. 


■ Dr.  Lampe  is  director  of  the  renal 
clinic  at  York  Hospital. 


* Zyloprim,  Burroughs  Wellcome  & Co. 


In  this  patient,  who  was  uremic  be- 
cause of  pyelonephritis,  a maculopa- 
pular  eruption  appeared  and,  on  with- 
drawal of  the  drug,  completely  re- 
solved in  five  days.  No  changes  were 
noted  in  the  leukocyte  count  or  the 
blood  creatinine.  The  allopurinol  was 
given  again  two  weeks  later  to  the 
same  patient  and  within  forty  eight 
hours  the  same  maculopapular  erup- 
tion recurred.  No  other  objectionable 
side  effects  were  noted.  The  dosage 
was  generally  in  the  range  of  200  to 
600  mgs.  daily,  although  in  two  pa- 
tients 1 g.  per  day  was  given  for 
short  periods.  The  only  female  treated 
was  a sixty  one  year  old  negro  whose 
uric  acid  at  the  beginning  of  treat- 
ment was  15.4  mgs.  per  cent.  Her 
blood  urea  nitrogen  at  that  time  was 
21.5  mgs.  per  cent.  Allopurinol  was 
first  used  with  colchicine  alone  with- 
out any  improvement  in  the  attacks 
of  gout.  Sulfinpyrazone  was  then 
added  to  the  regimen  with  mainte- 
nance colchicine  and  allopurinol  in 
doses  of  100  mg.,  qid.  This  regimen 
was  continued  for  a period  of  two 
months  without  any  clinical  benefit  to 
the  patient.  One  patient  was  treated 
who  had  hyperuricemia  secondary  to 
acute  leukemia.  The  hyperuricemia 
was  readily  controlled  and  no  genito- 
urinary tract  symptoms  were  noted 
during  life.  In  two  instances  patients 
had  tophi  sufficiently  large  to  merit 
prior  surgical  excision,  one  on  the  dor- 
sal surface  of  the  foot  and  the  other 
at  the  elbow.  Some  decrease  in  the 
size  of  existent  tophi  was  noted  and  no 
new  tophi  occurred  during  the  period 
that  the  patients  were  under  observa- 
tion. 

Side  Effects 

This  drug  has  been  exceptionally 
well  tolerated  when  the  dose  of  1 g. 
a day  is  not  exceeded.  No  gastro- 
intestinal side  effects  have  been  ob- 
served in  this  series  of  patients.  No 
adverse  hepatic  or  renal  effects  have 
been  noted  in  patients  observed  two 


years  or  more  in  other  series.  A few 
patients  have  developed  drug  reactions 
which  consisted  principally  of  a mac- 
ulopapular skin  eruption,  as  observed 
in  the  one  uremic  patient  in  this  series. 
However,  this  patient  did  not  exhibit 
any  fever,  malaise,  or  jaundice  and  no 
effect  was  noted  on  the  leukocyte 
count.  Cautious  reinstitution  of  the 
allopurinol  reproduced  the  skin  erup- 
tion in  this  patient. 

Special  Problems  in  Gout 

In  this  series  of  patients  allopurinol 
was  used  in  every  instance  where 
standard  therapy  with  colchicine  and 
uricosuric  agents  was  unsuccessful. 
The  precipitation  of  acute  attacks  of 
gout  has  been  described  during  the 
early  stages  of  therapy  with  allopurinol 
but  was  not  observed  in  this  series, 
probably  because  colchicine  was  given 
prophylactically  in  each  patient  four 
times  a day.  In  the  problem  patient 
with  either  large  tophi,  gouty  nephro- 
pathy, or  urinary  urate  stones,  allo- 
purinol appears  to  be  the  agent  of 
choice  for  both  treatment  and  prophy- 
laxis with  the  addition  of  colchicine 
when  necessary.  In  secondary  hyper- 
uricemia due  to  neoplasm  and  parti- 
cularly during  irradiation  or  chemo- 
therapy, acute  gouty  attacks  and  renal 
failure  due  to  urate  deposits  in  the 
renal  parenchyma  can  be  prevented  by 
the  use  of  allopurinol.3 

Summary 

Allopurinol  is  a xanthine  oxidase 
inhibitor  which  blocks  the  final  two 
steps  in  the  formation  of  uric  acid. 
This  causes  an  accumulation  of  hy- 
poxanthine and  xanthine,  both  of 
which  are  readily  eliminated  by  the 
kidney  due  to  their  greater  solubility 
in  body  fluids.  Blood  levels  of  these 
oxypurines  in  treated  patients  rarely 
exceed  1 mg.  per  cent.4  Because  of 
its  ability  to  reduce  the  amount  of 
uric  acid  requiring  excretion  by  the 
kidneys,  allopurinol  is  especially  valu- 
able in  patients  with  renal  insufficiency 
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and  in  patients  who  have  a tendency 
to  form  urate  stones  in  the  urinary 
tract.  Concomitant  use  of  colchicine 
is  always  indicated  to  prevent  acute 
gouty  attacks,  particularly  in  patients 
with  large  tophaceous  deposits.  Up  to 
this  time  no  serious  side  effects  have 
been  noted.  An  occasional  patient 
may  develop  a drug  rash  but  this  has 
resolved  without  difficulty  in  all  re- 
ported cases.  Careful  observation  of 
leukocyte  counts  in  patients  who  are 
on  this  drug  for  long  periods  of  time 
are  indicated.  Several  patients  in  this 
series  were  treated  continuously  for 
fourteen  to  sixteen  months  without 
adverse  side  effects.  Further  trials  in 
the  long  term  management  of  the  com- 


plicated gouty  patient  are  certainly  in- 
dicated. Allopurinol  appears  to  be  a 
useful  drug  relatively  free  from  side 
effects  and  exceedingly  effective  in  re- 
ducing plasma  and  urinary  urates. 
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You  May  Want  to  Get  the  'Upper  Hand' 


A new  “fatigue  proof”  device  for  continuous  retrac- 
tion of  the  difficult-to-expose  upper  abdomen  is  illus- 
trated above.  Called  “Upper  Hand,”  the  surgical  aid 
consists  of  three  aluminum-and-stainless-steel  parts  that 


are  easily  assembled.  The  item  is  priced  at  $72.  For 
additional  information,  write  Hepco,  Inc.,  P.O.  Box 
5200,  Kansas  City,  Missouri  64112.  Pennsylvania 
Medicine  does  not  necessarily  endorse  the  device. 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1825:  A chartered  university  since  1838.  Coeducational.  1961.  Graduates  20,524. 

FACILITIES:  Modem  well-equipped  laboratories;  Curtis  Clinic;  Daniel  Baugh  Institute  of  Anat- 
omy; Jefferson  Hospital  and  Barton  Memorial  Division  of  the  Chest;  the  Lovelace  Foundation; 
teaching  museums  and  free  libraries;  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  the  Office  of  the 
Dean,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  A.  Sodeman,  M.D.,  Dean  and 
Vice  President  for  Medical  Affairs 
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It  works 


Cardiogenic  Shock 


Central  venous  pressure  monitoring  during  therapy  and  recovery  aids 
in  the  diagnosis  and  management  of  the  cardiogenic  shock  patient 


MAURICE  J.  LEWIS,  M.D. 
Harrisburg,  Pennsylvania 


Adequate  circulatory  dynamics  de- 
pend upon  the  satisfactory  in- 
teraction of  the  cardiac  pump, 
the  circulating  blood  volume  and  the 
vascular  tone.  Circulatory  failure  or 
shock  may  result  from  failure  of  one 
or  more  of  these  factors.  Since  this 
interrelationship  is  flexible,  the  abso- 
lute value  for  any  one  factor  may 
vary  within  a wide  normal  range.  It 
is  therefore  more  fitting  to  speak  of 
the  physiologically  optimum  value  of 
these  factors. 

The  physiologically  optimum,  or  ef- 
fective blood  volume  is  therefore  de- 
termined by  the  functional  capacity 
of  the  cardiac  and  vascular  organs 
and  is  not  a fixed  percentage  of  a 
patient's  weight.  It  may  not  even  be 
his  usual  blood  volume.1-  2 

Central  venous  pressure  (CVP) 
measurement,  with  a catheter  located 
between  the  most  central  venous  valve 
and  the  right  atrium,  reflects  the  right 
atrial  filling  pressure  or  venous  re- 
turn. This  is  an  index  of  the  circu- 
lating blood  volume  relative  to  the 
cardiac  pump  capacity  and  normally 
measures  approximately  8-15  cm.  of 
water.  In  general,  the  CVP  is  low 
during  shock  due  to  decreased  blood 
volume  or  decreased  peripheral  resis- 
tance, and  is  high  during  shock  due  to 
cardiac  failure.  However,  the  response 
of  CVP  to  therapeutic  measures  may 


■ Dr.  Lewis  is  chief  resident  in  in- 
ternal medicine  at  Harrisburg  Hospi- 
tal. 


be  of  greater  significance  than  the 
initial  absolute  value,3  as  will  be  dem- 
onstrated. 

Diagnosis 

The  causes  of  clinical  shock  are 
myriad  (e.g.  hemorrhage,  hypovo- 
lemia, trauma,  neurogenic,  catecho- 
lamine depletion,  bacteremic,  etc.). 
But  the  altered  hemodynamics  still  re- 
volve about  the  three  basic  factors: 
the  pump,  the  blood  volume,  and  the 
vessel.  Furthermore,  circulatory  col- 
lapse which  is  initiated  by  a decreased 
blood  volume,  as  in  hemorrhagic 
shock,  may  secondarily  produce  a 
cardiogenic  component.  The  latter 
may  then  become  the  dominant  factor 
after  the  blood  volume  is  restored  to 
its  pre-shock  level.  Any  type  of  pro- 
longed shock  may  cause  myocardial 
anoxia  with  resultant  necrosis.  Hy- 
dropic swelling  of  intimal  endothelial 
cells  of  the  coronary  arteries  is  seen 
in  various  types  of  shock.1  Myo- 
cardial pyruvate  and  lactate  levels 
rise,  reflecting  a break  in  the  glyco- 
genolytic cycle  at  this  level,  while 
glycogen  and  adenosinetriphosphate 
levels  fall.  3 It  has  been  suggested 
that  a period  of  oxygen  deficit  may 
exist  in  the  shock  state  when  myo- 
cardial cells  are  damaged,  making  it 
impossible  for  these  tissues  to  utilize 
nutrients  again  even  after  adequate 
supply  is  reinstituted.  8 

Therefore,  it  may  be  appreciated 
that  cardiogenic  shock  may  result  not 
only  from  primary  myocardial  disease 
(e.g.  acute  myocardial  infarction,  se- 
vere tachycardia,  terminal  congestive 
heart  failure,  cardiac  tamponade,  dis- 
secting aortic  aneurysm,  etc.),  but 
from  the  hypoxia,  acidosis  and  elec- 
trolyte imbalance  secondary  to  other 
initiating  etiologies.  7 Treatment  of 
the  shock  state  must  then  be  depend- 
ent upon  the  major  hemodynamic  al- 
teration at  the  time,  be  it  cardiogenic, 
hypovolemic  or  vascular  dilatory. 

With  this  in  mind,  we  may  define 
cardiogenic  shock  as  a persistant  state 
of  shock  in  the  face  of  a normal  or 
rising  central  venous  pressure.  A nor- 


mal central  venous  pressure  indicates 
that  effective  blood  volume,  venous  re- 
turn and  cardiac  filling  pressure  are 
normal.  Therefore,  the  circulatory  fail- 
ure must  be  secondary  to  a decreased 
cardiac  output,  reflecting  a cardiac 
deficit.  2 A low  CVP  represents  hypo- 
volemic dynamics,  but  not  necessarily 
hypovolemia,  since  vascular  dilatation 
may  be  present  in  the  face  of  a normal 
blood  volume.  Likewise,  a high  CVP 
represents  hypervolemic  dynamics,  but 
not  necessarily  hypervolemia,  since 
myocardial  failure  may  be  present  in 
the  face  of  a normal  blood  volume. 
As  a measure  of  interaction  of  the 
hemodynamic  factors,  a high  CVP 
signifies  that  the  pump  mechanism  is 
not  strong  enough  to  handle  the 
volume  of  venous  return. 

When  CVP  monitoring  is  employed 
in  the  evaluation  of  shock  patients, 
a surprisingly  high  frequency  of  car- 
diogenic shock  has  been  demonstrated. 
In  MacLean’s  series  of  twenty  cases, 
only  one  was  clinically  suspected  to  be 
cardiogenic.  Central  venous  pressure 
measurements,  however,  demonstrated 
the  major  component  to  be  cardiac- 
in  ten  of  the  patients,  all  of  varied 
clinical  etiologies.  2 

Management 

The  management  of  cardiogenic 
shock  logically  follows  correction  of 
the  diagnostic  abnormalities.  Thus, 
high  venous  pressure  shock,  repre- 
senting hypervolemic  dynamics  re- 
gardless of  the  measured  blood 
volume,  responds  to  improvement  in 
cardiac  action.  Possible  depressants  of 
the  cardiac  pump  are  investigated  and 
treated  if  present.  Arrhythmias  are 
treated  with  digitalis,  quinidine.  pro- 
caine amide  or  DC  shock.  Im- 
proved ventilation  and  oxygenation 
helps  relieve  anoxia.  Electrolyte  im- 
balance such  as  hyperkalemia  or  hy- 
ponatremia are  treated  with  calcium 
or  sodium  respectively.  Acidosis  may 
respond  to  increased  ventilation  or 
acid  buffers.  The  use  of  antibiotics  in 
shock  of  any  etiology  has  been  ad- 
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vocated  due  to  the  hazard  of  secon- 
dary spread  of  coliform  bacilli  from 
the  anoxic  gastrointestinal  tract. 8 
Where  these  secondary  factors  are  not 
appreciable,  the  reduced  cardiac  out- 
put is  felt  to  result  from  primary 
myocardial  failure. 

As  indicated  in  Table  I,  cardiac  out- 
put increases  in  proportion  to  in- 
creased filling  pressure  according  to 
Starling’s  Law. 11  The  filling  pressure, 
as  measured  by  CVP,  can  be  aug- 
mented by  transfusion  therapy  up  to 
a critical  point,  beyond  which  cardiac 
output  stabilizes  and  will  finally  fall 
with  resultant  congestive  heart  failure. 
This  then  is  the  basis  of  treatment 
of  hypovolemic  shock.  The  CVP 
may  be  safely  raised  to  14  cm.  of 
water  without  precipitating  pulmonary 
edema.  9 In  cardiogenic  shock,  trans- 
fusion therapy  will  increase  CVP 
without  a significant  increase  in  car- 
diac output  and,  therefore,  without  al- 
leviation of  clinical  shock.  This  will 
occur  even  though  the  initial  CVP 
measurement  is  normal. 

Thus,  an  agent  is  necessary  which 
will  increase  the  effectiveness  of  the 
pump  mechanism,  thereby  raising  the 
depressed  myocardial  curve  to  a high- 
er plane.  This  will  increase  the  car- 
diac output  for  a given  filling  pressure. 
(TABLE  I)  Digitalis  is  this  type  of 


drug,  and  at  this  time  our  experience 
is  largely  limited  to  it.  Peripheral 
vasoconstrictors  will  increase  the  load 
against  which  the  heart  must  pump, 
thereby  tending  to  inhibit  this  rise 
even  though  some  of  these  agents 
possess  a central  inotropic  effect.  Meth- 
oxamine  (Vasoxyl),  phenylephrine 
(Neosynephrine)  and  angiotensin 
(Hypertensin)  are  limited  to  peri- 
pheral vasoconstriction.  Metaraminal 
(Aramine)  and  norepinephrine  (Lev- 
ophed)  exhibit  both  a central  ino- 
tropic effect  and  peripheral  vasocon- 
striction. Isoproterenol  (Isuprel)  and 
mephenteramine  (Wyamine)  have  a 
central  inotropic  action  as  well  as  a 
peripheral  vasodilatory  effect.  Most 
of  these  agents  have  been  cited  in  the 
literature  at  one  time  or  another  as 
being  beneficial  in  cardiogenic  shock 
secondary  to  acute  myocardial  infarc- 
tion, but  central  venous  pressure 
monitoring  has  rarely  been  employed. 
Where  it  has,  successful  treatment  has 
been  demonstrated  with  isoprotere- 
nol. 2 As  a powerful  beta-receptor 
stimulator,  this  drug  will  not  only  in- 
crease cardiac  output  by  its  inotropic 
and  chronotropic  effect,  but  by  peri- 
pheral vasodilatation,  it  will  lower  peri- 
pheral vascular  resistance,  and  hope- 
fully, increase  tissue  perfusion.10- 36-  38 
Vasodilators  such  as  dibenzylene  de- 


crease peripheral  resistance,  but  do 
not  increase  myocardial  effectiveness. 

The  rising  central  venous  pressure 
is  then  a general  indication  for  cardiac 
support,  but  not  for  specific  therapy, 
since  both  digitalis  and  isoproterenol 
may  be  ineffective  in  the  presence  of 
severe  hypoxia,  acidosis  or  electrolyte 
imbalance.  Specific  therapy  must  take 
all  these  factors  into  consideration. 

The  useful  guides  to  clinical  re- 
sponse are:  increasing  pulse  pressure 
and  urine  output;  warm,  dry  skin; 
mental  clarity,  and  decreasing  pulse 
rate.  The  urine  output  is  an  excellent 
measure  of  blood  flow  if  electrolyte 
imbalance  and  renal  insufficiency  are 
not  present.  Recovery  from  the  shock 
state  may  involve  frequent  alterations 
in  cardiovascular  dynamics.  For  ex- 
ample, an  initial  cardiogenic  shock 
may  change  to  that  of  hypovolemia 
after  myocardial  efficiency  is  en- 
hanced. Central  venous  pressure  mon- 
itoring during  this  period  is  extremely 
helpful  in  detecting  such  changes. 
Therefore,  there  must  be  a “constant 
effort  to  maintain  blood  volume  in 
harmony  with  the  cardiovascular  ca- 
pacity, together  with  careful  consider- 
ation and  correction  of  the  specific 
depressants  of  cardiac  and  vascular 
function  as  they  occur.”  1 

Clinical  Examples 

Case  No.  1:  Septic  Shock  with 

High  CVP  (Table  II) 

A thirty  one-year-old  Negro  female 
was  admitted  to  Harrisburg  Hospital 
in  the  fifth  month  of  gestation,  one  day 
following  spontaneous  rupture  of  fetal 
membranes.  This  was  followed  by  the 
onset  of  uterine  contractions,  shaking 
chills  and  fever.  On  admission  the 
patient  was  acutely  ill  with  a tempera- 
ture of  105°,  blood  pressure  100/70, 
pulse  120.  Following  a pitocin  drip, 
she  aborted  a stillborn  infant  and  two 
hours  later  developed  slight  diaphore- 
sis, temperature  100°,  blood  pressure 
60/40,  pulse  120,  respiration  25. 
There  had  been  minimal  urine  output 
since  admission.  The  uterus  was 
markedly  tender.  She  had  received 
500  cc.  whole  blood  and  500  cc.  dex- 
trose in  water  (D/W)  since  admis- 
sion. Chloromycetin  was  started.  Cen- 
tral venous  pressure  surprisingly  was 
19  cm.  The  patient  was  digitalized, 
and  an  Aramine  drip  was  started, 
50mg/500cc.  D/W,  at  only  four  drops 
per  minute.  Within  two  hours  there 
was  no  evidence  of  shock.  The  pulse 
pressure  rose  to  forty  five,  blood 
pressure  120/75,  pulse  fell  to  90, 
urine  output  increased,  and  CVP  fell 
to  1 1 cm.  in  the  next  five  hours. 


TABLE  I 


CENTRAL  VENOUS  PRESSURE 

In  hypovolemic  shock,  cardiac  output  increases  with  augmentation  of  central 
venous  pressure  by  transfusion  therapy.  In  cardiogenic  shock,  inotropic  agents 
increase  cardiac  output  by  elevating  the  depressed  myocardial  function  curve. 
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TABLE  n 

TIME  (HOURS) 


I 5 3 6 * II  12  16  19  22  26 


PULSE 


Sepsis  with  cardiogenic  shock  diagnosed  by  the  presence  of  high  central 

venous  pressure. 


When  the  Aramine  drip  was  stopped, 
after  sixteen  hours,  the  BP  dropped 
to  100/60.  However,  the  pulse  re- 
mained at  60  per  minute.  Urinary 
output  was  200cc.  per  hour,  and  CVP 
remained  within  normal  limits.  Blood 
volume  demonstrated  hypervolemia  of 
680cc.  Electrocardiogram  showed 
transient  first  degree  block.  Recov- 
ery was  complicated  by  transient  pleur- 
al effusions  which  responded  to  diu- 
retics, but  was  otherwise  unremarkable. 

Comment:  This  is  a case  of  septic 
shock  whose  major  component  was 
cardiogenic,  a finding  which  was  total- 
ly unexpected  clinically.  This  re- 
sponded to  an  inotropic  agent.  How- 
ever, definitive  conclusions  are  some- 
what marred  by  the  use  of  Aramine, 
although  in  a small  dose  which  ef- 
fected no  skin  changes. 

Case  No.  2:  Septic  Shock  with  Ris- 
ing CVP  (Table  III) 

A senile  seventy-four-year-old  white 
female  diabetic  was  admitted  to  Har- 
I risburg  Hospital  with  possible  intes- 
tinal obstruction  and  pneumonia.  The 
patient  was  treated  with  nasogastric 
suction,  and  fluid  and  electrolyte  re- 
placement. Four  days  after  admission 
she  became  unresponsive,  temperature 
rose  to  105°  and  urine  output  became 
scanty;  blood  pressure  90/60,  pulse 
120.  She  was  diaphoretic,  hyperven- 
tilating, but  the  skin  remained  warm. 
Blood  sugar  was  196  mgm.  percent. 
Keflin  was  started.  The  initial  CVP 
was  9 cm.,  and  this  rose  to  13  cm. 
after  300  cc.  dextran.  The  patient  was 
digitalized,  with  resultant  rise  in  blood- 
pressure  to  136/78,  pulse  110;  urine 
output  increased  and  CVP  began  to 
fall.  The  patient  was  more  responsive. 
After  1000  cc.  dextran  and  1500  cc. 
normosol  within  the  next  nine  hours, 
the  pulse  pressure  again  narrowed, 
pulse  rate  increased,  urine  output  and 
CVP  fell  to  zero.  An  increase  in 
dextran  infusions  resulted  in  stabiliza- 
tion of  vital  signs,  rise  of  CVP  to  7 
cm.,  and  diuresis  of  300  cc.  of  urine 
per  hour.  Intake  in  the  first  twenty- 
four  hours  was  5100  cc.  Urine  out- 
put was  2085  cc.  EKG  showed  no 
evidence  of  acute  injury.  Blood  cul- 
ture grew  B.  Anitratum.  Clinical 
shock  did  not  recur,  but  the  patient 
died  suddenly  four  days  later.  Post 
mortem  examination  showed  bilateral 
bronchopneumonia  and  a recent  sub- 
dural hemorrhage. 

Comment:  This  is  a case  of  septic 
shock  with  a major  cardiogenic  com- 
ponent established  by  the  abrupt  rise 


in  CVP  after  treatment  with  only  300 
cc.  of  dextran  intravenously.  However, 
after  myocardial  performance  had  been 
enhanced  by  digitalization,  the  under- 
lying hypovolemia  became  evident,  as 
manifested  by  recurrence  of  the  shock 
picture  and  fall  of  CVP  and  urine 
output  to  zero.  At  this  time  treatment 
of  the  hypovolemia  with  IV  fluids 
corrected  the  picture  with  a resultant 
five  liter  intake  and  two  liter  urine 
output  in  the  first  twenty-four  hours. 

Case  No.  3:  Hypovolemic  Shock 
Following  Treatment  of  Cardiogenic 
Shock  (Table  IV) 

A forty-four-year-old  white  female 
was  admitted  for  elective  ovarian  re- 
section. During  induction  of  anesthesia 
she  developed  bronchospasm,  pulmo- 
nary edema  and  two  episodes  of  car- 
diac arrest  which  responded  to  routine 
resuscitative  measures,  phlebotomy  of 
150  cc.,  isoproterenol,  thiomerin  and 
digitalization.  Blood  pressure  was 
maintained  at  120/100  with  Aramine, 
but  after  initial  diuresis  the  urinary 
output  fell  to  low  levels,  tachycardia 
persisted,  and  the  patient  was  cold, 
clammy  and  diaphoretic.  The  initial 
CVP  of  22  cm.  gradually  dropped 
to  5 cm.  over  the  ensuing  twenty-four 
hours.  Digitalis  was  stopped  due  to 
toxic  arrhythmias,  and  Aramine  was 


continued  for  thirty  hours  during 
which  time  there  was  no  alleviation  of 
the  shock  picture.  Blood  volume 
showed  a 1200  cc.  deficit.  At  this 
point  the  blood  pressure  was  ninety 
by  palpation  only,  indicating  a very 
low  pulse  pressure.  Aramine  was  a- 
bruptly  stopped  and  dextran  infusions 
started.  Within  two  hours  the  blood 
pressure  was  easily  obtained  at  108/78, 
urine  output  increased,  and  the  skin 
became  warm  and  dry.  The  CVP  rose 
gradually  over  the  next  two  days  to 
18  cm.  At  this  point  digitalis  therapy 
was  reinstituted  and  all  vital  signs 
stabilized.  The  patient  recovered  un- 
eventfully. 

Comment:  This  is  a case  of  cardio- 
genic shock  with  pulmonary  edema 
in  the  face  of  an  underlying  hypo- 
volemia, which  became  evident  only 
after  improvement  of  the  cardiac  ca- 
pacity by  digitalis.  Without  central 
venous  pressure  monitoring,  one  might 
be  apprehensive  about  transfusing  a 
patient  who  had  shortly  before  been 
in  pulmonary  edema.  However,  in 
the  face  of  persistant  shock,  the  low 
CVP  adequately  reflected  the  hypo- 
volemic dynamics  and  the  need  for 
blood  volume  expansion.  Likewise, 
the  subsequent  rise  of  CVP  demon- 
strated the  need  for  reinstitution  of 
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an  inotropic  agent.  Also  demonstrated 
is  the  poor  response  in  attempting  to 
constrict  the  vascular  bed  upon  an 
inadequate  blood  volume  by  the  use 
of  a vasopressor.  This  is  a good  ex- 
ample of  changing  hemodynamics  dur- 
ing recovery  from  shock,  alterations 
which  were  easily  demonstrated  by 
central  venous  pressure  monitoring. 

Shock  in  Acute  Myocardial  Infarction 

Shock  secondary  to  acute  myocar- 
dial infarction  deserves  some  added 
consideration.  The  mortality  rate  dur- 
ing the  first  few  days  is  from  80-90 
percent.12  Vasopressor  therapy  has  re- 
duced this  to  about  40-50  percent,  still 
a considerable  level.13  After  years  of 
clinical  investigation  and  studies  of 
artificially  produced  infarcts  in  ani- 
mals, the  basic  hemodynamic  altera- 
tion remains  unknown.  Several  find- 
ings have  implicated  a reflex  peripheral 
mechanism:  The  incidence  of  shock 
is  not  related  to  the  size  of  the  infarct, 
but  rather  to  the  area  affected,  being 
more  common  with  occlusion  of  a 
branch  rather  than  a main  coronary 
artery,  and  highly  related  to  injury  in 
the  distribution  of  the  left  circumflex 
coronary  artery.14  Failure  of  reflex 
rise  in  total  peripheral  resistance  has 
been  indicted  by  some,4  denied  by 
others.15  Intercoronary  reflexes  have 
been  postulated,  and  blocking  of  sym- 
pathetic innervation  of  the  heart  has 
partially  restored  blood  pressure.16  Re- 
serpinized  dogs  show  a decreased  in- 
cidence of  shock,  leading  some  to  sug- 
gest the  etiologic  role  of  myocardial 
catecholamines.17  Whether  the  mech- 
anism is  mechanical  (failure  of  cardiac 
pump),  neurogenic  (failure  of  homeo- 
static mechanisms),  or  biochemical 
(related  to  catecholamine  metabo- 
lism), the  results  are  decreased  blood 
pressure,  cardiac  output,  coronary  and 
peripheral  blood  flow,  with  variable 
changes  in  total  peripheral  resistance, 
venous  pressure  and  left  ventricular 
end-diastolic  pressure.4’ 15 19 

It  is  of  interest  that  elevation  of 
central  venous  pressure  has  been  found 
in  less  than  50  percent  of  cases  with- 
out subsequent  rise,  although  therapy 
was  not  correlated  with  this.15  There- 
fore, we  suspect  that  many  of  these 
cases  do  not  conform  with  the  above 
criteria  for  cardiogenic  shock.  It  is 
noted  from  clinical  experience  that 
shock  secondary  to  myocardial  infarc- 
tion may  be  present  with  or  without 
pulmonary  edema.  In  other  words, 
forward  failure  may  or  may  not  be 
associated  with  backward  failure,  that 


is,  congestive  heart  failure  with  high 
central  venous  pressure.  We  suspect 
that  the  presence  or  absence  of  as- 
sociated backward  failure  is  related 
primarily  to  the  degree  of  venous  re- 
turn. If  this  is  low,  as  indicated  by 
a low  central  venous  pressure,  the 
hypovolemic  dynamics  would  suggest 
the  need  for  fluid  therapy  to  raise 
cardiac  output  to  optimum  levels,  fol- 
lowed by  the  use  of  an  inotropic  drug 
to  increase  cardiac  capacity  to  a higher 
level.  (Table  I) 

To  date,  the  general  feeling  remains 
in  the  literature  that  peripheral  vaso- 
constrictors are  indicated  in  shock 
secondary  to  myocardial  infarction: 
their  use  has  increased  survival.  The 
use  of  transfusion  therapy  has  been 
suggested  for  treatment  of  hypovole- 
mia, which  may  cause  difficulty  in 
weaning  patients  from  the  pressor 
drug.20’  21>  37  It  is  suggested  that  pe- 
ripheral vasoconstrictors  will  increase 
coronary  blood  flow  secondary  to  a 
rise  in  diastolic  pressure,  thereby  in- 
creasing myocardial  oxygenation. 
Metaraminol  and  norepinephrine  have 
been  widely  used;19’  22  26  angiotensin 
has  had  less  success.27 

Even  in  this  field  there  are  ten- 
dencies leading  away  from  the  use  of 
vasopressors.  It  seems  evident  that, 


although  these  agents  will  raise  blood 
pressure,  vasoconstriction  will  reduce 
tissue  perfusion  leading  to  relative  hy- 
poxia, anaerobic  metabolism  and  meta- 
bolic acidosis.  There  is  little  if  any 
correlation  between  systemic  blood 
pressure  and  tissue  perfusion.  Al- 
though an  increase  in  coronary  flow 
resulting  from  a rise  in  systemic  pres- 
sure may  enhance  oxygen  availability, 
the  myocardium  does  not  necessarily 
benefit  if  the  pressor  effect  is  brought 
about  by  systemic  vasoconstriction 
which  reduces  tissue  perfusion  and  in- 
creases the  work  of  the  heart.28  The 
beneficial  effects  of  metaraminol  and 
norepinephrine  may  be  a result  of  their 
inotropic  action  on  the  heart  and  not 
peripheral  vasoconstriction. 

It  has  therefore  been  suggested  that 
therapy  be  aimed  at  increasing  the 
contractile  force  of  the  myocardium 
without  employing  peripheral  vaso- 
constriction. Results  with  ntephen- 
teramine  18>  29  and  isoproterenol 2 have 
been  encouraging. 

This  leads  us  to  the  question  of 
using  digitalis  in  shock  front  acute 
myocardial  infarction.  This  drug  has 
long  been  considered  contraindicated 
in  the  absence  of  associated  congestive 
heart  failure.30  However,  measure- 
ments of  central  venous  pressure  were 
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Sepsis  with  cardiogenic  shock  diagnosed  by  the  presence  of  rising  central 

venous  pressure. 
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TABLE  IV 

TIME  (HOURS)  FROM  ARREST 


6 18  23  30  32  34  40  57  68  77  90  100  116 


BLOOD  PRESSURE 


Hypovolemic  shock  following  treatment  of  cardiogenic  shock. 


not  available  in  earlier  studies.  It  may 
be  that  a poor  response  with  increas- 
ing incidence  of  toxicity  may  have 
been  related  to  the  presence  of  poor 
venous  return,  in  which  case  cardiac 
output  could  not  have  risen  even  after 
treatment  with  an  inotropic  agent.  Re- 
cent experimental  and  clinical  studies 
have  shown  a good  response  to  digi- 
talis, especially  in  the  presence  of 
slightly  elevated  CVP  without  clinical 
congestive  heart  failure.31'34  No  in- 
creased incidence  of  arrhythmias  was 
noted.  It  is  interesting  to  note  that 
digitalis  has  been  shown  to  improve 
left  ventricular  performance  in  patients 
with  left  ventricular  enlargement  but 
no  clinical  signs  of  heart  failure.35 

We  feel  that  further  study  of  shock 
in  myocardial  infarction,  with  central 
venous  pressure  monitoring  and  utili- 
zation of  inotropic  agents  such  as  digi- 
talis, isoproterenol,  or  both,  is  war- 
ranted. 

Summary 

Criteria  for  the  diagnosis  of  cardi- 
i ogenic  shock  are  presented  along  with 
a scheme  of  management  utilizing  the 
interplay  of  fluid  therapy  and  inotropic 
agents  to  effect  optimum  hemody- 
namics. Clinical  examples  are  cited 
with  special  emphasis  on  the  changing 
hemodynamics  during  therapy  and 
recovery  as  demonstrated  by  central 
! venous  pressure  monitoring.  Shock 
secondary  to  myocardial  infarction  is 
briefly  reviewed  in  an  attempt  to  fit 
this  entity  into  the  overall  picture  of 
our  classification  of  circulatory  col- 
lapse. 
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Hemodialysis  Without  Cutdown 

A Seldinger  catheter  provides  ready  access  to  the  femoral  artery,  with- 
out cutdown,  as  a source  of  blood  during  hemodialysis  of  six  patients 


CLEMENT  R.  BROWN,  JR.,  M.D. 
Philadelphia,  Pennsylvania 

A Seldinger  catheter  1 may  be  used 
to  provide  easy  access  to  ar- 
terial blood  in  hemodialysis.  In 
hemodialysis,  either  an  artery  (usu- 
ally the  radial),  or  a vein  (usually 
the  inferior  vena  cava  via  the  saphe- 
nous), may  be  used  as  the  source  of 
the  patient’s  blood.  Generally  it  is 
more  desirable  to  use  an  artery.2  In 
either  instance  a cutdown  on  the  blood 
vessel  is  required;  if  the  radial  artery 
is  used,  usually  it  is  ligated.  Although 
the  artery  may  be  used  a second  time, 
this  may  not  be  possible. 

The  present  technique  does  not 
require  an  arterial  cutdown.  The 
major  question  in  the  use  of  a 
Seldinger  catheter  seemed  to  be 
whether  a sufficient  flow  could  be 
maintained  for  efficient  dialysis  and 
whether  there  was  danger  in  leaving 
the  catheter  in  for  a number  of  hours. 
This  method  has  now  been  used  in 
six  patients  for  periods  varying  from 
four  and  one  half  to  nine  hours  with- 
out incident,  with  blood  flows  up  to 
400  cc./min.  yielding  good  clinical 
results. 

Method 

A tapered  catheter  is  inserted  into 
a vein  in  the  medial  aspect  of  the 
upper  arm,  usually  about  2 to  3 cm. 
above  the  antecubital  fossa,  and  a 
slow  intravenous  drip  maintains  pa- 
tency of  the  catheter.  A Seldinger 
needle  is  then  introduced  through  the 
skin  above  the  femoral  artery  with 
stylet  in  place  and  the  stylet  with- 
drawn after  the  needle  is  introduced 
to  a level  where  it  is  presumed  to 
have  passed  through  the  femoral  ar- 
tery. The  needle  is  slowly  withdrawn 
until  arterial  blood  flows  from  the 
needle;  a wire  guide  with  flexible  tip 
is  then  introduced  through  the  needle 
and  well  up  into  the  femoral  artery. 

■ Dr.  Brown  is  director  of  medical 
education  at  Chestnut  Hill  Hospital, 
Philadelphia.  He  was  director  of  the 
hemodialysis  unit  at  Miami  Valley 
Hospital,  Dayton,  Ohio,  prior  to  his 
appointment  at  Chestnut  Hill. 


The  needle  is  withdrawn  over  the 
guide  and  a short  (25  cm.)  Seldinger 
catheter  is  introduced  over  the  wire 
guide  and  into  the  femoral  artery. 
The  guide  is  in  turn  withdrawn  and 
the  arterial  inlet  of  the  Kolff  kidney 
coil,  which  has  been  previously  primed 
with  blood,  is  attached  to  the  Seldinger 
catheter  at  the  same  time  that  the 
venous  outlet  of  the  coil  is  attached 
to  the  venous  catheter  in  the  patient’s 
arm.  The  pump  is  turned  on  and 
hemodialysis  begins. 

Results 

This  method  has  now  been  used 
successfully  in  six  patients,  three  in 
uremia  from  chronic  renal  disease 
complicated  by  infection  and  three 
who  attempted  suicide,  two  with  bar- 
biturates and  one  with  doriden. 

All  three  patients  with  uremia  im- 
proved although  two  have  since  died 
of  their  chronic  renal  disease.  The 
third  (with  polycystic  kidneys)  is  do- 
ing well  and  has  returned  to  work. 
His  blood  urea  nitrogen  (BUN)  pre- 
dialysis was  260,  post-dialysis  was 
134.  The  two  patients  who  died  had 
pre-dialysis  BUN’s  of  176  and  222 
and  post-dialysis  BUN’s  of  70  and 
160,  respectively.  The  two  patients 
with  barbiturate  intoxications  and  one 
with  doriden  intoxication  recovered. 
All  three  were  in  coma  and  had  com- 
plete loss  of  response  to  deep  pain 
as  primary  indications  for  hemodialy- 
sis,3 with  complications  of  persistent 
hypotension,  pneumonia  and  hypo- 
ventilation. One  patient  with  massive 
barbiturate  overdosage  is  reported  in 
detail. 

Report  of  A Case 

Decision  was  made  to  hemodialyze 
a fifty-five  year  old  comatose  female 
who  had  taken  125 — 44  gr.  pheno- 
barbital  (5.58  gm.)  when  it  was  noted 
that  she  had  complete  lack  of  response 
to  deep  painful  stimuli  and  it  was 
necessary  to  support  her  respirations 
and  blood  pressure. 

Patient’s  blood  barbiturate  level  was 
reported  from  another  hospital  as  17.5 


mgm.  percent  (a  blood  level  of  8.0 
mgm.  percent  is  considered  potentially 
fatal)  although  this  report  was  not 
received  until  after  the  run  had  been 
in  progress  for  two  hours.  Blood  bar- 
biturate level  at  our  hospital  after  one 
half  hour  of  hemodialysis  was  re- 
ported as  18.0  mgm.  percent. 

Patient  began  to  respond  to  noxious 
stimuli  and  to  move  ahead  slightly  after 
four  hours  and  forty  minutes.  Re- 
sponded to  daughter’s  voice  by  moving 
slightly  and  nodding  head  at  five  hours 
and  five  minutes.  Dialysis  discon- 
tinued after  eight  hours  and  twenty 
minutes.  Flow  rate  during  and  at 
completion  of  dialysis  determined  as 
400  cc./min.  Blood  barbiturate  level 
at  end  of  run  8.4  mgm.  percent.  A 
total  of  2.63  gm.  of  phenobarbital  was 
dialyzed  as  measured  in  the  five 
changes  of  bath  solution. 

Comment 

The  use  of  a Seldinger  catheter  to 
provide  access  to  arterial  blood  in  the 
performance  of  hemodialysis  is  felt  to 
offer  a number  of  advantages.  The 
method  does  not  require  a cutdown 
on  an  artery  and  there  is  no  necessity 
to  ligate  an  artery.  The  method  is 
quicker  than  cutdown.  The  same 
artery  (femoral)  may  be  used  re- 
peatedly; a good  source  of  arterial 
blood  is  insured. 

The  technique  is  most  appropriate 
in  those  patients  in  whom  more  than 
one  dialysis  may  be  necessary.  Since 
this  is  often  difficult  to  determine,  par- 
ticularly until  the  effect  of  the  first 
dialysis  is  appraised,  the  technique  is 
applicable  to  most  patients  in  acute 
renal  failure  and  those  with  drug  in- 
toxication. The  method  is  not  appro- 
priate in  patients  who  are  to  receive 
repeated  dialysis  for  chronic  renal  dis- 
ease and  for  whom  an  A-V  shunt, 
such  as  described  by  Scribner,  is  indi- 
cated.4 

In  the  only  complication  a patient 
developed  a hematoma  at  the  catheter 
site  which  reached  a size  of  approxi- 
mately 10  x 5 x 5 cm.  A sandbag 
over  the  hematoma  prevented  its  ex- 
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I tension  during  the  additional  two 
hours  of  the  dialysis.  Occasionally 
the  pulse  in  the  dorsalis  pedis  and  post 
tibial  arteries  has  diminished  on  the 
side  where  the  catheter  is  introduced 
but  only  for  five  or  ten  minutes.  Al- 
though all  patients  received  anticoagu- 
lants, regional  heparinization  was  not 
used;  no  bleeding  occurred  at  the  site 
after  removal  of  the  catheter.  It  is 
important  to  maintain  digital  pressure 
at  the  site  where  the  catheter  enters 
the  artery  for  at  least  twenty  minutes 
after  withdrawing  the  catheter.  Mod- 
erate soreness  may  exist  at  the  catheter 
site  for  one  or  two  days  but  it  is 
relieved  by  aspirin  or  more  often 
requires  no  treatment.  No  infection  at 
the  catheter  site  has  been  evident. 

Summary 

The  use  of  a Seldinger  catheter  to 
provide  access  to  the  femoral  artery 
as  a source  for  a patient’s  arterial 
blood  during  hemodialysis  is  de- 
scribed. The  advantages  of  the  meth- 
od are  described  as  are  the  results  of 
its  use  in  six  patients  to  date.  One 
patient  is  described  in  greater  detail. 
A single  complication  occurred  but 
was  easily  controlled. 
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• A Council  on  Family  Health  has 
been  formed,  geared  to  promoting 
health  education  and  safety  in  the 
home.  Representatives  of  pharmaceu- 
tical companies  comprise  the  organiz- 
ing committee  and  the  board  of  di- 
rectors, but  the  council  is  independent 
of  all  organizations  and  trade  associa- 
tions. 
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Numbered  at  Birth 

An  opportunity  for  parents  to  ob- 
tain a Social  Security  number  for  their 
new  born  child  is  being  offered  for  the 
first  time  in  this  area  by  Harrisburg 
Hospital. 

Walter  S.  Shakespeare,  administra- 
tor, in  announcing  the  new  service, 
said  the  hospital  has  made  arrange- 
ments to  supply  standard  Social  Se- 
curity number  application  forms  as  a 
convenience  to  area  families  while 
both  mother  and  child  are  still  hos- 
pitalized. Completing  it  for  the  child 
is  strictly  optional. 

“In  bringing  this  matter  to  the 
families’  attention,  we  feel  Harrisburg 
Hospital  is  rendering  a real  service  to 
the  parents,”  Shakespeare  added. 

“By  filing  the  application  while  the 
mother  is  still  hospitalized,  the  child 
should  have  his  or  her  own  Social 
Security  number  in  approximately  a 
week  to  ten  days,”  Sheakespeare 
pointed  out. 

“Few  families  realize  the  importance 
of  a Social  Security  number  for  infants 
and  children  or  that  it  can  be  obtained 
at  any  point  in  a person’s  life  prior 
to  seeking  a job.  Therefore,  they 
don’t  get  around  to  applying  for  a 
number  until  later,”  he  said. 

In  a letter  attached  to  the  form, 
the  parents  are  told: 

“Social  Security  numbers — whether 
we  like  it  or  not — are  becoming  in- 
creasingly important  in  our  lives.  Many 
companies  and  banks  use  them  for 
customer  identification  and  for  in- 
come tax  purposes.  You  should  have 
them  if  you  open  a separate  savings 
account  for  your  child,  no  matter  what 
his  or  her  age.” 


Buy  Bonds 

where 
you  work. 

He  does. 

He’s  working  in  Vietnam  — 
for  fleet  loin.  And  lie’s  sup- 
porting freedom  with  his  dol- 
lars, too.  Every  month  he 
invests  in  U.  S.  Savings  Bonds 
. . . saving  up  for  a college  edu- 
cation or  a home,  perhaps. 
There’s  a good  way  to  show 
him  you’re  on  his  side.  Buy 
Savings  Bonds  where  you  hank 
or  join  the  Payroll  Savings 
Plan  where  you  work.  You’ll 
w alk  a hit  taller. 

Buy 

U.  S.  Savings 

Bonds 

The  U . S.  Government  does  not  pay  for 
this  advertisement.  It  is  presented  as  a 
public  service  in  cooperation  with  the 
Treasury  Department  and  The  Adver- 
tising Council. 
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Part  I — Federal  Estate  Tax 

Financial  Planning 

Minimum  shrinkage  of  a physician  s future  estate  depends  upon  legiti- 
mate lifetime  steps  to  reduce  tax  impact  and  to  achieve  maximum  tax 
economies 


WILLIAM  F.  DELAFIELD 
Philadelphia,  Pennsylvania 

A great  deal  has  been  written  on 
the  subject  of  tax  savings  for 
physicians  and  other  profes- 
sionals, but  these  articles  have  largely 
dealt  with  methods  of  reducing  the 
impact  of  income  taxes  and  the  con- 
sequent increase  in  spendable  income. 
Not  nearly  as  much  has  been  pub- 
lished on  the  lifetime  steps  a physi- 
cian can  take  to  assure  minimum 
shrinkage  in  his  future  estate  and  the 
purpose  of  this  article  is  to  attempt  to 
cast  some  light  on  this  important  area 
of  financial  planning.  We  will  assume 
then  that  a flow  of  reasonable  in- 
come is  no  longer  a problem,  but  that 
retention  by  the  physician  and  his 
family  of  accumulated  assets  resulting 
from  this  income  remains  a continu- 
ing challenge. 

Federal  Estate  Tax 

Obviously  the  Federal  Estate  Tax 
poses  the  greatest  threat  to  a physi- 
cian’s assets  and  his  family.  Basically 
the  Federal  Estate  Tax  is  imposed  on 
the  value  of  all  accumulated  assets. 
This  includes  everything:  the  resi- 

dence, the  summer  house,  investment 
realty,  securities,  bank  accounts,  in- 
surance, personal  assets  and  profes- 
sional assets  such  as  an  office  build- 
ing, accounts  receivable,  equipment 
and  office  furniture.  Also  assets  held 
jointly  with  a wife  or  anyone  else  will 
be  included  to  the  extent  the  physi- 
cian contributed  to  the  purchase  price. 
The  fair  market  value  of  these  assets 
is  then  computed  as  of  the  date  of 
death  or  one  year  later  without  regard 
to  their  cost.  The  following  tax  rates 
will  then  apply  in  the  selected  brackets 
shown  (TABLE  I). 

Fortunately,  the  Marital  Deduction 
can  cut  an  estate  in  half  for  Federal 
Estate  Tax  purposes,  and  a trust  fund 

■ Mr.  Dclafield,  vice  president,  the 
First  Pennsylvania  Banking  and  Trust 
Company,  Philadelphia,  presents  the 
first  in  a series  of  articles  on  financial 
planning  for  the  Pennsylvania  phy- 
sician. 


for  the  balance  of  the  estate  can  elimi- 
nate future  tax  in  the  wife's  estate. 
To  demonstrate  this  let’s  assume  a 
physician  leaves  a $300,000  net  estate 
after  debts  and  expenses.  One  half 
or  $150,000  will  pass  tax  free  to  the 
surviving  wife  if  she  gets  the  assets 
outright  or  in  a trust  which  she  can 
control.  The  other  half  will  be  taxed 
for  about  $17,900  after  the  $60,000 
exemption.  If  the  net  of  the  second 
half  after  taxes  or  $132,000  is  set  up 
in  trust  for  the  benefit  of  the  surviving 
wife,  with  the  Trustee  directed  to  pay 
her  all  the  income  for  life  and  to  use 
the  principal  for  her  if  she  needs  it, 
but  not  giving  her  complete  and  un- 
restricted control,  these  trust  assets 
will  not  be  includible  in  her  estate. 
The  Federal  Estate  Tax  at  her  death 


will  then  also  approximate  $17,900, 
even  though  she  has  $150,000  out- 
right and  $132,100  in  trust  for  her 
benefit.  The  total  estate  taxes  in  the 
two  estates  will  then  be  $35,800.  This 
compares  to  $75,200  which  would  be 
the  amount  of  the  Federal  Estate  Tax 
if  the  physician  had  left  everything 
to  his  wife  and  she  in  turn  had  left 
it  all  to  the  children  or  other  bene- 
ficiaries under  her  Will.  To  phrase 
it  another  way,  the  children  or  other 
beneficiaries  would  receive  about  $39, 
400  more  through  the  proper  use  of 
the  Marital  Deduction  and  a trust 
fund  for  remaining  assets  than  they 
would  under  the  customary  method 


of  leaving  an  entire  estate  to  a sur- 
viving wife. 

A word  of  caution  about  the  Marital 
Deduction;  it  is  not  automatic  and 
must  be  properly  planned  for.  Cer- 
tain assets  such  as  jointly  held  prop- 
erty and  insurance  proceeds  left  pay- 
able to  a surviving  wife  in  a lump  sum 
will  qualify  for  it,  so  it  is  important 
to  coordinate  the  other  assets  that  will 
pass  under  the  terms  of  a Will  to  see 
that  the  Marital  Deduction  is  properly 
availed  of  and  not  overavailed  of, 
and  that  the  remaining  assets  will  fall 
into  a trust  to  provide  escape  from 
Federal  Estate  Taxes  in  the  estate  of 
the  surviving  wife.  Obviously  if  all 
property  is  jointly  held  with  a surviv- 
ing wife,  and  all  life  insurance  is  made 
payable  to  her,  she  will  get  all  the 


property  and  the  tax  savings  will  not 
be  available. 

There  are  other  approved  methods 
for  reducing  the  impact  of  the  Federal 
Estate  Tax.  One  of  the  principal  ways 
of  accomplishing  this  is  to  make  gifts 
of  assets  during  lifetime  so  that  family 
members  in  effect  receive  their  inheri- 
tance in  advance  and  the  property 
given  away  will  not  be  includible  in 
the  estate  of  the  person  making  the 
gifts.  Gifts  made  more  than  three 
years  before  death  will  not  be  con- 
sidered by  the  tax  authorities  as  hav- 
ing been  made  in  contemplation  of 
death. 

NEXT  MONTH:  Federal  Gift  Tax 


TABLE  I 


Rates  of  Gross  Federal  Estate  Tax  Without  Credit  for  State  Taxes  Paid  and 
After  Each  Individual’s  $60,000  Estate  Tax  Exemption 


Taxable 

Gross  Federal 

% Rate 

Estate 

Estate  Tax 

on  Excess 

40,000 

$ 4,800 

22 

50,000 

7,000 

25 

100,000 

20,700 

30 

250,000 

65,700 

32 

500,000 

145,700 

35 

750,000 

233,200 

37 

1,000,000 

325,700 

39 

62 


PENNSYLVANIA  MEDICINE 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 

[he  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus  ' 

Protein  shell  enclosing  / 

the  core  of  nucleic  , ® 

acid  (RNA) — artist's  fr  |j 

representation 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel  ? "Symmetrel”  (amantadine  HC1)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 

For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel  (amantadine  HC1)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  influenza  AL,  (Asian). 

.not  a vaccine  or  antibiotic, but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  lunctions. 
.specifically  active  against  all  influenza  A . viruses  tested  to  date. 

.not  indicated  for  the  prevention  ol  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel  means  to  your  patient 

.possible  immediate  influenza  A_,  protection  when  taken  following  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  Aj  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel"  (Amantadine  HC1)  prevents  virus  invasion1 


the  untreated  cell 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist’s  conception  based  on  current  scientific  knowledge. 

1.  'Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.,  Half,  R F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


How  the  influenza  virus  invades  and  destroys 


RECEPTOR  AREA 


CELL 
CELL  CYTOPLASM 


RODLETS 


PROTEIN  MANTLE 


NUCLEIC  ACID 


CELL  MEMBRANE 


SYMMETREL**  (Amantadine  HCI)  MOLECU 

CELL  CYTOPLASM 


Safety  of  Symmetrel15  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  ''Symmetrel’’  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A._,  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A.,. 
‘‘Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A._>  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HC1. 


Symmetrel' 

(Amantadine  HC1) 


A molecular  barrier  to  virus  penetration 


arrest  diarrhea 


in  • gastroenteritis  • acute  infections 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 yz  tsp.  3 times  daily 

6-12  months 

. 4 mg, V2  tsp.  4 times  daily 

1-2  years . . 

. 5 mg. tSp_  5 times  dai ly 

2-5  years . . 

. 6 mg.  0^ 0^0^  1 tsp.  3 times  daily 

5-8  years . . 

. 8 mg.^^-'^-'  ^ ^ 1 tsp.  4 times  daily 

8-12  years  . 

10  mg.0^0'/'0'y0y'0^>\  tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  ■discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


why  wonder  about  a drug 

when  you  know 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

is  effective  b.Ld. 


It’s  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4 17-6-4076 


for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 

(xylometazoline  Cl  BA) 
on  Rx  only 


i 


quickly  relieves  congested  nose 
i action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
bottle  or  nasal  spray. 

SIDE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
slight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
tions. Overdosage  in  young  children  may  produce  profound  sedation. 
DOSAGE:  Adults:  Nasal  Solution -2  or  3 drops  in  each  nostril  every 
4 to  6 hours.  Nasal  Spray- Squeeze  rapidly  once  or  twice  in  each  nos- 
tril every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray-  Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce. 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1:50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing.  . 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  L 1 D A 


* 


Medicare  and  the  Pharmacist 

Personified  by  medicare,  change  is  today's  by-word  in  all  phases  of  the 
health  industry:  change  in  population,  costs,  rights  and  responsibilities 


GEORGE  E.  FARRAR,  JR.,  M.D. 
Philadelphia,  Pennsylvania 

The  effects  of  medicare.  Public 
Law  89-97,  on  all  phases  of  the 
health  industry,  which  presently 
employs  nearly  3 per  cent  of  the  work- 
ing force  of  the  United  States,  is 
change.  In  fact,  this  law  and  others, 
symptomatic  of  the  present  develop- 
ment of  our  civilization,  will  com- 
pletely change  all  aspects  of  pharma- 
ceutical activity.  Some  people  are 
accused  of  confusing  change  with 
progress.  Personally,  I have  always 
liked  change,  which  is  fortunate  for 
me  because  I have  lived  through  great 
changes  in  our  way  of  life.  Back  in 
the  “horse  and  buggy”  days  before 
World  Warld  I,  I lived  in  Mt.  Kisco, 
a little  town  about  thirty  miles  north 
of  Manhattan  Island  in  New  York. 
In  1916  there  were  two  automobiles 
and  one  delivery  truck  in  this  village 
and  only  one  paved  street.  Each 
church  maintained  a shed  in  which 
to  hitch  the  horses  during  services. 
Now  this  area  is  completely  built  up 
and  is  a solid  suburban  community 
continuous  with  New  York  City. 
Please  think  back  another  fifty  years 
to  the  kit  used  by  the  Medical  Officer 
in  the  Union  Army  during  the  war 
between  the  states.  It  looked  more 
like  a carpenter's  “do  it  yourself”  kit, 
which  you  might,  with  some  trepida- 
tion, give  to  “Junior”  at  Christmas- 
time. The  drugs  in  the  1860’s  went 
into  16  vials  in  a leather  bag  which 
could  be  carried  in  your  coat  pocket. 
In  contrast,  the  physician’s  bag  in 
1966  is  overflowing  with  “pharmaceu- 
tical goodies.” 

■ Dr.  Farrar,  currently  medical  di- 
rector of  Wyeth  Laboratories  and  a 
clinical  professor  of  medicine  at  Tem- 
ple University  School  of  Medicine,  is 
a past  president  of  the  Philadelphia 
County  Medical  Society  and  has  long 
been  active  in  the  medical  commu- 
nity. This  article  is  based  on  a pres- 
entation delivered  to  the  Student 
American  Pharmaceutical  Association 
at  the  University  of  Kansas  on  No- 
vember 16,  1966. 


Drug  Explosion 

When  I entered  medical  school  in 
1927,  a practicing  physician  in  a 
small  town  in  Connecticut  told  me 
that  I did  not  need  to  learn  pharma- 
cology because  he  only  used  seven 
drugs  in  his  practice,  such  as  mor- 
phine, castor  oil,  triple  bromides, 
nitroglycerine  and  chloroform.  Insu- 
lin had  just  appeared,  but  few  phy- 
sicians used  it.  Few  physicians  knew 
much  about  diabetes.  We  still  joke 
about  the  diagnostic  test  of  tasting 
sweet  urine.  During  the  late  1920’s 
the  control  of  the  formerly  fatal  per- 
nicious anemia  with  liver  extract  was 
reported.  But  another  decade  passed 
before  effective  antibacterial  chemo- 
therapy was  recognized  with  the 
sulfonamides  in  1939.  Harry  Dowl- 
ing called  attention  to  the  explosion 
in  drugs  by  noting  that  742  drugs 
were  added  to  the  U.  S.  Pharmaco- 
poeia between  1935  and  1955,  in 
contrast  with  only  182  in  the  previous 
twenty  year  period  of  1915  to  1935. 
Since  the  New  Drug  Amendments  of 
1962  to  the  Food,  Drug  and  Cosmetic 
Act  of  1938,  the  introduction  of  new 
drugs  has  slowed  almost  to  a halt.  In 
1966,  for  example,  Wyeth  has  suc- 
ceeded in  introducing  only  one  new 
chemical  agent,  Omnipen®,  an  anhy- 
drous form  of  ampicillin.  which  has  a 
broader  antibacterial  spectrum  than 
does  penicillin  G or  V.  With  the  re- 
cent confusion  over  “informed  con- 
sent” in  clinical  investigation,  some 
pessimists  have  feared  that  thera- 
peutic research  is  extinct  in  the  United 
States.  For  a people  capable  of  evad- 
ing and  then  repealing  the  Volstead 
Act,  I am  confident  productive  med- 
ical research  will  continue  in  this 
country. 

Population  Explosion 

With  better  drugs  and  more  med- 
ical knowledge  came  better  therapy 
and  a decreasing  death  rate.  The 
birth  rate  continued  to  increase.  The 
useless  figure  which  sticks  in  my  mind 
is  that  Costa  Rica,  an  undeveloped 


country,  doubled  its  population  in 
seventeen  years.  The  demand  by 
some  that  the  United  States  continue 
to  ignore  this  explosion  in  our  for- 
eign policy  is  beyond  my  comprehen- 
sion. 

Cost  Explosion 

The  Consumer  Price  Index  goes 
up  steadily.  With  1957-9  as  100,  the 
index  rose  from  111  to  113.3  in  the 
six  months  from  December  30,  1965 
to  June  30,  1966.  In  the  same  half 
year,  medical  care  costs  rose  four 
points,  123.7  to  127.7,  which  is 
nearly  double  the  general  rise.  This 
scared  the  President  of  the  United 
States  as  it  should  every  citizen.  Of 
the  medical  costs,  hospital  costs  have 
risen  forty  points  in  the  first  five  years 
of  this  decade,  an  average  of  eight 
per  annum.  In  1965  the  average  per 
diem  hospital  cost  was  $47.46  and 
this  is  estimated  to  rise  to  $57,  at 
least  20  per  cent,  in  1967.  Why? 
Better  diagnostic  procedures  and  bet- 
ter therapy  cost  more.  Seventy  per 
cent  of  hospital  costs  are  labor.  Since 
half  of  hospital  employees  earn  less 
than  the  requirement  of  the  new  min- 
imum wage  law,  which  becomes  ef- 
fective in  1967,  a 20  to  30  per  cent 
rise  is  inevitable.  Nurses  represent  a 
third  of  the  hospital  employee  bud- 
get. Until  nurses  are  paid  compar- 
able to  other  occupations,  why  should 
intelligent  girls  enter  this  arduous  and 
responsible  work?  Because  of  limited 
budgets,  failure  to  recognize  change 
and  bureaucratic  delays,  nursing 
strikes  for  adequate  remuneration  are 
spreading. 

The  physician  costs,  like  other 
labor  expenses,  rose  110  to  128  points 
between  1960  and  1965.  This  is  only 
about  half  the  rate  of  increase  in 
hospital  costs.  Until  recently,  the  in- 
ternist for  a two-hour  diagnostic  ses- 
sion involving  a complete  medical 
history  and  physical  examination  was 
paid  by  some  third  parties  for  a five 
minute  non-surgical  service.  It  seems 
obvious  that  some  means  of  paying 
the  physician  must  be  devised  if  such 
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diagnostic  services  are  to  be  available 
to  the  people.  The  use  of  the  relative 
value  schedule  in  insurance  payments 
is  improving  this  situation. 

Drugs  represent  a bright  spot  in  the 
changing  cost  of  health  care.  The 
portion  of  the  health  care  dollar  spent 
for  drugs  has  dropped  from  17.5tf  in 
1946  to  14tf  in  1966.  In  fact,  pre- 
scription drugs  represent  only  9.8c  of 
the  health  dollar  today  contrary  to 
the  impression  one  derives  from  the 
noisy  denunciation  of  drug  prices  in 
our  daily  press.  In  the  final  analysis 
no  nation  will  destroy  its  pharmaceu- 
tical industry,  but  this  nation  is  com- 
ing rather  too  close  for  comfort. 

Rights  Explosion 

Just  as  much  a rights  explosion  has 
occurred  in  health  as  in  the  race, 
color  and  creed  categories.  Surgeon 
General  William  Stewart,  speaking  at 
Temple  University  in  Philadelphia  in 
November  1966,  said  this  very  suc- 
cinctly: only  ten  years  ago,  health 

care  in  this  country  was  a privilege; 
in  1966,  with  the  passage  of  P.L.  89- 
97,  good  health  care  is  a right  by  law 
not  only  for  those  sixty-five  years  of 
age  and  older  (Title  XVIII)  but  also 
for  all  the  medically  indigent  (Title 
XIX)  as  defined  by  each  of  our  states. 

Medical  care  is  being  moved  pre- 
cipitously from  alms  and  charity  to 
the  bargain  table  of  union  negotia- 
tions and  to  the  political  arena.  Hos- 
pitals have  long  been  preoccupied 
with  good  works  and  much  free  la- 
bor,— sweet  old  ladies  in  tennis  shoes, 
buxom  “peppermint  stick”  girls,  etc. 
With  hospitals  still  understaffed  in  all 
departments,  they  have  been  made 
liable  in  negligence  suits  in  many  of 
our  states.  Let  us  cease  daydreaming 
about  the  good  old  “horse  and  buggy” 
days.  You  cannot  rely  on  the  tran- 
quilizers either  personally  or  corpor- 
ately! 

As  Doctor  Stewart  emphasized, 
this  great  nation  does  not  have  suf- 
ficient physicians,  dentists,  pharma- 
cists, nurses,  hospitals  or  other  essen- 
tials to  provide  high  quality  health 
care  for  every  citizen.  But  if  the 
citizen  thinks  he  wants  quality  health 
care,  you  had  better  provide  it  or 
somebody  sues!  Every  health  pro- 
fessional school  must  expand,  but 
please  be  realistic.  You  cannot  ex- 
pand these  schools  rapidly  enough  to 
solve  the  immediate  shortage.  Nurses 
and  pharmacists  and  other  health  pro- 
fessionals must  perform  some  of  the 
work  traditionally  done  by  physicians. 
Practical  nurses  must  nurse.  Secre- 
taries, dental  hygienists,  ward  maids, 


and  many  others  must  help  care  for 
people.  But,  there  are  laws,  you  say? 
And  I say,  you  had  better  start 
changing  these  restrictive  laws.  We 
must  be  alert  to  our  problems. 

There  are  no  second  class  citizens 
legally  and  politically  and  now  health 
has  been  added  to  our  freedoms  in 
the  United  States.  What  is  going  to 
happen  to  the  great  almshouses  of 
this  nation, — Philadelphia  General 
Hospital,  Bellevue  in  New  York, 
Cook  County  in  Chicago,  King  Coun- 
ty in  Seattle,  Los  Angeles  County  in 
California?  The  aged  and  the  med- 
ically indigent  now  are  entitled  to 
certain  medical,  hospital,  pharmacy, 
nursing,  rehabilitation,  etc.  services. 
When  the  citizens  learn  this,  will  they 
continue  to  visit  the  old  dilapidated 
almshouses?  Already  they  are  going 
to  the  popular  private  hospitals,  or 
rather  trying  to  enter  these  over- 
crowded hospitals.  Is  it  possible  to 
convert  a County  Hospital  into  a pri- 
vate patient  facility  as  Commissioner 
Brown  proposes  in  New  York?  It 
seems  that  miracles  are  still  needed! 

Cost  Accounting 

RCC  means  different  things  to  dif- 
ferent people.  Strictly,  I believe,  it 
stands  for  “ratio  of  costs  to  charges” 
in  the  regulations  under  the  Medicare 
Law.  But  a twelve  month  postpone- 
ment on  such  cost  accounting,  has 
been  effected  since  many  of  our  seven 
thousand  hospitals  in  this  country 
have  been  unable  to  carry  out  this 
accounting  procedure.  We  seem  to 
be  as  short  of  accountants  as  we  are 
of  pharmacists.  So  RCC  can  be  used 
now  to  emphasize  “Reasonable  Costs 
— Charges”.  The  government  will  pay 
reasonable  costs  for  drugs  for  pa- 
tients in  hospitals,  net  acquisition 
cost  plus  a professional  fee.  How- 
ever, you  must  be  able  to  prove  your 
cost  and  justify  your  fee.  Santa  Claus 
is  fine  but  the  bills  always  come  the 
first  of  January. 

At  cost  accounting,  pharmacy  has 
done  much  better  than  most  hospital 
services.  Some  hospitals,  however, 
have  tried  to  make  a profit  on  the 
pharmacy  and  laboratory  depart- 
ments in  order  to  correct  deficits  in 
the  operation  of  other  departments. 
This  must  cease;  the  intermediary 
will  pay  net  acquisition  cost  plus  a 
professional  fee  and  a small  percent- 
age (perhaps  \Vz  to  2%)  of  operat- 
ing costs  as  profit  for  the  aged  in 
hospitals  and  extended  care  facilities 
(nursing  homes?). 


Professional  Fee 

For  pharmacy  a professional  fee, 
rather  than  the  more  customary 
mark-up  method  of  charging  for 
drugs,  is  recommended  by  the  Amer- 
ican Pharmaceutical  Association  and 
the  American  Association  of  Hos- 
pital Pharmacists.  The  National  As- 
sociation of  Retail  Druggists  have 
objected  to  this  proposal.  Not  being 
a pharmacist  this  seems  like  seman- 
tics to  me.  If  you  set  up  a formula 
from  the  same  end  figures  of  costs 
plus  profit,  the  total  should  be  the 
same  regardless  of  the  names  you 
choose  to  call  it.  Pharmacists  are 
professional  persons  and  must  have  a 
professional  fee.  Furthermore,  a pro- 
fessional fee  is  easier  to  justify  to  an 
insurance  carrier  than  a mark-up,  par- 
ticularly on  high-cost  items.  The  Re- 
tail Price  of  a Prescription  can  be  cal- 
culated as  Cost  of  Drug  + Cost  of 
Container  + Professional  Fee  multi- 
plied by  a factor  representing  com- 
pounding time  required.  To  ascertain 
how  this  might  work,  a survey  of 
twenty-five  frequent  prescriptions  was 
made:  total  retail  cost  of  these  twen- 
ty-five prescriptions  reported  in  the 
survey  was  $106.96;  calculated  on  the 
Professional  Fee  Method,  $105.85; 
calculated  on  the  Temple  Schedule, 
$105.45;  calculated  on  a 40  per  cent 
Mark-Up  Schedule,  $95.10.  To  re- 
peat, the  professional  fee  seems  to  a 
nonpharmacist  to  provide  the  same  in- 
come for  the  pharmacist  as  other  fee 
systems. 

Drug  Therapy  Consultants 

The  pharmacist  is  the  best  trained 
of  all  the  health  professionals  in  the 
area  of  drugs.  Dr.  George  F.  Arch- 
ambault,  Past-President  of  the  Amer- 
ican Pharmaceutical  Association,  has 
been  urging  pharmacists  for  many 
years  to  accept  responsibility  for  pro- 
vided drug  information  to  fellow 
health  professionals.  The  present 
confusion  regarding  drugs  provides 
you  with  an  excellent  opportunity  to 
utilize  your  knowledge.  Many  health 
workers,  including  physicians,  are 
confused  about  drugs.  Almost  daily 
releases  from  Washington  appearing 
in  the  public  press  are  enough  to 
scare  anyone.  You  understand  drugs 
but  you  must  communicate  your  in- 
formation. No  longer  can  we  abide 
the  implications  of  the  cynical  story 
about  the  Quaker  who  went  to  his 
physician  because  of  some  uncom- 
fortable symptoms.  He  was  exam- 
ined, given  a prescription  and  charged 
five  dollars.  He  paid  the  physician, 
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because,  he  said,  “The  Doctor  ‘gotta' 
live.”  He  took  the  prescription  to  the 
pharmacy.  The  pharmacist  gave  him 
a bottle  of  medicine  and  charged  him 
three  dollars,  which  he  paid  because, 
he  said,  “The  Druggist  ‘gotta’  live.” 
He  then  went  home  and  threw  the 
bottle  of  medicine  into  the  trash  bar- 
rel because,  he  said,  “I  ‘gotta’  live.” 
The  pharmacist  must  communicate  his 
knowledge  about  drugs  (actions,  uses, 
adverse  effects,  etc.)  to  the  physicians, 
nurses,  secretaries,  hospital  staff  and 
other  health  professionals  in  your 
community. 

Recently,  it  seems  that  “free  enter- 
prise” has  become  confused  with  the 
good,  old  “horse  and  buggy”  days  or 
with  the  maintenance  of  the  status 
quo  in  much  of  our  political  static. 
On  the  contrary,  free  enterprise  can 
only  survive  through  solving  people’s 
problems  by  supplying  their  needs  for 
services  and  materials.  If  we  solve 
people’s  problems,  our  social  order 
succeeds.  This  is  democracy.  I urge 
those  in  the  pharmacy  to  solve  prob- 
lems for  the  patients  whether  you 
call  it  The  Great  Society  Program  or 
the  tenets  of  Liberal  Republicanism. 


Hershey  Swamped  by 
Applicants  for  First  Class 

Nearly  a thousand  would-be  medi- 
cal students  are  vying  to  become  part 
of  the  pioneer  class  of  forty  at  the 
Milton  S.  Hershey  Medical  Center. 
Despite  the  unexpected  flood  of  ap- 
plications from  across  the  country,  the 
medical  school,  which  will  hold  its 
first  class  next  September  25,  is  seek- 
ing more. 

Dr.  George  T.  Harrell,  Jr.,  dean 
and  medical  center  director,  wants 
to  have  his  first  class  lined  up  by 
January  15,  1967.  When  completed, 
hopefully  in  July,  1969,  the  medical 
center’s  main  building  will  be  in  the 
shape  of  a graceful  arc,  curving  for 
an  eighth  of  a mile. 

A school  spokesman  noted  that  the 
23-1  application  return  compares  fa- 
vorably with  the  application  ratio  of 
other  medical  schools.  On  the  other 
hand,  the  Hershey  school  is  experienc- 
ing fierce  competition  in  faculty  re- 
cruitment from  the  thirteen  other  med- 
ical schools  under  construction.  They 
are  pleased,  however,  with  the  results 
of  their  faculty  recruitment  to  date. 


. . . introduce  your  patient  to 
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(BENZTHIAZIDE) 
AQUATAG  (Benzthiazide)  is  a potent,  orally 
active,  nonmercurial,  diuretic  agent.  It  is  effective 
orally  in  producing  diuresis  in  edema  states, 
where  it  is  therapeutically  comparable  to  mercu- 
rials given  parenterally.  AQUATAG  (Benzthia- 
zide) is  mildly  antihypertensive  in  its  own  right 
and  enhances  the  action  of  other  antihyperten- 
sive drugs  when  used  in  combination. 


DIURETIC  ACTION  Clinically,  the  oral  administration  of  AQUATAG  (benzthiazide)  re- 
sults in  diuretic  activity  within  two  hours  with  maximal  natriuretic,  chlor uretic.  and  diuretic 
effects  occurring  during  the  fourth,  fifth  and  sixth  hours  Maintenance  of  response  con- 
tinues for  approximately  12  to  18  hours.  Acidosis  is  an  unlikely  complication  since  thera- 
peutic doses  of  AQUATAG  (benzthiazide)  do  not  appreciably  increase  bicarbonate 
excretion.  Edematous  patients  receiving  50  mg.  of  AQUATAG  (benzthiazide)  daily  for 
five  days  developed  a maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day, 
and  maintained  this  high  rate  until  depletion  of  excessive  body  stores  of  sodium. 

In  congestive  heart-failure  patients.  AQUATAG  (benzthiazide)  produced  the  same 
weight  loss,  during  a 48-hour  treatment  period  as  did  a maximally  effective  dose  of 
hydrochlorothiazide. 

DOSAGE  Diuresis,  initially  50  to  200  mg.,  maintenance  25  to  150  mg.,  daily  Hyper- 
tension 50  to  100  mg.  initially,  adjusted  to  50  mg.  t.i  d.  or  downward  to  minimal  effective 
dosage  level. 

WARNINGS:  Use  with  caution  in  the  presence  of  renal  disease  as  azotemia  may  be 
precipitated  or  increased  In  patients  with  advanced  hepatic  disease,  electrolyte  imbal- 
ance may  result  in  hepatic  coma  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%.  In  cases  of  suspected  electrolyte  imbalance,  serum 
electrolyte  determmations.should  be  performed  and  imbalance,  if  any,  corrected.  Stenosis 
or  ulcer  of  small  intestine  have  been  reported  with  coated  potassium  formulas,  and 
surgery  has  been  required  and  deaths  have  occurred  Based  on  surveys  of  both  United 
States  and  foreign  physicians,  incidence  of  these  lesions  is  low  and  a causal  relationship 
in  man  has  not  been  definitely  established  Until  further  experience  has  been  obtained, 
the  use  of  the  drug  in  pregnant  patients  should  be  weighed  against  possible  hazards 
to  the  fetus. 


CONTRAINDICATIONS  AQUATAG  (benzthiazide)  is  contraindicated  in  progressive 
renal  disease  or  dysfunction  including  increasing  oliguria  and  azotemia.  Continued 
administration  of  this  drug  is  contraindicated  in  patients  who  show  no  response  to  its 
diuretic  or  antihypertensive  properties.  Severe  hepatic  disease  is  a relative  contra- 
indication. (See  ''Warnings"  above.) 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypokalemia  (digitalis 
toxicity  may  be  precipitated),  hypochloremic  alkalosis  and  hyponatremia  may  occur. 
Patients  with  cirrhosis  should  be  observed  for  impending  hepatic  coma  and  hypokalemia. 
Other  reactions  may  include  blood  dyscrasias,  hyperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache. 
Hepatic  fetor,  tremor,  confusion  and  drowsiness  are 
signs  of  impending  pre  coma  and  coma  in  patients 
with  cirrhosis  Insulin  requirements  may  be  altered 
in  diabetes  AQUATAG  (benzthiazide)  should  be 
used  with  caution  post-operatively  as  hypokalemia 
is  not  uncommon  Potassium  supplementation  may  be 
advisable  pre-  and  post  operatively.  There  have  been 
occasional  reports  of  thrombocytopenia,  leukopenia, 
agranulocytosis,  aplastic  anemia  and  precipitation  of 
acute  pancreatitis  or  jaundice. 

Before  prescribing  or  administering,  read  the  pack 
age  insert  or  file  card  available  on  request 
Available  as  25  or  50  mg,  scored  tablets. 

Request  clinical  samples  and  literature  on  your 
letterhead 


SJ.TUTAG 

& COMPANY 

Detroit.  Michigan  48234 
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Now , now , Mrs.  Forsythe , we've  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


FLP 


For  relief  of  nasal  congestion. 


\ 
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Communication  A Three  Part  Series 

Part  I The  Doctor,  The  Patient,  The  'Interrogation' 

He  is  gracious,  but  slightly  in  a hurry... a desk  will  officially 
mark  the  distance  from  which  you  can  talk  to  the  doctor, 
making  you  feel  a little  like  a solicitor/' 

MICHELE  TOLELA 
Denver,  Colorado 


Advice  that  is  not  heard,  under- 
stood, and  accepted  by  your  pa- 
tients is  merely  a waste  of  your 
time  and  theirs.  By  the  same  token, 
your  advice  to  the  patients  can  hardly 
be  the  best  unless  you  hear,  under- 
stand, and  accept  the  meaning  of  what 
they  communicate  to  you.  Good  two- 
way  communication  is  certainly  essen- 
tial for  the  physician  to  help  his  pa- 
tients. 

To  examine  the  problem  of  the 
doctor-patient  communication,  let  us 
look  at  it  for  a moment  as  a kind 
of  social  game.  It  is  a game  with  a 
well  defined  “set  of  rules”  that  both 
doctor  and  patient  understand  so  well 
they  don’t  have  to  think  about  them 
at  all. 

The  basis  of  the  game  is  what 
Stephen  Potter,  the  British  satirical 
author,  has  called  “one-upmanship.” 
This  technical  term  can  be  defined  as 


■ Miss  Tolela’s  home  is  in  France. 
Her  undergraduate  work  was  done  at 
the  University  of  Paris  and  she  is  a 
diplomate  of  the  Institute  of  Political 
Sciences  there.  She  received  her  MA 
at  the  University  of  Denver,  Denver, 
Colorado,  where  she  is  now  a can- 
didate for  the  doctorate  in  Communi- 
cation Methodology. 


the  art  of  putting  a person  one-down. 
“One-down”  refers  to  the  state  of  the 
person  who  is  not  “one-up”  on  an- 
other person.  In  other  words,  in  any 
face-to-face  situation,  two  persons 
tend  to  maneuver,  consciously  or  not, 
to  find  a “pecking  order.”  Just  as 
chickens  do,  we  work  toward  a con- 
dition in  which  somebody  is  “one-up.” 
The  other,  of  course,  is  then  “one- 
down.” 

At  the  outset  of  the  game,  the  pa- 
tient is  already  one-down.  Often  feel- 
ing miserable  physically  and  perhaps 
not  knowing  why,  he  is  a little  con- 
cerned as  well  as  a little  nervous,  a 
common  prerequisite  for  one-down- 
ness.  He  then  calls  the  doctor’s  office 
for  an  appointment.  He  is  again  one- 
down  right  there:  for  one  thing,  he 
cannot  talk  to  the  doctor  himself.  The 
impersonal  voice  of  a nurse  or  a sec- 
retary lets  him  know  by  implication 
that  his  call  is  only  one  of  a great 
many  identical  calls.  Of  course  he 
cannot  have  an  appointmnet  before 
two  or  three  days,  and  the  “of  course” 
does  it:  the  patient  catches  himself 
answering  that  “of  course”  . . . sure 
. . . he  did  not  expect  one  before 
then  ...  He  meekly  takes  his  place 
in  line;  one  down. 

The  time  of  his  appointment  ar- 
rives and  Miss  Crisp  Efficiency  con- 
ducts a personal  interrogation.  Did 
you  have  the  measles  when  you  were 
ten?  She  would  surely  disapprove  of 
somebody  who  did  not  have  measles 
in  an  orderly  way.  She  finally  dis- 
misses you  to  the  waiting  room.  One- 
down,  again.  Seven  framed  diplomas, 
most  of  them  written  in  Latin,  frown 
from  the  wall.  You  try,  just  to  pass 
the  time,  to  translate  the  Latin  words. 
Of  course  you  fail  and  feel  one-down. 
You  have  not  seen  your  “antagonist” 
in  the  game  as  yet,  but  he  has  already 
managed  to  put  you  one-down  several 
times.  The  nurse  comes  back  finally, 
and  conducts  you  reverently  into  the 


doctor's  presence.  He  is  gracious,  but 
slightly  in  a hurry.  Again  you  sit 
down,  but  a desk  will  officially  mark 
the  distance  from  which  you  can  talk 
to  the  doctor,  making  you  feel  a little 
like  a solicitor.  He  can  look  squarely 
at  you,  but  you  have  to  turn  a little 
to  see  him.  The  serious  phase  of  the 
game  is  only  beginning.  Now  to  the 
questions  you  cannot  answer;  the 
undressing,  with  assurance  melting  as  1 
each  button  is  undone;  the  cold  floor; 
the  clammy  examining  table;  one- 
down  . . . 

This  wry  little  story  can  serve  to 
illustrate  a large  number  of  the  nearly 
one  billion  visits  made  every  year  to 
the  225,000  practicing  physicians  in 
the  United  States.  (Statistic  from  ■ 
Time,  May  13,  1966).  The  narration  | 
might  also  cast  a little  light  on  the  I 
deterioration  of  the  doctor-patient  rela- 
tionship which  irritates  the  patient, 
worries  the  profession  and,  in  the  end, 
hurts  us  all. 

At  a time  when  Americans  get  more 
and  better  medical  care  than  ever  be- 
fore, they  complain  most  about  the  . 
doctors. 

Both  doctor  and  patient  might  bene- 
fit by  realizing  that  their  relationship 
is  a communicative  relationship.  Lack  | 
of  awareness  that  whatever  is  going  on 
between  them  is  part  of  a communica- 
tion process  which  hampers  them. 
This  may  appear  at  first  as  an  over- 
simplified statement.  Many  of  the 
things  that  happen  during  a medical 
consultation  may  seem  to  have  little 
to  do  with  “communication.”  But 
communication  does  not  refer  only  to 
the  verbal,  explicit,  intentional  trans-  ! 
mission  of  messages.  As  Jurgen 
Ruesch,1  the  well  known  psychiatrist, 
sees  it,  “the  process  of  communica- 
tion is  concerned  with  human  related- 
ness. Every  person,  plant,  animal,  and  '■ 
object  emits  signals  which,  when  per-  I 
ceived,  convey  a message  to  the  re-  I 
ceiver.  This  message  changes  the 
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information  of  the  receiver  and  hence 
may  alter  his  behavior.”  This  concept 
of  communication  implies  that  actions 
and  events  have  communicative  as- 
pects when  they  are  perceived  by  a 
human  being.  Moreover,  communica- 
tion does  not  occur  in  a vacuum. 
Communication  occurs  and  evolves  in 
a context  shaped  by  the  labels  people 
give  to  social  situations.  The  com- 
municative relationships  that  occur  at 
a cocktail  party,  at  a professional  con- 
vention, or  in  a private  consultation 
are  quite  different,  even  though  they 
may  involve  the  same  two  individuals. 
As  we  have  seen,  the  communicative 
relationship  between  patient  and  doc- 
tor occurs  in  the  context  of  a sort 
of  social  game. 

Why  a game?  Well,  our  world  has 
become  so  complicated  that  few 
people  are  able  to  know  about  and 
understand  more  than  a few  of  its 
aspects.  We  now  rely  on  specialists, 
on  “experts”  whom  we  have  to  trust 
almost  by  necessity.  They  are  the 
wizards  of  the  twentieth  century.  Phy- 
sicians belong  to  this  category  and 
reflect  the  complexity  of  our  era 
through  the  modern  “machinery”  al- 
most every  medical  practitioner  has 
now  available  in  his  office  or  labora- 
tory. A new  image  of  the  doctor  has 
been  created:  the  specialist  on  whom 
we,  laymen,  are  dependent;  an  author- 
ity we  will  consult  with  awe.  He  is 
not  so  much  a human  being  as  a 
personified  function;  a role  that  has 
a direct  influence  on  our  lives.  When 
a patient  decides  to  see  a doctor  he 
expects  to  communicate  with  the  role, 
with  the  stereotype  of  the  profession. 
And  the  stereotype  will  correspond  to 
his  expectations  most  of  the  time  be- 
cause the  doctor  knows  the  role  and 
plays  it  well.  This  might  not  be  a very 
satisfying  relationship,  but  it  is  eco- 
nomical; almost  a routine.  The  lay- 
man is  in  the  role  of  the  patient,  the 
doctor  is  in  the  role  of  the  expert 
and  in  the  superior  position  in  the 
relationship.  It  is  a relationship  anal- 
ogous perhaps  to  that  of  the  student 
and  the  professor,  or  the  parent  and 
the  child,  where  each  knows  what  kind 
of  behavior  to  expect  of  the  other. 

Perhaps  the  role  is  a necessary  pro- 
tection for  the  doctor.  He  is  a busy 
person  who  has  to  deal  with  twenty 
to  twenty-five  patients  in  a day,  many 
of  whom  have  about  the  same  few, 
relatively  minor  things  wrong.  How 
could  he  indulge  himself  in  continu- 
ous, spontaneous,  open  individualized 
communication  with  every  single  one 
of  them?  That  would  be  not  only 
difficult,  it  would  be  unbearable,  es- 


pecially when  the  fourteenth  patient 
in  the  waiting  room  is  ready  to  follow 
thirteen  deep,  meaningful  relation- 
ships. However,  an  awareness  of  the 
limited  nature  of  role-relationships  can 
help  us  understand  why  people  whose 
work  consists  of  dealing  with  people 
cannot  function  entirely  in  a spon- 
taneous and  concerned  way.  To  real- 
ize that  we  would  all  be  better  off  if 
we  could  relate  more  directly  and 
openly  helps  us  to  understand  and 
cope  with  the  inadequacies  of  limited 
workday  relationships.  But  do  we 
realize  we  would  be  better  off  relating 
from  human  being  to  human  being 
in  an  honest  and  simple  way  instead 
of  relating  from  role  to  role? 


It  is  almost  commonplace  now  to 
mention  that  man’s  problems  in  to- 
day’s world  are  essentially  problems 
of  human  relations.  Erich  Fromm, 
Abraham  Maslow,  Carl  Rogers  and 
others,  all  agree  to  say  that  in  our 
modern,  industrialized,  standardized, 
de-humanized  society,  man  is  alone, 
lost,  and  does  not  know  how  to  relate 
meaningfully  to  his  fellow  men.  This 
is  no  light  problem.  Erich  Fromm 
wrote:  “ The  necessity  to  unite  with 

other  living  beings,  to  be  related  to 
them  is  an  imperative  need  on  the 
fulfillment  of  which  man’s  sanity  de- 
pends.” Standardization  and  bureau- 
cracy do  not  suffice  for  authentic  rela- 
tionships. Masks  people  wear,  roles 
and  games  people  play,  a generalized 


“state  of  lie”  as  it  were,  account  for 
much  of  the  sense  of  isolation  and 
poverty  in  relatedness  that  we  perceive 
in  the  world. 

It  seems  that  doctors  find  themselves 
caught  in  a double  bind.  They  play 
a game  with  their  patients,  a game 
detrimental  to  the  relationship  from 
a humanistic  point  of  view,  and  yet 
they  can  hardly  avoid  it  because  of 
the  demands  of  their  profession  it- 
self. Perhaps  it  is  not  an  insoluble 
problem.  At  least  we  can  find  two 
elements  of  a possible  answer. 

One  element  has  to  do  with  the 
doctor’s  concept  of  the  patient.  Phy- 
sicians have  broadened  their  concept 


of  the  patient  to  include  “mind”  with 
“body.”  It  is  now  suggested  that  they 
can  extend  this  concept  to  include 
their  relationship  itself  with  the  patient 
as  an  integral  part  of  this  very  patient. 
They  cannot  divorce  themselves  com- 
pletely from  the  case  they  are  dealing 
with.  The  doctor  is  not  just  dealing 
with  a patient  who  came  to  him  be- 
cause of  an  ailment.  He  is  dealing 
with  a person  who  is  communicating 
to  him;  he  is  dealing  with  somebody 
who  is  part  of  this  relationship  to  the 
same  extent  that  the  doctor  is  part  of 
it.  In  other  words,  as  the  actor  in  a 
role,  the  doctor  has  to  play  games  and 
maintain  his  superior  position 
throughout  the  relationship.  As  a 
human  being  involved  in  an  ongoing 
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communicative  relationship  he  would 
be  at  an  equal  level  with  his  patient. 
Let  us  forget  the  expert  in  medicine 
attempting  to  communicate  with  the 
layman.  Let  us  think  of  two  laymen 
in  communication  struggling  together 
to  understand  one  another. 

The  second  element  of  a possible 
answer  has  to  do  with  the  realization 
that  doctor  and  patient  are  engaged 
in  a communicative  relationship  and 
that  communication  is  not  someone 
else's  joh.  If  human  communication 
in  everyday  life  ran  smoothly  it  would 
not  be  necessary  perhaps  to  under- 
stand the  mechanism,  the  process.  But 
our  daily  communications  are  fre- 
quently faulty.  It  becomes  useful  then 
to  review  the  process  and  find  out 
what  goes  wrong.  The  doctor-patient 
relationship  is  a transaction  between 
human  beings.  The  success  of  this 
transaction  depends  almost  entirely  on 
how  well  they  understand  each  other. 

REFERENCE 

1.  Ruesch,  Jurgen,  and  Gregory  Bateson: 
Communication:  the  social  matrix  of  psy- 

chiatry: N.Y. — W.  W.  Norton  & Company,  1951. 

NEXT  MONTH:  Finding  and  exam- 
ining the  hidden  assumptions  that  dis- 
tort communications  between  doctor 
and  patient. 


Reprints 

Copies  of  this  article  are  available 
in  quantity  at  the  following  prices: 

1 to  9 copies  @ $1.00  each 

10  to  24  copies  @ $ .75  each 

25  to  49  copies  @ $ .60  each 

50  to  99  copies  @ $ .35  each 

Larger  quantity  prices  upon  re- 
quest. 

Write: 

Managing  Editor 
PENNSYLVANIA  MEDICINE 
Taylor  By-Pass  & Erford  Road 
Lemoyne,  Penna.  17043 


• After  a two-year  study,  a team 
of  military  physicians  reports  reduc- 
tion by  50  percent  of  deaths  from 
burn  wounds,  by  means  of  Sulfamylon 
used  topically.  Mortality  has  been  al- 
most completely  eliminated  when  the 
drug  has  been  used  in  cases  where  not 
more  than  40  percent  of  the  body  area 
has  sustained  burns. 
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Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
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teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg. 

3 1 5 mg.  3 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT 

PI  SIDE 

•-mm'  W 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT 

3 SIDE  j 

MOOD  ELEVATION 

DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood ; the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


COIMTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 
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WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  “The  Secret  of  Con- 
trolling Your  Weight.”  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 
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controlling 
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FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 

ECONOMY 


ABBOTT 

ANORECTIC 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Family  Medicine 

The  basic  component  responsible  for  the  decline  of  General  Practice  is 
the  medical  educator:  his  education,  teaching  patterns  and  school  staf- 
fing system 


ROSS  E.  BRYAN,  JR.,  M.D. 
Warren,  Pennsylvania 

all  have  two  definite  purposes: 
first  and  foremost,  a desire 
to  continue  to  provide  the 
people  of  Pennsylvania  (and  indirect- 
ly the  whole  country)  with  the  best 
medical  care  possible  and  second,  a 
desire  to  make  these  provisions  under 
a free  enterprise  system,  which  pre- 
serves the  fundamental  freedom  of 
free  choice  of  physicians  and  freedom 
of  choice  by  the  physician,  to  practice 
privately  and  without  third  party  in- 
terference. 

As  the  titular  leader  of  more  than 
one  thousand  four  hundred  General 
Practitioners  in  Pennsylvania,  and,  as 
a sincere  and  active  follower  of  and 
believer  in  this  discipline,  I am  greatly 
concerned  with  its  survival.  There- 
fore, this  presentation  will  for  the 
most  part  delve  into  the  essential 
cause  of  the  decline  of  General  Prac- 
tice, and  consequently,  in  the  number 


■ Dr.  Bryan,  President  of  the  Penn- 
sylvania Academy  of  General  Prac- 
tice, is  on  the  medical  staff  of  Warren 
General  Hospital,  Warren.  He  is  im- 
mediate Past  President  of  the  Warren 
County  Medical  Society  and  a mem- 
ber of  the  Aerospace  Medical  Associa- 
tion. 

® This  article  is  based  on  an  address 
delivered  by  Dr.  Bryan  before  the 
PMS  Committee  on  Objectives  on 
September  21,  1966. 


of  its  practitioners.  I will  present  to 
you  a conglomeration  of  facts, 
thoughts,  and  predictions,  some  of 
which  I candidly  admit  are  plagia- 
risms. some  of  which  I modestly  admit 
are  original;  all  of  which  I have  at- 
tempted to  weave  together  with  some 
continuity  to  present  the  problem,  and 
offer  the  obvious  solution  to  resolve 
it.  For  purposes  of  discussion,  the 
terms  General  Practice,  Family  Prac- 
tice, and  Family  Medicine  and  those 
of  its  disciples:  Generalists,  G.P.’s, 

and  Family  Physicians,  are  inter- 
changeable. The  term  Primary  Physi- 
cian has  also  been  suggested.  This, 
however,  is  purely  a matter  of  seman- 
tics and  is  not  necessarily  progress. 

I assure  you  these  thoughts  were 
not  conceived  in  haste;  their  gestation 
has  been  long  and  contains  much  soul 
searching:  their  delivery  here  is  with- 
out malice  aforethought. 

Decline 

The  decline  of  General  Practice  has 
been  traced  to  a number  of  causes: 
the  increase  in  total  medical  knowl- 
edge. economic  and  social  factors, 
psychological  factors  and  medical  edu- 
cation. I firmly  believe  that  the  most 
important  essential  component  is  the 
medical  educators:  the  medical  educa- 
tion they  offer;  the  medical  school 
teaching  patterns  they  have  developed: 
and  the  system  of  staffing  the  medical 
schools  that  they  have  employed. 

There  is  no  valid  direct  evidence 
that  the  increase  in  scientific  knowl- 
edge precludes  a good  general  prac- 
tice of  medicine.  “You  can't  learn 
it  all”  is  perfectly  true,  but  it  is  equally 
true  that  the  physician  need  not  master 
every  item  of  medical  knowledge  just 
to  treat  patients  well.  It  has  been 
facetiously  noted  that,  in  some  of  the 
more  limited  specialities,  men  learn 
"more  and  more  about  less  and  less, 
until  they  know  practically  everything 
about  nothing.”  This  is  an  area  where 
some  teachers  seem  unable  to  distin- 
guish essential  from  nonessential  in- 
formation at  different  levels  of  train- 


ing and  experience.  Inefficient,  poor 
teaching  is  apt  to  be  confused  with 
an  impossible  amount  of  information 
to  be  taught.  Pre-occupation  with  in- 
vestigation has  surpassed  interest  in, 
and  the  teaching  of,  daily  care  of  the 
patient. 

Medical  school  staffing  patterns  are 
highly  important.  It  is  true  that  only 
specialists  teach  under-graduate  stu- 
dents today.  Efficiency  and  economy 
in  an  expensive  educational  process 
requires  specialization  in  knowledge 
and  in  educational  techniques.  It  is 
equally  true  and  unfortunate  that  most 
teachers  teach  medical  specializations, 
as  they  know  little  else.  It  is  true 
and  undesirable,  that  they  use  a 
highly  selected  patient  population  in 
many  cases.  It  is  true  and  disastrous 
that  the  younger  faculties  of  many 
schools  have  never  left  this  environ- 
ment, even  for  a moment.  It  is  true, 
and  a sorrow,  that  so  many  speak  with 
bias  and  from  lack  of  knowledge  of 
general  practice  and  its  practitioners. 
It  is  true  and  appalling,  that  with  all 
this  available  talent  our  students  are 
too  often  exposed  to  what  has  been 
called  with  delightful  accuracy  a sta- 
tistically random  exposure  to  knowl- 
edge. 

Hydra-Headed  Monster 

This  system  of  medical  education, 
and  the  practices  alluded  to  in  the 
foregoing  paragraphs  have  given  birth 
to  a hydra-headed  monster.  Special- 
ization has  fragmented  medical  care 
to  the  point  where  practically  no  one 
is  being  educated  to  assume  compre- 
hensive and  continuing  responsibility 
for  the  patient  and  his  family  regard- 
less of  age.  The  ranks  of  general 
practice  have  been  so  decimated  that 
we  are  approaching  total  specialty 
practice  in  this  country  and  will  essen- 
tially reach  this  goal  in  twenty  years 
if  present  trends  continue.  We  are 
treating  organ  systems,  disease  en- 
tities, age  or  sex  groups,  and  body 
orifices,  not  people.  Does  this  de- 
velopment portend  disaster  or  won’t 
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Labstix 

BRAND  REAGENT  STRIPS 


...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  —provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones-detects  ketone  bodies  in  urine- both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 


Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 


Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 
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it  make  much  difference  at  all?  We 
all  know  that  some  specialists  practice 
general  medicine  very  well.  We  also 
know  that  there  are  inherent  dangers 
when  a highly  specialized  physician 
does  a little  moonlighting  on  the  side. 
I refer  to  the  limited  viewpoint,  the 
lack  of  the  constant  need  to  know, 
complacency  with  the  attainment  of 
certified  success,  and  atrophy  of  un- 
practiced skills.  This,  coupled  with 
the  incomplete  identification  of  the 
patient,  makes  me  feel  that  the  total 
specialty  practice,  as  we  know  special- 
ists today,  will  limp  along.  But  it 
carries  the  real  danger  that  we  may 
not  meet  adequately  society’s  needs. 

Let  me  return  to  the  point  about 
atrophy  of  unpracticed  skills.  Every 
patient  does  not  need  a Cardiologist, 
or  Thoracic  Surgeon,  or  even  a Psy- 
chiatrist. Yet,  if  we  are  to  provide 
medical  care  through  doctors  of  medi- 
cine to  the  population,  these  specialists 
and  others  must  broaden  their  fields 
of  practice  sharply.  The  majority  of 
their  patients  will  not  require  their 
special  medical  knowledge,  so  the 
specialist  will  fall  prey  to  the  supposed 
sin  he  laments  so  righteously  in  our 
General  Practitioner  of  today. 

Public  Needs 

For  too  long  now  the  medical  edu- 
cators have  been  allowed  to  train 
physicians  from  a purely  scientific 
viewpoint.  For  too  long  the  medical 
educators  have  regulated  production 
of  physicians  to  give  the  public  what 
they  (the  medical  educators)  thought 
the  public  needed.  For  too  long  the 
medical  educators  have  ignored  what 
countless  studies  have  shown  the 
people  want,  and  in  essence  what  the 
people  really  need.  We  have  reached 
a point  in  time  where  it  has  become 
obvious  that  medical  education  is  too 
important  to  leave  solely  in  the  hands 
of  the  medical  educators. 

After  this  indictment  of  present  day 
medical  education  and  its  mentors,  I 
must  digress  slightly  to  justify  the  con- 
tinued need  for  the  General  Practi- 
tioner. The  recurring  question  must 
be  asked  again:  is  there  any  medical 
or  social  need  for  the  G.P.,  or  are 
we  trying  to  perpetuate  a method  of 
practice  socially  unjustified  and  scien- 
tifically indefensible?  In  short,  is  a 
numerical  decrease  in  G.P.’s  proof  of 
their  obsolesence?  Many  feel  this  is 
so,  using  the  same  logic  that  justifies 
amorality  by  pointing  out  a conco- 
mitant decrease  in  virtue.  I feel  that 
the  need  for  a personal  physician  of 
broad  interests  and  ability  has  been 
documented  by  valid  studies.  I cate- 


gorically reject  the  solution  suggested 
by  some  of  replacing  the  Generalist 
with  the  Internist  and  Pediatrician.  It 
falls  short  of  the  logical  goal,  which 
is  the  comprehensive  and  continuing 
responsibility  for  the  patient  and  his 
family,  regardless  of  age.  The  thought 
of  training  a super  type  of  Registered 
Nurse  or  other  technician  to  perform 
triage  is  particularly  repugnant  to  me, 
and  I believe  would  be  spurned  by  the 
public. 

In  further  support,  allow  me  to 
quote  from  a recent  address  by  former 
Associate  Justice  of  the  Supreme 
Court,  Charles  E.  Whittaker,  also  a 
member  of  the  Millis  Commission: 
"These  waning  declines  in  the  stature 
and  affluence  of  General  Practitioners, 
and  consequently  in  the  number  of 
young  physicians  attracted  to  and 
entering  that  field,  imperatively,  I sub- 
mit, need  to  be  checked  and  amelio- 
rated. It  surely  cannot  be  denied  that 
the  need  is  imperative  for  the  level 
of  physician,  to  which  the  family,  or 
members  of  the  family,  may  go  for 
diagnosis  and  treatment  of  their  day 
to  day  ills,  and  where,  if  competent 
diagnosis  indicates,  that  they  may  be 
referred  to  proper  specialists;  special- 
ists to  perform  trained  procedures  and 
provide  specialty  diagnosis  and  treat- 
ment of  novel  and  rare  diseases,  that 
they  may  suffer.  The  need  for  a level 
of  physicians  to  perform  day  to  day 
service,  and  referral  advice  to  the 
family,  is  now  a need,  I think,  more 
needed  than  ever  and  will  continue 
to  be  a necessity  throughout  the  fore- 
seeable future.” 

Yesterday  is  Dead 

I do  not  espouse  a theory  that  in 
essence  says,  if  it  was  good  enough  for 
grandfather  it  is  good  enough  for  me. 
I am  not  a collector  of  antiques.  I 
do  not  believe  that  because  a premise 
is  traditional  it  is  necessarily  good. 
General  Practice,  as  it  has  existed 
since  the  advent  of  medical  history,  is 
dead.  The  time  when  it  was  possible 
for  one  Physician  to  be  all  things  to 
all  people  is  past.  Also  past  into  limbo 
is  the  historical  horse  and  buggy  prac- 
titioner. The  last  rites  have  been  held 
for  the  bearded  old  gentleman  with 
kindly  countenance  and  frayed  cuffs — 
the  good  old  Doc,  who  supposedly 
relied  on  herbs,  tonics,  Hinkle  pills 
and  fate.  So  much  for  yesterday. 

Concept  Change 

Today  we  must  start  to  produce  a 
new  breed  of  G.P.  or  Family  Physi- 
cian. To  do  this,  we  the  practicing 
physicians,  who  feel  the  pulse  of  the 


public’s  desires,  must  change  the  whole 
concept  of  the  medical  educators,  of 
the  education  of  the  medical  student 
himself,  prior  to  receiving  his  M.D. 
degree.  We  must  educate  a physician 
to  obtain  a broad,  basic  core  of  knowl- 
edge in  all  areas  of  medicine;  a core 
better  understood  than  that  we  now 
provide  in  Medical  School  or  in  post- 
graduate training.  We  need  to  train  a 
physician  proficient  in  breadth,  in 
basic  techniques.  And  of  prime  im- 
portance, we  must  train  a physician  to 
assume  comprehensive  and  continuing 
care  for  the  patient  and  his  family 
regardless  of  age,  sex,  or  the  body 
orifice  involved. 

We  must  identify  this  core  of 
knowledge  and  teach  it  in  the  medical 
school.  We  could  then  produce  un- 
differentiated students  in  four  years. 
However,  they  would  not  be  undif- 
ferentiated due  to  haphazard  exposure 
to  knowledge  or  what  has  been  called 
with  delightful  accuracy,  a statistically 
random  exposure  to  knowledge.  We 
must  teach  them  and  make  them 
undifferentiated  students  by  true  de- 
sign. Their  background  then  would 
permit  any  one  of  many  subsequent 
education  courses.  One  of  these  would 
be  General  or  Family  Practice.  Fol- 
lowing graduation,  a planned  curricu- 
lum in  the  post-graduate  years  is  essen- 
tial to  success.  This  should  encompass 
from  two  to  three  years  of  post- 
graduate training.  These  years  of 
post-graduate  training  should  include 
additional  facts  and  skills  and  should 
not  simply  be  a review.  They  should 
be  planned  with  all  the  precision  and 
uniform  excellence  of  some  of  the 
better  residencies,  in  Ophthalmology, 
for  example.  It  would  be  formal  edu- 
cation, class  rooms,  laboratories  and 
all.  And  finally  at  the  end  of  the 
residency  there  would  be  the  Boards. 
These  Boards  must  examine  and 
meaningfully  certify  the  excellence  of 
these  physicians  to  practice  Family 
Medicine. 

If  the  program  which  has  been  out- 
lined could  be  accomplished,  it  should 
result  in  the  acceptance  of  the  General 
Practitioner  as  a professional  equal  of 
the  specialist,  not  in  the  same  area  of 
medicine  but  in  the  field  of  practice 
as  a whole.  A formal  program  with 
excellence  as  its  single  goal  would 
attract  modern  medical  students.  It 
would  gain  the  respect  of  specialty 
groups  because  it  would  be  education- 
ally sound  and  scientifically  justified. 
It  would  provide  the  people  with  a 
well  trained,  competent,  first  contact 
Physician  and  also  one  who  could 
accept  the  responsibility  for  continu- 
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ing  comprehensive  care  without  regard 
to  age  or  sex.  It  would  bring  back 
the  warm,  close  physician-patient  re- 
lationship, the  loss  of  which  we  have 
all  decried. 

If  in  the  next  ten  years  we  are  able 
to  identify  core  knowledge,  if  we  are 
able  to  create  excellent  formal  post- 
graduate courses  for  the  remainder, 
if  there  is  a system  of  continuing  cer- 
tification to  achievement,  and  then  if 
continuing  education  is  compulsory, 
then  General  Practice  will  survive.  It 
will  survive  because  it  provides  a nec- 
essary service  to  society  and  does  it 
better  than  any  other  method. 

Before  concluding,  and  in  further 
support  of  the  above  recommenda- 
tions, l would  like  to  quote  briefly 
from  the  recently  completed  Millis 
Commission  Report,  which  I believe 
reconciles  what  the  people  want  and 
what  they  need. 

1.  Teaching  should  stress  continuing 
comprehensive  patient  responsibility 
rather  than  the  episodic  handling  of 


acute  conditions  in  the  several  areas 
of  specialization. 

2.  A new  body  of  knowledge 
should  be  taught  in  addition  to  the 
medical  specialities  that  constitute  the 
bulk  of  the  present  program. 

3.  The  level  of  training  should  be 
on  a par  with  other  specialities. 

The  members  of  the  Pennsylvania 
Academy  of  General  Practice  are  also 
loyal  Members  of  the  Pennsylvania 
Medical  Society.  We  have  always 
been  content  to  allow  “Big  Brother” 
to  speak  for  us  in  councils  of  state, 
even  as  the  National  Academy  strives 
to  promote  unity  by  speaking  through 
the  AMA.  Now  we  ask  PMS  to  ac- 
cept these  premises: 

1.  That  there  IS  a need  for  the 
General  or  Family  Practitioner.  The 
need  for  him  is  as  the  organizer,  co- 
ordinator and  integrator  of  the  total 
medical,  paramedical  and  social  facil- 
ities within  a given  community,  there- 
by making  comprehensive  and  con- 
tinuing care  possible. 


2.  That  to  accomplish  this,  we  need 
to  bring  influence  to  bear  on  the  medi- 
cal educators  to  completely  overhaul 
and  change  their  concept  of  the  educa- 
tion of  the  student  prior  to  receiving 
his  M.D.  degree. 

3.  That  there  is  a place  for  the 
Practitioner  of  Family  Medicine  as  an 
integral  part  of  the  teaching  faculty. 

4.  That  the  Family  Practice  of 
Medicine  IS  a specialty,  and  should 
be  recognized  as  such  by  the  creation 
of  a Board  of  Family  Medicine  for 
such  certification. 

5.  That  PMS  has  the  talent,  ma- 
chinery, influence,  finances,  and  abil- 
ity to  give  us  immeasurable  aid  by 
actively  promoting  the  concept  of 
Family  Medicine,  and  should  begin  to 
do  so  promptly. 

6.  And  that  the  foregoing  would 
serve  to  promote  the  best  possible 
medical  care  for  the  citizens  of  the 
whole  country  and  more  particularly 
of  Pennsylvania. 


Free  British 
Medicine 
Questioned 

After  eighteen  years  of  operation, 
Britain's  policy  of  free  state  medicine 
is  facing  critical  evaluation.  The 
British  National  Health  Service,  es- 
tablished in  1948  as  the  nation’s  medi- 
cal profession  moved  rapidly  from 
general  to  specialized  skills,  is  being 
challenged  to  meet  new  problems  in 
the  fields  of  medical  education  and 
practice. 

In  Medical  Practice  in  Modern  Eng- 
land: The  Impact  of  Specialization 

and  State  Medicine,  Rosemary  Stevens 
examines  the  background  of  Britain’s 
new  medical  problems. 


Specialization  and  state  medicine, 
the  author  finds,  have  developed  side 
by  side  in  Britain.  As  a tool,  the  Na- 
tional Health  Service  shaped  the  basic 
implications  of  modern  medical  prac- 
tice there.  Now,  the  author  proposes, 
Britain  must  look  to  the  solution  of 
organizational  problems  posed  by  its 
system. 

This  book,  based  on  two  years'  re- 
search in  England  under  a grant  from 
the  United  States  Public  Health  Ser- 
vice, examines  patterns  of  medical 
care  in  England  and  Wales.  It  is  the 
first  part  of  a study  to  compare  medi- 
cal care  in  England  and  the  United 
States  where  recent  medicare  legisla- 
tion comes  at  a time  when  seven  of 
every  ten  physicians  practice  in  spe- 
cialized fields. 

While  it  solved  the  immediate  prob- 
lem of  financing  specialized  services, 


the  National  Health  Service’s  effect 
on  medical  education  and  practice  has 
produced  new  problems.  Britain  to- 
day is  facing  a changing  role  for  the 
general  practitioner  in  relation  to  the 
specialist,  demands  for  improved  ed- 
ucation and  training  and,  above  all, 
the  responsibility  for  ensuring  the 
highest  quality  medical  care  in  the 
wake  of  an  acute  shortage  of  doctors. 

Offers  of  high  salaries  and  profes- 
sional security  from  abroad  are  in- 
fluencing Britain’s  new  doctors  to  emi- 
grate. In  their  own  country,  British 
medical  students  must  train  for  the 
field  in  which  there  is  a need,  regard- 
less of  personal  interests.  Further, 
they  must  locate  where  a need  for 
their  specialty  exists.  As  a result,  young 
physicians  are  establishing  themselves 
elsewhere. 


Hypertension  Survey 

A national  survey  of  American 
adults  conducted  by  the  Public  Health 
Service,  U.S.  Department  of  Health, 
Education  and  Welfare,  reveals  that 
hypertension  is  the  most  commonly 
encountered  form  of  cardiovascular 
disease.  An  estimated  17  million 
Americans,  ages  18  through  79  years, 
have  definite  hypertension.  The  sur- 
vey further  reveals  that  10.5  million 


adults  suffer  from  definite  hyperten- 
sive heart  disease  which  is  a conse- 
quence of  hypertension. 

Findings  of  this  study  are  based  on 
data  from  a special  health  examina- 
tion of  approximately  6,700  adults 
examined  from  October  1959  through 
December  1962.  Examinees  are  rep- 
resentative of  the  total  adult  popula- 
tion in  terms  of  factors  such  as  age, 
race,  sex.  geographic  location. 

The  principal  purpose  of  the  study 


was  to  obtain  data  on  the  prevalence 
of  certain  chronic  diseases.  As  the 
most  common  form  of  cardiovascular 
disease,  hypertension  is  estimated  to 
exist  in  definite  form  in  15.3  percent 
of  the  adult  population.  The  preva- 
lence of  the  disease  increases  with 
age,  according  to  the  survey.  Also, 
men  were  found  to  be  more  suscep- 
tible than  women,  under  fifty  years 
of  age.  Above  this  age.  the  relation- 
ship is  reversed. 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B 1 2 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Available  Only  On  Prescription 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bc),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

(The  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


X THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

. < Cincinnati,  Ohio  45215 
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EDITORIALS 


Branded? 

I was  eating  lunch  in  the  Hospital 
cafeteria  the  other  day  and  a great 
idea  came  to  me.  Since  it  is  directed 
to  the  easing  of  a financial  burden  1 
think  I ought  to  share  it  with  you.  On 
second  thought,  it  may  be  that  you 
will  not  think  it  is  such  a great,  orig- 
inal idea  since  it  is  actually  only  an 
extension  of  a scheme  thought  up  by 
an  earlier  and  more  highly  trained 
social  planner. 

At  the  time,  I was  drinking  a cup 
of  tea.  The  tag  on  the  tea  bag  made 
me  recall  the  days  when  I affected 
rather  dark  blue  denim  shirts  and 
carried  a small  sack  of  tobacco  in  the 
shirt  pocket.  The  manufacturer’s  tag 
always  hung  out.  I never  did  learn 
to  roll  a passable  cigarette,  but  every- 
body knew  from  the  tag  that  I was 
already  man  enough  to  handle  Bull 
Durham.  During  all  this  reminiscing, 
I was  alternately  meditating  upon  the 
more  stirring  conceptual  scheme  of 
those  sociologists  who  are  promoting 
the  use  of  generic  names  for  drugs  by 
cajoling  me  to  be  non-specific  in  my 
prescription  writing.  I note,  by  the 
use  of  language  in  laws  to  be  passed 
by  the  Congress  and  in  regulations 


promulgated  by  our  state  legislators, 
that  they  are  trying  to  get  me  to  leave 
the  tag  off  my  drug. 

The  next  step  of  my  new  concept 
suddenly  became  clear.  If  one  is 
not  ridiculously  fussy  about  what 
brand  of  tranquilizer,  diuretic  or 
steroid  his  patient  gets,  it  ought  to  be 
possible  to  obtain  it  for  less  over-the- 
counter  money.  Most  of  us,  of  course, 
pride  ourselves  on  being  discriminat- 
ing about  things  which  matter.  But 
then,  a chemical  formula  is  quite  a 
definite  and  fixed  item  and  we  will 
apparently  be  forgiven  if  we  ignore 
coatings,  excipients,  vehicles,  propor- 
tions and  kinds  of  inert  substances 
and  things  like  that.  Anyway,  all  that 
could  be  regulated,  as  soon  as  we  can 
make  certain  changes,  by  an  agency 
of  the  U.  S.  Government. 

In  any  case,  now  that  you  have 
started  out  on  the  grand  road  of  my 
logic,  it  must  be  clear  to  you  that  if 
this  is  such  a fine  idea  we  ought  to 
extend  it.  If  we  can  get  meprobamate, 
and  all  those,  all  straightened  out  so 
that  we  don’t  have  to  stop  and  figure 
out  which  company  made  and  mar- 
keted the  drug,  why  not  go  on?  Why 
not  extend  this  planning  in  all  its 
communal  simplicity  to.  say,  tea? 


Tea  is  tea  and,  although  I am  aware 
of  green  and  black  and  orange  vari- 
eties, it  would  certainly  be  possible 
to  have  the  hospital  purchasing  agent 
go  for  simplicity  by  being  generic 
about  it  and  forget  about  Lipton,  Sa- 
lada,  Saxton,  to  say  nothing  of  the 
Great  Atlantic  and  Pacific  and  those 
many  other  people  who  care  enough 
about  their  labors  to  place  their  name 
on  their  product. 

If  we  eliminate  all  that  diversity 
we  could  certainly  rid  ourselves  of  the 
burden  of  being  discriminating  as  long 
as  we  can  remember  what  color  we 
want.  There  are  people  who  think 
that  we  Americans  are  suffering  from 
too  much  pluralism,  anyway. 

I must  admit  that  it  might  not  be 
less  expensive  until  we  manage  to  get 
a lot  more  regulations  written  and  en- 
forced. But  once  everybody  did 
everything  in  the  same  efficient  way, 
and  stopped  spending  money  to  find 
newfangled  ways  of  doing  things,  we 
could  develop  a really  smooth  efficient 
production  scheme. 

And  then  we  could  move  on  to 
other  bigger  things  like  salt,  vinegar, 
mustard,  pepper  and  ambulances. 

C B L 


Mail  Call 

Diabetes  Issue 

Dear  Dr.  Tinsman: 

Congratulations  on  the  Journal, 
Pennsylvania  Medicine,  of  October, 
1966,  with  the  several  very  excellent 
papers  on  diabetes  included  therein, 
and  particularly  the  contributions 
these  several  papers  put  upon  routine 
testing  of  patients  in  hospitals.  Al- 
though we  have  known  for  some  time 
that  routine  admissions  to  the  medical 
wards  or  to  medical  outpatient  clinics 
are  a high  yield  group  for  diabetes, 
there  has  been  insufficient  attention 
paid  to  these  people  as  contrasted  with 
other  high  yield  groups  in  the  com- 
munity, and  necessarily  they  should 
be  the  ones  most  embarrassing  in 
failure  to  identify  them  as  diabetics 
since  they  have  presented  themselves 


for  medical  attention.  I wonder  what 
out  of  state  distribution  you  have 
made  of  this  excellent  Journal,  and 
wondered  if  you  would  consider  either 
directly,  or  through  us  if  you  prefer, 
making  distribution  to  Regional  Of- 
fices, State  Health  Departments  and 
to  major  hospitals.  This  latter  might 
be  best  approached  through  an  edi- 
torial comment  in  the  journal  “Hos- 
pitals” suggesting  that  either  reprints 
or  the  entire  journal  would  be  mailed 
upon  request.  It  does  seem  to  me 
that  Pennsylvania  deserves  additional 
recognition  for  this  contribution  to 
diabetes  casefinding. 

I have  one  suggestion  to  make  with 
regard  to  the  article  on  Page  34.  If 
your  birth  certificates  in  Pennsylvania 
show  birth  weights  of  newborn  in- 
fants, it  appears  that  some  indication 
of  the  genetic  potential  for  diabetes 
in  the  two  communities  might  be  in- 
dicated by  the  proportion  of  birth 
rates  over  9 lbs.  A similar  thing  was 
done  in  Texas  a few'  years  ago  and 


apparently  clearly  identified  tw'o 
counties  with  an  excessive  genetic  po- 
tential for  diabetes  as  indicated  by 
high  proportions  of  overweight  births. 

Please  accept  my  sincere  congratu- 
lations to  yourself.  Dr.  Wilbar  and 
Dr.  Danowski  for  these  very  helpful 
contributions  to  literature  with  regard 
to  diabetes  casefinding. 

Sincerely  yours, 

Glen  W.  McDonald,  M.D. 
Chief.  Diabetes  and  Arthritis 
Branch 

Division  of  Chronic  Diseases 
Department  of  Health, 
Education  and  Welfare 

■ Dr.  Clarence  A.  Tinsman  is  Direc- 
tor of  the  State  Department  of 
Health's  Division  of  Chronic  Diseases. 

■ Editor's  note:  5,000  eight  page  re- 
prints have  been  ordered  for  the  dis- 
tribution suggested  in  Dr.  McDonald's 
letter. 
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fhe  full  74  grain  of  phenobarb  in  i 

takes  the  nervous 
...  helps  bring  out  the 


henaphen 

with  odcios 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


= ach  capsule  contains: 

^henobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2'/2  gr.) 162.0  mg. 

3henacetin  (3  gr.) 194.0  mg. 

fyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 


Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 


AM- 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


ROBINS 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemo 

Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0. 4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S , and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  Ks& 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rhe  umatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin, 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mu 
less  common  with  administration  of  oral  penicillin  than  with  intramusc 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness, 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin 
administered,  measures  for  treating  anaphylaxis  should  be  read 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  I 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamin 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ov 
growth  of  antibiotic-resistant  organisms,  in  such  a case,  antibiotic  c 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillm  K and  for  V-C 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg  (200.000  urn 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divid 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a d I 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  . 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  D 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  oi 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extr 
lion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500/ 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  d 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of 
gery,  parenteral  therapy  should  be  considered.  Mild  to  modero 
severe  pneumococcus  pneumonia  has  been  treated  effectively  \ J 
250  mg.  every  six  hours.  1 | 

In  staphylococcus  infections,  400,000  units  or  more  should  be  gi 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  prc 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  | 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syp 
should  have  a dark-field  examination  before  receiving  penicillin 
monthly  serologic  ^tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K U.S.P.,  125  mg  (200,000  units) 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800 
units)  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units) 

5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  inlormation  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


MEDICAL  SOCIETY 


NEWS 


Disaster  Meetings 
Planned 

Pittsburgh  will  be  the  site  of  a dis- 
aster medical  care  conference  for  the 
thirteen-county  Southwestern  Pennsyl- 
vania area  on  March  29,  1967.  It  will 
be  co-sponsored  by  the  Allegheny 
County  Medical  Society’s  Committee 
on  Disaster  Medicine  and  will  include 
discussions  of  the  packaged  disaster 
hospitals,  community  disaster  planning, 
the  surgery  of  trauma  and  the  full-time 
emergency  room  staff.  This  will  be  the 
fifth  in  a series  of  such  regional  con- 
ferences held  in  various  parts  of  the 
state.  It  will  be  followed  by  a state- 
wide meeting  scheduled  for  October 
19  in  Harrisburg  where  county  society 
representatives  who  have  attended  the 
regional  conferences  will  attend  to 
learn  the  latest  developments  in  the 
field. 


Donaldson  Awards 

Physicians  acquainted  with  news- 
paper, radio  and  television  personnel 
who  have  been  involved  in  the  pro- 
duction of  articles  or  programs  in  the 
field  of  medicine  and  health  are  asked 
to  invite  them  to  submit  entries  for  the 
annual  Walter  F.  Donaldson  Awards 
of  the  State  Society.  The  awards,  for 
outstanding  reporting  in  the  fields  of 
medicine  and  health,  are  presented 
in  three  categories — newspaper,  radio 
and  television.  The  winner  in  each 
category  receives  a $100  honorarium 
and  an  appropriately  inscribed  plaque. 
The  awards  are  for  articles  and  pro- 
grams published  or  produced  in  1966. 
March  1 is  the  deadline  for  entries. 
Information  is  available  through  the 
PMS  Council  on  Public  Service. 

Radio  Voice'  Honored 

Clarence  A.  Tinsman,  M.D.,  was 
honored  at  the  last  meeting  of  the 
PMS  Council  on  Public  Service  for  the 
time  he  is  donating  to  recording  the 
weekly  five-minutes  radio  show  pro- 
duced by  the  State  Society  and  broad- 
cast on  75  stations  across  the  state. 
Dr.  Tinsman,  of  Harrisburg,  director 
of  the  Division  of  Chronic  Diseases 


of  the  State  Department  of  Health, 
donates  a considerable  amount  of  his 
time  each  week  to  this  service  to  his 
State  Society. 

1967  Regional  Mental 
Health  Conferences 

Successful  Mental  Health  Confer- 
ences were  held  in  three  regions  dur- 
ing 1966;  Franklin,  Allentown  and 
Carlisle. 

Five  additional  Conferences  are 
planned  for  1967.  Tentative  sites  for 
the  panels  are: 

Region  I:  (Pittsburgh);  Allegheny, 
Armstrong,  Beaver,  Butler,  Fayette, 
Greene,  Indiana,  Lawrence,  Washing- 
ton and  Westmoreland  Counties. 

Region  III:  (Altoona);  Cambria, 
Bedford,  Blair  and  Somerset  Counties. 

Region  IV:  (Williamsport);  Brad- 
ford, Centre,  Clearfield,  Clinton,  Co- 
lumbia, Huntingdon,  Juniata,  Lycom- 


ing, Mifflin,  Montour,  Northumber- 
land, Snyder,  Sullivan,  Tioga  and 
Union  Counties. 

Region  V:  (Hazleton);  Lackawan- 
na, Luzerne,  Pike,  Susquehanna, 
Wayne  and  Wyoming. 

Region  VII:  (New  Hope  and 

Doylestown);  Bucks,  Delaware,  Ches- 
ter, Montgomery  and  Philadelphia 
Counties. 

Specific  times  for  each  meeting  will 
be  set  by  the  local  committees  planning 
the  conferences.  The  meetings  are  co- 
sponsored by  Pennsylvania  Mental 
Health,  Inc.  and  the  PMS  Council  on 
Scientific  Advancement. 

Child  Health  Ca  re 
Project  Grants 

Philadelphia  is  scheduled  to  receive 
in  excess  of  $2  million  as  part  of 
eleven  new  comprehensive  health  care 
projects  serving  children  and  youth 


PMS  Calendar 

PENNSYLVANIA  MEDICAL  SOCIETY  ANNUAL  SESSION 

1967:  September  27-30 

Sheraton  Hotel,  Philadelphia  (118th) 

1968:  October  7-12 

Penn-Sheraton  Hotel,  Pittsburgh  (119th) 

1969:  October  12-18 
Sheraton  Hotel,  Philadelphia 

(120th) 

OFFICER'S  CONFERENCE 

1967:  April  27-28 
1968:  April  25-26 
1969:  April  24-25 
1970:  April  16-17 

BOARD  MEETING 

1967  January  25-26 

New  Headquarters  Building 

March  15-16 

New  Headquarters  Building 

May  17-18 

New  Headquarters  Building 

August  2-3 

New  Headquarters  Building 

September  26-27 

Sheraton  Hotel,  Philadelphia  (Convention) 

1968  January  17-18 

New  Headquarters  Building 

March  20-21 

New  Headquarters  Building 

May  15-16 

New  Headquarters  Building 

August  7-8 

New  Headquarters  Building 
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Medical  Careers 
Get  Boost 

“Horizons  Unlimited,”  the  medical 
careers  handbook  mailed  in  October 
to  guidance  counselors  of  secondary 
schools  in  Pennsylvania,  rapidly  has 
become  the  most  wanted  publication 
in  the  health  careers  field  in  the  state. 
The  booklet,  coming  at  a time  when 
there  is  great  emphasis  on  getting  more 
people  interested  in  health  careers, 
was  prepared  by  the  American  Medi- 
cal Association.  The  impetus  to  pub- 
lish such  a handbook  came  from  the 
Pennsylvania  Medical  Society. 

The  Advisory  Committee  on  Medi- 
cal Student  Recruitment  of  the  Penn- 
sylvania Medical  Society’s  Council  on 
Public  Service  produced  a special  sec- 
tion for  the  handbook  to  pinpoint 
opportunities  for  education  and  train- 
ing in  the  health  field  in  Pennsylvania. 

The  reception  of  the  booklets  by 
guidance  counselors  was  rewarding. 
The  counselors  showed  the  handbooks 
to  school  officials,  librarians,  physical 
directors  and  school  nurses.  Requests 
for  additional  copies  followed.  One 
letter  said:  “We  thank  you  for  hav- 
ing   High  School  on  your  mail- 

ing list,”  and  cited  the  handbook  as 
one  with  “most  valuable  information 
for  guidance  counselors  and  teachers 
as  well  as  students.” 

The  State  Society  has  purchased 
10,000  copies  of  the  handbook  and  is  1 
distributing  them  free  to  colleges,  com- 
munity libraries,  career  committees, 
county  medical  societies,  career  orga- 
nizations and  to  newspaper,  radio  and 
television  editors  and  news  directors.  I 
Copies  are  available  for  PMS  mem-  | 
bers.  Physicians  interested  in  career  ! 
counseling  may  receive  “Horizons  Un- 
limited” by  sending  a postal  card  to 
the  State  Society. 


in  low  income  areas  recently  anr 
nounced  by  the  Children’s  Bureau, 
Welfare  Administration  of  HEW. 
Total  grants,  awarded  since  July  1965, 
exceed  $25  million. 

The  new  grants  and  projects 
awarded  to  the  Philadelphia  area  are: 

Jefferson  Medical  College,  $454,- 
412  to  establish  two  general  service 
centers  and  satellite  clinics  providing 
comprehensive  medical  services  to  chil- 
dren and  youth  living  in  the  extremely 
low-income  Hawthorne  and  Bella  Vista 
neighborhood  in  central  Philadelphia. 


Cooperating  will  be  the  United  Neigh- 
bors Association  and  the  Hall-Mercer 
Community  Mental  Health  Center. 

Hahnemann  Medical  College,  $331,- 
762  to  provide  medical  services  to 
about  2,000  children  under  eighteen 
living  in  a neighborhood  where  the 
median  family  income  is  under  3,500 
as  compared  to  a city  median  family 
income  of  $5,782. 

Woman's  Medical  College,  $464,468 
to  establish  and  service  comprehensive 
care  centers  for  children  living  in  the 
Abbottsford  and  Schuykill  Falls  low- 


income  housing  projects  where  the 
median  family  incomes  are  $2,770 
and  $2,514  respectively. 

St.  Christopher’s  Hospital  for  Chil- 
dren, $451,830  to  provide  comprehen- 
sive health  care  for  children  and  youth 
in  an  adjacent  deprived  neighborhood 
where  one  of  three  children  are  from 
families  receiving  public  assistance. 

The  Children’s  Hospital,  $443,950 
to  operate  a comprehensive  health  care 
program  in  adjacent  Southeast  Phila-  ! 
delphia  low-income  neighborhoods. 
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REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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Proceedings  of  the  House 

One  Hundred  Seventeenth  Annual  Session 
Pittsburgh,  Pennsylvania,  October  9-13,  1966 


The  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  con- 
vened its  One  Hundred  Seventeenth 
Annual  Session  at  3:00  p.m.,  October 
9,  1966,  in  the  Penn-Sheraton  Hotel, 
Pittsburgh , Pennsylvania,  with  Russell 
B.  Roth,  M.D.,  Speaker  of  the  House, 
presiding.  Rufus  M.  Bierly,  M.D., 
Chairman,  Committee  on  Credentials, 
reported  that  a quorum  was  present. 
The  Right  Reverend  Msgr.  Andrew 
J.  Pauley,  St.  Paid's  Cathedral,  Pitts- 
burgh, Pennsylvania,  gave  the  invoca- 
tion. 

The  first  meeting,  which  continued 
until  5:25  p.m.,  was  highlighted  by 
the  addresses  of  President  William  B. 
West,  M.D.  and  President-Elect  J. 
Everett  McClenahan,  M.D. 

The  second  meeting  convened  at 
3:00  p.m.,  Wednesday,  October  12, 
at  which  time  the  elections  took  place 
and  the  reports  of  the  Reference  Com- 
mittees on  Governmental  Relations 
and  Constitution  and  By-laws  were 
presented.  Prior  to  the  adjournment 
of  this  meeting  at  5:00  p.m.,  the 
House  of  Delegates  accepted  as  busi- 
ness of  the  House  the  proposed 
amendment  to  Paragraph  (j).  Section 
2,  Chapter  XIV,  of  the  By-laws,  con- 
tained in  the  Supplemental  Report  of 
the  Committee  on  Discipline,  in  order 
that  the  amendment  could  be  acted 
upon  at  the  third  meeting  of  the 
House  of  Delegates  if  it  was  the  desire 
of  the  House  to  do  so. 

The  final  meeting  of  the  House  of 
Delegates  convened  at  8:30  a.m., 
Thursday,  October  13,  at  which  time 
the  reports  of  the  remaining  six  refer- 
ence committees  were  presented  and 
Paragraph  (j),  Section  2,  Chapter 
XIV,  of  the  By-laws  was  amended. 

The  House  of  Delegates  approved 
the  recommendation  of  the  Board  of 
Trustees  and  Councilors  that  the  196 7 
annual  assessment  remain  at  $ 75.00 
for  each  full  dues-paying  active  mem- 
ber, with  $ 8.00  being  allocated  to  the 
Educational  Fund  of  the  Educational 
and  Scientific  Trust  and  $ 3.00  being 
allocated  to  the  Medical  Benevolence 
Fund. 

The  One  Hundred  Seventeenth  Ses- 
sion of  the  House  of  Delegates  ad- 


journed sine  die  at  10:45  a.m.,  Thurs- 
day, October  13,  1966. 

Committee  on  Rules 

William  F.  Brennan,  M.D.,  Chair- 
man, presented  the  following  report  of 
the  Committee  on  Rules,  which  was 
adopted  by  the  House: 

The  Committee  on  Rules  has  no 
changes  to  recommend  in  the  Stand- 
ing Rules  of  the  House.  However, 
in  order  to  avoid  a special  meeting 
of  the  House  on  Tuesday  morning, 
it  is  the  recommendation  of  the 
Committee  on  Rules  that  the  elec- 
tion of  officers  be  postponed  until 
the  afternoon  of  the  fourth  day  of 
this  Annual  Session  in  order  that 
the  elections  can  be  held  Wednes- 
day afternoon  as  presently  sched- 
uled. 

Necrology  Report 

The  House  stood  in  tribute  to  re- 
ceive the  following  necrology  report 
presented  by  Clarence  J.  McCullough, 
M.D.,  Chairman  of  the  Board  of 
Trustees: 

At  this  time  it  is  customary  to 
ask  you  to  give  a moment’s  thought 
to  our  members  who  may  have 
been  with  us  here  a year  ago,  but, 
in  the  past  months,  have  responded 
to  their  last  roll  call.  Their  names 
have  been  memorialized  in  county 
medical  society  bulletins  and  in  the 
Journal  of  the  Pennsylvania  Medi- 
cal Society. 

From  October  1,  1965,  to  August 
31,  1966,  we  have  lost  by  death 
224  members,  18  not  over  50  years 
of  age;  100  between  51  and  70; 
and  106  in  the  group  aged  71  to 
over  90.  Of  these  224  members, 
1 16  were  associates,  most  of  whom 
were  65  years  of  age  or  over. 

The  necrology  report  at  the  last 
annual  session  reported  the  loss  of 
223  members. 

May  we  pause  for  this  moment 
in  silence  and  respect  to  those  mem- 
bers who  have  passed  to  their  eter- 
nal reward  during  the  past  year. 

Report  of  the  Standing  Committee  on 
Constitution  and  By-laws 

M.  Louise  Gloeckner,  M.D.,  Chair- 
man, read  the  report  of  the  Stand- 


of Delegates 


ing  Committee  on  Constitution  and 
By-laws,  as  published  on  page  64 
of  the  Official  Reports  Booklet,  and 
proposed  amendments  to  the  Consti- 
tution and  By-laws  contained  in  the 
Official  Call  on  page  1 of  the  Official 
Reports  Booklet. 

Changes  in  Reference  Committee 
Personnel 

Speaker  Roth  announced  the  follow- 
ing changes  in  reference  committee 
personnel:  Dr.  Rufus  M.  Bierly, 

Luzerne  County,  would  serve  as  Chair- 
man, and  Dr.  Neal  Van  Marter,  Erie 
County,  was  added  to  the  Committee 
on  Credentials;  Dr.  Conrad  Etzel, 
Delaware  County,  would  replace  Dr. 
Robert  Brod,  Delaware  County,  on 
the  Reference  Committee  on  Public 
Service;  and  Drs.  Charles  J.  H.  Kraft, 
Wyoming  County,  and  George  B. 
Rush,  Beaver  County,  would  replace 
Drs.  Clayton  Barclay,  Philadelphia 
County,  and  Richard  B.  Magee,  Blair 
County,  on  the  Reference  Committee 
on  Reports  of  Standing  and  Special 
Committees. 

The  Speaker  also  reported  that  Dr. 
Carl  M.  Shetzley,  Bucks  County, 
would  serve  as  a Teller. 

Approval  of  Proceedings 

The  proceedings  of  the  One  Hun- 
dred Sixteenth  Annual  Session,  held  in 
Atlantic  City,  New  Jersey,  September 
21-24,  1965,  were  approved  as  pub- 
lished in  the  December,  1965,  issue 
of  The  Pennsylvania  Medical 
Journal. 

Remarks  of  President  of  Woman’s 
Auxiliary 

Mrs.  Lucian  J.  Fronduti,  President, 
Woman's  Auxiliary  to  the  Pennsyl- 
vania Medical  Society,  addressed  the 
House,  and  her  remarks  (Appendix  A, 
page  121)  were  referred  to  the  Refer- 
ence Committee  on  Reports  of  Stand- 
ing and  Special  Committees. 

Report  of  the  President 

William  B.  West.  M.D.,  President, 
presented  an  abbreviated  report  of  his 
address,  the  full  text  of  which  was 
distributed  to  the  House  of  Delegates. 
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This  report  was  presented  on  pages 
97-103  of  the  November,  1966,  issue 
of  Pennsylvania  Medicine. 

The  recommendations  contained  in 
President  West's  address  were  referred 
as  follows: 

To  the  Reference  Committee  on 
Governmental  Relations: 

Item  1,  regarding  more  effective 
disciplinary  provisions  in  the 
Medical  Practice  Act 
Item  5.  recommending  that  able- 
bodied  public  assistance  recipi- 
ents be  required  to  work 
Item  6,  urging  continued  support 
of  the  medical  examiners’  sys- 
tem 

Item  7,  urging  the  Council  on 
Governmental  Relations  to  de- 
velop legislative  proposals  to 
effectively  control  quacks  and 
cultists 

To  the  Reference  Committee  on 
Reports  of  Officers: 

Item  2,  urging  support  of  the 
proposed  loan  forgiveness  pro- 
gram of  the  Educational  and 
Scientific  Trust 

To  the  Reference  Committee  on 
Medical  Service: 

Item  3,  recommending  reevalua- 
tion of  the  Society’s  attitude 
toward  Title  XIX 
Item  4,  urging  the  right  of  phy- 
sicians to  bill  patients  directly 
under  all  circumstances 

Report  of  the  President-Elect 

J.  Everett  McClenahan,  M.D., 
President-Elect,  presented  an  abbrevi- 
ated report  of  his  address,  the  full 
text  of  which  was  distributed  to  the 
House  of  Delegates.  A summary  of 
this  report  was  published  on  pages 
108-115  of  the  November,  1966,  issue 
of  Pennsylvania  Medicine. 

The  recommendations  made  by 
President-Elect  McClenahan  were  re- 
ferred as  follows: 

To  the  Reference  Committee  on 
Medical  Service: 

Title  XVIII 
Title  XIX 
Malpractice 

Office  for  Dependents’  Medical 
Care 

Certification  of  Hospitals 
Blue  Cross — Hospital  Utilization 
Utilization  Review 
Health  Facility  Planning 
Hospital  Staff  Relationship 
Direct  Billing 
Hospitals 


To  the  Reference  Committee  on 
Governmental  Relations: 

State  Legislation 
Political  Policy 
Impartial  Medical  Witness 

To  the  Reference  Committee  on 
Scientific  Advancement: 

Medical  Schools 
Emergency  Rooms 
Mental  Health 
Council  on  Scientific 
Advancement 
Paramedical  Groups 
Board  of  Licensure 

To  the  Reference  Committee  on 
Reports  of  Officers: 

Membership — Dues 
Communications 
Organization 
Summary 

To  the  Reference  Committee  on 
Reports  of  Standing  and  Special  Com- 
mittees: 

Woman’s  Auxiliary 
Osteopathy 

Distinguished  Guests 

The  following  distinguished  guests 
were  presented  to  the  House: 

James  Z.  Appel,  M.D.,  Immedi- 
ate Past  President 
American  Medical  Association 
H.  Thomas  McGuire,  M.D., 
President 

Medical  Society  of  Delaware 
J.  Morris  Reese,  M.D.,  President 
Medical  and  Chirurgical  Facul- 
ty of  Maryland 

C.  Allen  Payne,  M.D.,  President 
Michigan  State  Medical  Soci- 
ety 

Joseph  R.  Jehl,  M.D.,  President 
Medical  Society  of  New  Jersey 
Robert  E.  Howard,  M.D.,  Presi- 
dent-Elect 

Ohio  State  Medical  Association 
Richard  E.  Flood,  M.D.,  Presi- 
dent 

The  West  Virginia  State  Medi- 
cal Association 

The  following  members  of  the  Stu- 
dent American  Medical  Association 
were  introduced  to  the  House: 

Philip  E.  Donaghue,  President, 
SAMA  Chapter, 

Jefferson  Medical  College 

D.  Lynn  Headings,  President, 
and 

Roger  Blair,  Treasurer,  SAMA 
Chapter, 

University  of  Pittsburgh  School 
of  Medicine 


Acceptance  of  Reports  and  Resolutions 

All  material  contained  in  the  Official 
Reports  Booklet,  including  Resolu- 
tions Nos.  66-1  through  66-23,  and 
Supplemental  Report  A of  the  Board 
of  Trustees  and  Councilors,  was  offici- 
ally entered  into  the  record  of  the 
House  for  deliberation  and  action. 

The  following  supplemental  reports 
were  entered  into  the  record  of  the 
House  of  Delegates  for  consideration 
and  action: 

Supplemental  Report  B of  the  Board 
of  Trustees  and  Councilors  (See 
Appendix  B,  page  122) 

Councilor,  Tenth  District  (See  Ap- 
pendix C,  page  122) 

Committee  on  Discipline  (See  Ap- 
pendix D,  page  122) 

Council  on  Public  Service  (See  Ap- 
pendix E,  page  123) 

The  following  three  resolutions,  re- 
ceived after  September  10,  1966,  were 
properly  accepted  as  business  of  the 
House  of  Delegates: 

Resolution  No.  66-24,  “Licensure 
for  Practical  Nurses  from  Approved 
Vocational  Schools,”  introduced  by 
Hunter  S.  Neal,  M.D.,  in  behalf  of 
the  Delaware  County  Medical  Society, 
referred  to  the  Reference  Committee 
on  Governmental  Relations. 

Resolution  No.  66-25,  “Medicare 
Fees,”  introduced  by  George  P.  Rose- 
rnond,  M.D.,  in  behalf  of  the  Phila- 
delphia County  Medical  Society,  refer- 
red to  the  Reference  Committee  on 
Medical  Service. 

Resolution  No.  66-26,  “Change  of 
Meeting  Time  of  House  of  Delegates,” 
introduced  by  David  Keck,  M.D.,  in 
behalf  of  the  Erie  County  Medical 
Society,  referred  to  the  Reference 
Committee  on  Reports  of  Officers. 

Finance  Committee  Report 

William  A.  Limberger,  M.D., 
Chairman,  presented  the  following  re- 
port for  the  Finance  Committee  of 
the  Board  of  Trustees  and  Councilors: 

A copy  of  the  proposed  budget  for 
1967  as  approved  by  the  Board  of 
Trustees  has  been  distributed  for  your 
information.  In  addition  to  the  1967 
figures,  it  contains  the  comparative 
figures  of  the  approved  budget  for 
1966  as  well  as  the  actual  expenditures 
incurred  during  the  first  six  months 
of  1966.  You  will  note  that  the  pre- 
liminary budget  calculations  for  1967 
showed  a deficit  of  $19,223.  The  Fi- 
nance Committee  held  two  extensive 
meetings  in  order  to  balance  this 
budget. 
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Various  council  and  committee 
chairmen  and  others  were  invited  to 
attend  the  second  of  these  meetings  to 
discuss  budget  requests.  As  a result 
of  these  meetings,  the  Finance  Com- 
mittee, while  attempting  to  be  equi- 
table and  just  to  the  programs  of  the 
Society’s  many  administrative  units, 
was  able  to  recommend  that  the 
Board  of  Trustees  adopt  a budget  with 
an  anticipated  surplus  for  1967  in  the 
amount  of  $7,727. 

On  page  seven  of  the  budget  you 
will  note  an  item  designated  “Medi- 
care.” This  budget  allocation  is  de- 
signed to  defray  the  cost  of  the  ad- 
ministrative expenses  involved  in  con- 
nection with  the  Society’s  responsibil- 
ities in  reviewing  Medicare  claims  for 
Blue  Shield.  The  Pennsylvania  Medi- 
cal Society  has  assumed  these  respon- 
sibilities at  the  request  of  Blue  Shield, 
as  outlined  in  the  annual  reports  of 
the  Board  of  Trustees  and  the  Council 
on  Medical  Service.  The  budget  fig- 
ure for  this  activity  was  calculated  on 
Blue  Shield’s  estimate  that  it  would 
refer  15,000  claims  annually  to  the 
Society  for  review  by  the  proper  com- 
mittees. The  Society  has  submitted  its 
budget  estimate  to  Blue  Shield  for  pro- 
viding this  service  and  has  requested 
reimbursement  for  this  amount.  Blue 
Shield,  in  turn,  has  submitted  this 
request  for  approval  to  the  Social 
Security  Administration.  If  the  Ad- 
ministration approves  payment  for  this 
service,  the  income  side  of  the  1967 
budget  will  show  an  increase  in  this 
amount;  if  it  is  not  approved,  further 
consideration  will  have  to  be  given  to 
the  question  of  providing  or  financing 
these  administrative  services. 

I would  like  to  take  this  opportunity 
to  say  just  a few  words  about  the 
financing  of  the  new  building.  I am 
sure  you  are  all  anxious  to  hear  how 
we  stand  on  this  particular  project. 
As  of  August  31,  1966,  of  the  esti- 
mated total  cost  of  $742,580  for  the 
construction  of  the  new  building, 
$330,842  has  been  paid.  This  money 
was  available  from  the  sale  of  securi- 
ties in  the  Replacement  Reserve  Fund 
and  the  surplus  for  1964  and  1965. 
This  leaves  an  estimated  balance  of 
$41  1 ,738  to  be  paid. 

We  hope  to  have  available  net  from 
the  sale  of  the  building  at  230  State 
Street  $135,000  or  better,  we  still  have 
a little  over  $34,000  in  cash,  as  well 
as  the  funds  for  depreciation  for  1966 
totaling  $9,500.  This  makes  a total 
of  $178,820  available  to  be  applied 
against  the  amount  still  to  be  paid. 
We  then  have  to  find  approximately 
$232,918  to  pay  off  the  balance. 


The  Board  of  Trustees  has  author- 
ized the  use  of  the  Contingency  Re- 
serve Fund  up  to  50  percent.  The 
value  of  this  fund  as  of  October  6,  was 
$151,850,  so  that  half  of  this  would  be 
$75,925.  If  we  should  decide  to  make 
use  of  this  fund  for  this  purpose,  the 
amount  required  for  long-term  finan- 
cing would  be  approximately  $157, 
000. 

At  the  end  of  the  year  of  1966, 
we  are  anticipating  that  if  the  present 
trend  continues,  we  should  have  a 
surplus  of  between  $40  thousand  and 
$50  thousand  which  we  would  prob- 
ably use  to  reduce  the  amount  neces- 
sary for  mortgaging  to  $110,000. 

At  any  rate,  I am  happy  to  report 
that  it  will  not  be  necessary  to  increase 
the  dues  or  ask  for  a special  assess- 
ment of  the  membership  to  help  pay 
for  the  new  building.  Funds  are  being 
made  available  for  a long-term  mort- 
gage at  5 percent  interest,  a very  low 
rate  of  interest  considering  today’s 
money  market.  This  rate  has  been 
secured  from  the  Cumberland  County 
National  Bank  and  Trust  Co. 

If  there  are  any  questions  regarding 
the  budget  or  the  financial  condition 
of  the  Pennsylvania  Medical  Society, 
please  attend  the  hearing  of  the  Refer- 
ence Committee  on  Reports  of  Offi- 
cers. Members  of  the  Finance  Com- 
mittee will  be  available  to  hear  opin- 
ions and  will  attempt  to  answer  any 
questions  which  arise. 

The  Finance  Committee  suggests 
that  the  House  of  Delegates  bear  in 
mind  as  it  considers  the  business  be- 
fore it  that  the  adoption  of  new  pro- 
grams or  expanded  projects  could 
quickly  wipe  out  this  anticipated  sur- 
plus. We  expect  to  note  and  evaluate, 
for  budgetary  purposes,  any  new  pro- 
grams which  you  approve,  and  to  pre- 
sent our  recommendations  for  dues  for 
1967  at  the  final  session  of  the  House 
on  Thursday. 

Committee  to  Nominate  Delegates  and 
Alternates  to  the  American  Medical 
Association 

John  F.  Hartman,  Jr.,  M.D., 
Chairman,  presented  the  following  re- 
port of  the  Committee: 

It  is  with  regret  that  the  name  of 
Daniel  H.  Bee.  M.D.  does  not  appear 
on  this  year's  list  of  nominees  for  dele- 
gates to  the  American  Medical  As- 
sociation. His  name  has  been  omitted 
at  his  own  request,  after  ten  years  of 
distinguished  service.  We  wish  to  take 
this  opportunity  to  thank  Dan  Bee 
for  another  task  well  done. 

From  all  sources  this  Committee  has 


received  good  reports  on  the  effective- 
ness of  the  representatives  of  the 
Pennsylvania  Medical  Society  to  the 
American  Medical  Association,  and 
since  it  is  anticipated  that  the  Society 
will  continue  to  be  entitled  to  twelve 
delegates  during  1967,  your  Commit- 
tee is  nominating  six  delegates  and  six 
alternates  to  serve  until  December  31, 
1968. 

The  Committee,  therefore,  nomi- 
nates the  following  as  delegates  to  the 
American  Medical  Association  for  the 
two-year  term  beginning  January  1, 
1967: 

John  S.  Donaldson,  Jr.,  M.D.. 
Allegheny  County 

Gilson  Colby  Engel,  M.D.,  Phil- 
adelphia County 

M.  Louise  Gloeckner,  M.D., 
Montgomery  County 

Park  M.  Horton,  M.D.,  Susque- 
hanna County 

William  A.  Limberger,  M.D., 
Chester  County 

William  B.  West,  M.D.,  Hunt- 
ingdon County 

For  alternate  delegates  to  the  Ameri- 
can Medical  Association  for  two-year 
terms  beginning  January  1,  1967,  the 
following  members  are  nominated: 

A.  Reynolds  Crane,  M.D.,  Phil- 
adelphia County 

Leo  C.  Eddinger,  M.D.,  Lehigh 
County 

Raymond  C.  Grandon,  M.D., 
Dauphin  County 

John  B.  Lovette,  M.D.,  Cambria 
County 

Malcolm  W.  Miller,  M.D.,  Phil- 
adelphia County 

George  A.  Rowland.  M.D.,  Co- 
lumbia County 

Respectfully  submitted, 

Allen  W.  Cowley,  M.D. 
John  B.  Montgomery,  M.D. 
John  F.  Hartman,  Jr.,  M.D., 
Chairman. 

Elections 

The  following  officers  and  others 
were  elected  on  Wednesday,  October 
12,  1966: 

President-Elect:  John  H.  Harris, 
Sr.,  M.D..  Dauphin  County 

First  Vice-President:  Charles  K. 
Rose,  Jr.,  M.D.,  Lehigh  Coun- 
ty 

Second  Vice-President:  Orlo  G. 
McCoy,  M.D.,  Bradford 
County 

Third  Vice-President:  F.  Gregg 
Ney,  M.D..  Crawford  County 

Fourth  Vice-President:  Charles 
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A.  Bikle,  M.D.,  Franklin 
County 

Secretary:  Allen  W.  Cowley, 

M.D.,  Dauphin  County 

Speaker,  House  of  Delegates: 
Russell  B.  Roth,  M.D.,  Erie 
County 

Vice-Speaker,  House  of  Dele- 
gates: William  Y.  Rial,  M.D., 
Delaware  County 

Trustee  and  Councilor,  Second 
District:  William  A.  Limber- 
ger,  M.D.,  Chester  County 
(five-year  term) 

Trustee  and  Councilor,  Fourth 
District:  George  A.  Rowland, 
M.D.,  Columbia  County  (two- 
year  term) 

Trustee  and  Councilor,  Eighth 
District:  James  A.  Biggins, 
M.D.,  Mercer  County  (five- 
year  term) 

Trustee  and  Councilor,  Eleventh 
District:  D.  George  Bloom, 

M.D.,  Cambria  County  (five- 
year  term) 

Delegates  to  the  American  Medical 
Association  (two-year  term,  January 
1,  1967,  to  December  1,  1968): 

John  S.  Donaldson,  Jr.,  M.D., 
Allegheny  County 

Gilson  Colby  Engel,  M.D.,  Phil- 
adelphia County 

M.  Louise  Gloeckner,  M.D., 
Montgomery  County 

Park  M.  Horton,  M.D.,  Susque- 
hanna County 

William  A.  Limberger,  M.D., 
Chester  County 

William  B.  West,  M.D.,  Hunt- 
ingdon County 

Alternate  Delegates  to  the  American 
Medical  Association  (two-year  term, 
January  1,  1967,  to  December  31, 
1968): 

A.  Reynolds  Crane,  M.D.,  Phil- 
adelphia County 

Leo  C.  Eddinger,  M.D.,  Lehigh 
County 

Raymond  C.  Grandon,  M.D., 
Dauphin  County 

John  B.  Lovette,  M.D.,  Cambria 
County 

Malcolm  W.  Miller,  M.D.,  Phil- 
adelphia County 

George  A.  Rowland,  M.D.,  Co- 
lumbia County 

Committee  to  Nominate  Delegates 
and  Alternates  to  the  American 
Medical  Association 

John  B.  Montgomery,  M.D., 
Philadelphia  County  (three- 
year  term ) 


Committee  on  Convention  Program: 

Jerome  Chamovitz,  M.D.,  Alle- 
gheny County  (three-year 
term ) 

John  H.  Killough,  M.D.,  Philadel- 
phia County  (three-year  term) 

James  A.  Collins,  Jr.,  M.D., 
Montour  County  (one-year 
term) 

Judicial  Council: 

Lewis  T.  Buckman,  M.D.,  Lu- 
zerne County  (five-year  term) 

District  Censors  (one-year  term): 
Adams,  James  H.  Allison;  Allegheny, 
Robert  A.  Schein;  Armstrong,  Arthur 
R.  Wilson;  Beaver,  Herman  Bush; 
Bedford,  Homer  W.  May;  Berks,  John 
C.  Stolz;  Blair,  John  W.  Hurst;  Brad- 
ford, Willis  A.  Redding;  Bucks,  Stan- 
ley F.  Peters;  Butler,  John  Shadle; 
Cambria,  Warren  F.  White;  Carbon, 
James  M.  Steele;  Centre,  H.  Richard 
Ishler;  Chester,  Robert  E.  Brant; 
Clarion,  Theodore  R.  Koenig;  Clear- 
field, Fred  Pease;  Clinton,  Samuel  C. 
Bower;  Columbia,  G.  Paul  Moser; 
Crawford,  John  E.  Lewis;  Cumber- 
land, Hans  S.  Roe;  Dauphin,  Ham- 
blen C.  Eaton;  Delaware,  John  B. 
Klopp;  Elk-Cameron,  James  L.  Hack- 
ed, Sr.,  Erie,  Joseph  M.  Faso;  Fayette, 
Othello  S.  Kough;  Franklin,  Albert 
W.  Freeman;  Greene,  William  W. 
Bartholomew;  Huntingdon,  Frederic 
H.  Steele;  Indiana,  Kenneth  H.  Say- 
ers; Jefferson,  Francis  J.  Trunzo; 
Lackawanna,  Clement  B.  Potelunas; 
Lancaster,  Charles  P.  Hammond; 
Lawrence,  Gerald  H.  Weiner;  Leb- 
anon, C.  Ray  Bell,  Jr.;  Lehigh,  Wil- 
lard C.  Masonheimer;  Luzerne,  Don- 
ald F.  Closterman;  Lycoming,  Wil- 
fred W.  Wilcox;  McKean,  Ralph  E. 
Hockenberry; Mercer,  Gilbert  H.  Diehl; 
Mifflin-Juniata,  John  R.  W.  Hunter, 
Jr.;  Monroe,  Walter  H.  Caulfield; 
Montgomery,  Elmer  R.  Place;  Mon- 
tour, Leslie  R.  Angus;  Northampton, 
John  A.  Hampsey;  Northumberland, 
George  R.  Wentzel;  Perry,  Paul  Kar- 
lik;  Philadelphia,  Charles  M.  Thomp- 
son; Potter,  Herman  C.  Mosch; 
Schuylkill,  Joseph  T.  Marconis;  Som- 
erset, Alexander  Solosko;  Susque- 
hanna, Raymond  C.  Davis;  Tioga, 
Joseph  M.  DiNardo;  Union,  Harold 
H.  Evans;  Venango,  James  H.  Mc- 
Clelland, Jr.;  Warren,  Robert  D.  Don- 
aldson; Washington,  Frank  D.  Haz- 
lett;  Wayne-Pike,  John  Petkus;  West- 
moreland, Leslie  S.  Pierce;  Wyoming, 
John  J.  Rinehimer,  Jr.;  York,  William 
C.  Langston. 


Resolution  of  Commendation 

George  P.  Rosemond,  M.D.,  in  be- 
half of  Philadelphia  County  Medical 
Society,  introduced  the  following  reso- 
lution, which  was  unanimously 
adopted: 

Whereas,  Considerable  empha- 
sis has  been  given  to  stimulating 
wide  interest  among  physicians  in 
the  scientific  program  at  this  year’s 
session  of  the  Pennsylvania  Medical 
Society,  and 

Whereas,  This  has  been  dem- 
onstrated by  the  excellent  series  of 
scientific  meetings  arranged  by  the 
Committee  on  Convention  Program, 
therefore,  be  it 

Resolved,  That  the  House  of  Dele- 
gates of  the  Pennsylvania  Medical 
Society  commend  the  Committee  on 
Convention  Program  for  its  out- 
standing efforts  on  this  phase  of  the 
State  Society  meeting. 

PamPAC  Presentation 

Robert  F.  Beckley,  M.D.,  Chair- 
man of  the  Board  of  PamPAC,  made 
the  following  presentation: 

On  the  event  of  the  1965  annual 
session  in  Atlantic  City,  New  Jersey, 
I came  before  you  to  report  upon 
PaMPAC  progress  and  accomplish- 
ment as  a means  for  making  medicine 
a stronger  voice  in  government.  I am 
making  no  such  report  today.  In  a 
very  real  sense,  the  8th  of  next  month 
is  reporting  day. 

However,  what  I want  to  say  today 
is  directly  related  to  our  progress  thus 
far,  to  whatever  role  we  have  played 
in  the  coming  elections  on  November 
8th,  and  to  any  future  accomplish- 
ment we  may  enjoy. 

While  the  political  action  movement 
is  a fairly  recent  development,  we  can 
take  considerable  pride  in  the  fact  that 
several  Pennsylvania  physicians  were 
working  for  the  establishment  of  a 
political  action  program  before 
AMPAC  was  formally  put  into  opera- 
tion. As  is  the  case  with  any  new 
program  the  initiating  and  implement- 
ing are  no  mean  task.  A prodigious 
amount  of  time  and  service  was  given 
by  two  men  in  particular.  Their  con- 
tribution has  done  much  to  place 
Pennsylvania  in  the  enviable  position 
it  now  holds  among  the  fifty  state 
political  action  committees. 

In  recognition  of  this  dedicated  ser- 
vice, the  PaMPAC  Board  has  insti- 
tuted an  honorary  life  membership  on 
the  PaMPAC  Board  of  Directors,  and 
has  unanimously  named  Thomas  W. 
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McCreary,  M.D.  and  Daniel  H.  Bee, 
M.D.  as  the  first  recipients. 

It  gives  me  a great  deal  of  pleasure 
to  make  this  presentation  to  Doctor 
McCreary  and  Doctor  Bee  in  recogni- 
tion of  a difficult  job  well  done. 

Reference  Committee  Reports 

Reference  Committee  on 
Governmental  Relations 

Brooke  Roberts,  M.D.,  Chairman, 
presented  the  following  report  of  the 
Committee,  which  was  amended  and 
adopted  by  the  House: 

Report  of  the  Council  on  Govern- 
mental Relations  (Official  Reports 
Booklet,  page  71 ). 

The  Reference  Committee  has  re- 
viewed the  report  of  the  Council  on 
Governmental  Relations  and  wishes  to 
compliment  the  Council  on  the  excel- 
lent job  which  it  has  done  during  the 
preceding  year.  Much  that  is  favor- 
able has  been  accomplished,  and,  al- 
though the  Council  has  been  frus- 
trated in  its  attempts  to  carry  out  cer- 
tain projects,  constructive  work  has 
been  carried  out  on  all  resolutions  and 
matters  referred  to  it  by  the  Board  of 
Trustees.  It  is  noted  with  interest  that 
the  Council  has  been  concerned  with 
the  administration  of  very  significant 
health  and  medical  problems  in  the 
Department  of  Public  Welfare,  and 
plans  to  make  recommendations  to  the 
Governor  and  Legislature  at  an  appro- 
priate date  in  this  regard;  such  con- 
cern is  particularly  important  at  this 
time  when  we  are  faced  with  the  im- 
plementation of  new  mental  health 
legislation  which  is  about  to  go  into 
effect. 

Resolution  66-5:  Veterans’  Bene- 

fits for  Non-Service  Connected  Dis- 
abilities (Official  Reports  Booklet, 
page  103) 

The  Reference  Committee  agrees 
with  the  spirit  of  the  Resolution  but, 
in  order  to  further  clarify  the  Resolu- 
tion, we  would  recommend  that  the 
Resolve  read  as  follows: 

Resolved,  “That  the  Pennsylvania 
Medical  Society  request  the  American 
Medical  Association  to  urge  the  Vet- 
eran’s Administration  to  begin  an  im- 
mediate study  of  the  impact  which 
Titles  XVIII  and  XIX  of  Public  Law 
89-97  will  have  on  its  patient  load  so 
that  the  Veteran’s  Administration  may 
be  prepared  to  readjust  its  facilities 
accordingly.”  Resolution  Adopted 
as  Amended. 

Resolution  66-6 : Relations  Between 
Medicine  and  Optometry  (Official  Re- 
ports Booklet,  page  103). 


The  Committee  agrees  in  principle 
with  the  content  of  the  Resolution  and 
has  observed  that  the  Council  has  been 
active  in  opposing  undesirable  legisla- 
tion of  this  nature  through  the  years. 
Resolution  Adopted. 

Resolution  66-7 : Standards  for 

Hospitals  Receiving  Federal  Funds 
(Official  Reports  Booklet,  page  103). 

The  Committee  agrees  with  the 
thesis  that  it  is  desirable  for  all  hos- 
pitals to  maintain  high  standards,  but, 
after  hearing  testimony,  recognizes 
that  it  might  be  impractical  to  have 
uniform  standards  for  all  types  of 
Federal  hospitals,  especially  small 
units  in  the  Armed  Forces.  It  is  also 
informed  that  all  Veteran’s  hospitals 
must  meet  the  standards  of  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals. It  therefore  recommends  that 
the  Resolution  be  modified  to  read  as 
follows: 

“ Resolved , That  the  Pennsylvania 
Medical  Society  urge  the  American 
Medical  Association  to  request  that 
the  Bureau  of  the  Budget  so  modify 
the  cost  accounting  system  of  Vet- 
eran’s hospitals  as  to  permit  com- 
parison with  cost  accounting  in  civilian 
hospitals  to  the  end  that  economy  and 
efficiency  in  patient  care  can  be  proper- 
ly assessed.”  Resolution  Adopted 
as  Amended. 

Resolution  66-9:  Medical  Practice 
Act  to  Define  Psychotherapy  (Official 
Reports  Booklet,  page  104). 

The  Committee  notes  that  this  same 
Resolution  was  introduced  last  year 
and  not  adopted.  After  hearing  con- 
siderable testimony,  the  Committee 
feels  that  the  situation  has  not  changed 
sufficiently  in  the  past  year  to  warrant 
reversal  of  the  action  taken  by  this 
House  in  1965.  Resolution  Not 
Adopted. 

Resolution  66-12:  Department  of 

Mental  Health  (Official  Reports  Book- 
let, page  104). 

The  Committee  heard  considerable 
testimony  on  this  Resolution  and  be- 
lieves departmental  reorganization  at 
this  time  might  jeopardize  proper  im- 
plementation of  the  Mental  Health 
and  Mental  Retardation  Act  of  1966. 

It  is  also  noted  that  this  problem 
has  been  under  consideration  by  the 
Council  on  Governmental  Relations 
and  the  Committee  feels  confident  that 
the  Council  is  keeping  abreast  of  cur- 
rent developments  and  the  need  for 
any  changes  in  departmental  organiza- 
tion. We  therefore  believe  that  this 
Resolution  and  its  subject  matter 
should  be  referred  to  the  Council  on 


Governmental  Relations.  Recom- 
mendation Rejected. 

Katharine  R.  Sturgis,  M.D.,  in  be- 
half of  the  Philadelphia  Delegation, 
introduced  the  following  substitute 
resolution  for  Resolution  No.  66-12: 

Whereas,  The  problem  of  men- 
tal health  is  of  growing  importance; 
and 

Whereas,  Mental  Health  is  an 
important  phase  of  the  overall  prob- 
lem of  health;  and 

Whereas,  Legislation  on  a com- 
munity plan  regarding  Mental 
Health  and  Mental  Retardation  has 
recently  been  passed  by  the  Legis- 
lature; and 

Whereas,  Proper  implementa- 
tion is  important  to  achieve  greatest 
effectiveness;  and 

Whereas,  Such  implementation 
can  best  be  accomplished  by  placing 
Mental  Health  in  the  Department 
of  Health  where  it  will  receive 
proper  recognition,  direction  and 
emphasis;  therefore  be  it 

Resolved,  That  the  House  of  Dele- 
gates of  the  Pennsylvania  Medical 
Society  recommend  that  the  Divi- 
sion of  Mental  Health  be  transferred 
into  the  Department  of  Health;  and 
be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  take  the  proper 
steps  to  encourage  this  transfer. 
Substitute  Resolution  Adopted. 

Resolution  66-22;  Hospital  Im- 
munity (Official  Reports  Booklet,  page 
108). 

The  Committee  heard  testimony  on 
this  Resolution  and  it  was  the  strong 
concensus  that  an  individual  who  re- 
ceives injury  which  is  attributed  to 
negligence  on  the  part  of  a hospital 
should  have  the  right  of  recovery. 
Resolution  Not  Adopted. 

Resolution  66-24:  Licensure  for 

Practical  Nurses  from  Approved  Vo- 
cational Schools. 

Whereas,  The  need  of  nursing 
care  in  this  country  is  critical;  and 

Whereas,  There  is  great  compe- 
tition for  the  young  high  school  stu- 
dent: and 

Whereas,  It  has  been  our  experi- 
ence that  this  age  person  makes  the 
best  of  nursing  trainees  because  of 
youthful  exuberance  and  ideals; 
therefore  be  it 

Resolved.  That  the  Pennsylvania 
Medical  Society  Council  on  Gov- 
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ernmental  Relations  draft  appropri- 
ate legislation  to  permit  licensure  of 

practical  nurses  trained  in  approved 

vocational  secondary  schools. 

The  Committee  is  in  accord  with  the 
premise  of  the  Resolution  that  there 
is  a growing  need  for  nursing  care  and 
that  the  shortage  of  nurses  in  many 
areas  is  critical,  however,  within  the 
last  six  months  legislation  supported  by 
the  State  Society  has  been  passed  re- 
quiring a high  school  education  for 
those  wishing  to  take  practical  nurse 
training.  The  Committee  does  not  wish 
to  go  on  record  as  favoring  a reduction 
in  standards  of  education  for  practical 
nurses.  Interesting  testimony  was  re- 
ceived during  the  hearing  suggesting 
inclusion  of  practical  nurse  training  in 
the  final  year  of  high  school.  The 
Committee  urges  that  some  means 
may  be  found  to  increase  the  number 
of  individuals  seeking  practical  nurse 
training.  To  this  end  we  recommend 
that  this  Resolution  be  referred  to  the 
Board  of  Trustees  with  instructions  to 
refer  it  to  the  appropriate  committee 
of  the  State  Society  in  the  hope  that 
some  means  might  be  found  to  accom- 
plish the  purpose  of  this  Resolution. 
Recommendation  Rejected.  Reso- 
lution Not  Adopted. 

Report  of  the  President. 

Item  1 — As  is  known  to  this  House, 
the  Speaker  referred  to  our  Committee 
certain  recommendations  made  in  the 
admirable  address  of  our  President. 
The  first  of  these  is  a recommendation 
with  regard  to  the  revision  of  the  Med- 
ical Practice  Act.  Our  Committee 
wholeheartedly  approves  of  this  rec- 
ommendation, and  notes  that  our 
Board  of  Trustees  has  already  acted 
by  appointing  a Special  Committee  of 
the  Board,  chaired  by  our  former 
President,  Dr.  Kern,  to  deal  with  this 
matter,  and  we  therefore  suggest  that 
this  portion  of  the  Report  be  directed 
to  that  Committee  for  their  informa- 
tion. 

Item  5 — The  second  subject  from 
the  President’s  address  brought  to  our 
attention  was  a recommendation  that 
able-bodied  recipients  of  Public  Assis- 
tance be  put  to  work  so  that  the  pay- 
ments were  pay  and  not  a dole.  The 
Committee  is  in  full  accord  with  these 
sentiments.  The  Committee  heard  in- 
teresting testimony  to  the  effect  that 
only  1 1 % of  Public  Assistance  recip- 
ients can  be  considered  able-bodied 
and  that  some  of  these  have  crippling 
emotional  problems  which  render 
them  unable  to  do  productive  work. 
The  Committee  also  noted  that  the 


Department  of  Public  Welfare  is  aware 
of  this  problem.  This  Committee  rec- 
ommends the  continuing  surveillance 
of  this  matter  by  the  appropriate 
Council,  and  urges  individual  mem- 
bers of  this  Society  to  act  through 
their  County  Offices  of  Public  Assis- 
tance with  the  support  of  their  County 
Medical  Societies,  to  discourage 
abuses. 

Item  6 — The  third  subject  referred 
had  to  do  with  the  recommendation 
for  the  support  of  the  establishment  of 
a Medical  Examiner  System  in  Penn- 
sylvania. Our  Committee  strongly  en- 
dorses this  recommendation  as  has  this 
House  on  previous  occasions. 

Item  7 — The  final  item  referred  to 
the  Committee  from  the  President’s 
Address  was  a recommendation  that 
the  Council  on  Governmental  Rela- 
tions consider  concrete  proposals  for 
state  legislation  to  control  more  effec- 
tively quacks  and  cultists.  In  this 
matter,  too,  our  Committee  is  in  full 
accord.  It  notes  that  there  is  existing 
legislation,  but  recognizes  that  such 
laws  are  not  being  properly  enforced. 
The  Committee  also  notes  that  the 
American  Medical  Association  is 
taking  a more  active  interest  in  this 
type  of  legislation. 

Report  of  President-Elect. 

To  our  Committee  also  were  re- 
ferred several  items  from  the  note- 
worthy address  of  our  President-Elect. 
The  first  of  these  was  his  recommenda- 
tion relative  to  the  establishment  of 
more  effective  liaison  between  the 
Pennsylvania  Medical  Society  and  the 
Department  of  Health  and  Depart- 
ment of  Public  Welfare.  The  Com- 
mittee recognizes  the  great  desirability 
of  close  working  relations  between 
these  organizations  and  our  Society 
and  has  determined  that  there  has  been 
a great  deal  of  liaison  through  the 
years.  We  endorse  future  efforts 
which  will  insure  continued  effective 
liaison. 

The  Second  item  referred  is  en- 
titled “Political  Policies.”  After  dis- 
cussion from  the  floor  in  which  Dr. 
McClenahan  participated  it  is  our  un- 
derstanding he  was  urging  that  the 
position  of  the  State  Society  in  legis- 
lative matters  should  be  a very  posi- 
tive one  and  that  it  should  be  known 
not  only  to  the  candidates  of  the  con- 
testing parties,  but  to  the  membership 
of  the  Society  and  the  public  at  large. 

Your  Committee  strongly  urges  the 
widest  possible  dissemination  of  firmly 
developed  legislative  policies  to  the 
legislators  and  our  membership,  and 


that  this  information  be  conveyed  to 
them  as  promptly  as  possible. 

The  final  item  referred  to  our  Com- 
mittee was  a recommendation  that  a 
system  of  impartial  medical  witnesses 
be  established  in  all  courts  of  the  Com- 
monwealth. 

Our  Committee  is  in  full  accord 
with  the  desirability  of  introduction  of 
such  rules  and  we  recommend  that 
this  matter  be  referred  to  the  Board  of 
Trustees  for  transmission  to  the  Com- 
mission on  Forensic  Medicine  with  the 
endorsement  of  this  House. 

Reference  Committee  on 

Constitution  and  By-laws 

M.  Louise  Gloeckner,  M.D.,  Chair- 
man, presented  the  following  report 
of  the  Committee,  which  was  adopted 
by  the  House: 

The  Reference  Committee,  after 
jointly  considering  the  proposed 
amendments  to  the  Constitution  and 
By-laws  (Official  Reports  Booklet, 
page  1)  and  Resolution  66-8  (Official 
Reports  Booklet,  page  103)  dealing 
with  the  same  subject,  feels  that  the 
proposed  changes  should  be  made. 
However,  the  Reference  Committee 
suggests  that  the  language  of  the  pro- 
posed amendments  be  amended  so  that 
Section  2 of  Article  VI,  of  the  Con- 
stitution dealing  with  the  composition 
of  the  House  of  Delegates  reads  as 
follows: 

“Section  2.  Composition — The 
House  of  Delegates  shall  be  composed 
of  (a)  delegates  elected  by  the  Com- 
ponent Societies  in  the  proportion  of 
one  delegate  for  every  one  hundred 
or  fraction  thereof  of  its  Active  Mem- 
bers in  this  Society  whose  dues  are 
paid  or  excused  as  of  December  31  of 
each  preceding  year,  whose  term  of 
office  shall  be  for  a term  of  one  year 
or  for  a term  in  excess  of  one  year  if 
such  Component  Society’s  by-laws 
provide  for  a longer  term  than  one 
year  provided  that  at  least  one  dele- 
gate or  alternate  be  elected  by  such 
Component  Society  each  year,  and 
whose  names  have  been  submitted  to 
the  office  of  the  Executive  Director 
of  the  Pennsylvania  Medical  Society 
as  instructed  by  the  Executive  Direc- 
tor, and  in  January  of  each  year  the 
Executive  Director  of  the  Pennsylva- 
nia Medical  Society  shall  certify  to 
each  Component  Society  the  number 
of  delegates  to  which  it  is  entitled 
during  the  current  year;  (b)  the  sec- 
retaries of  the  Component  Societies  in 
office  at  the  time  of  any  meeting  of  the 
House  of  Delegates;  and  (c)  ex- 
officio,  but  without  the  right  to  vote, 


JANUARY,  1967 


105 


the  Speaker  and  Vice-Speaker  of  the 
House  of  Delegates,  the  President, 
President-Elect,  the  Vice-Presidents, 
the  Secretary,  the  Trustees  and  Coun- 
cilors, and  the  members  of  the  Judi- 
cial Council  of  this  Society,  the  ex- 
presidents of  this  Society  and  the  pres- 
idents of  the  Component  Societies,  ex- 
cept that  any  of  the  foregoing  ex- 
officio  delegates,  other  than  those  pro- 
hibited from  so  doing  by  Article  V of 
this  Constitution,  may  at  the  same 
time  serve  as  voting  delegates  duly 
designated  as  such  by  their  respective 
Component  Societies,  and  except  that 
the  Speaker,  or  the  Vice-Speaker  when 
serving  as  Speaker,  shall  have  the 
right  to  vote  in  all  cases  where  his 
vote  would  change  the  result  of  a vote 
taken  other  than  a vote  decided  by 
ballot.”  Adopted,  and  Constitution 
so  Amended. 

It  is  further  recommended  that  Sec- 
tion 10,  Chapter  XVI,  of  the  By-laws 
dealing  with  the  Delegates  of  the  So- 
ciety be  amended  to  read  as  follows: 

“Section  10 — Delegates  to  this  So- 
ciety. Each  Component  Society  shall 
at  some  meeting  held  prior  to  June  1 
of  each  year  elect,  from  among  its 
members  who  are  Active  Members 
of  this  Society,  delegates  and  alter- 
nates to  the  House  of  Delegates  of 
this  Society  in  accordance  with  the 
provisions  of  Article  VI  of  the  Con- 
stitution. A Component  Society  may, 
if  it  so  desires,  hold  the  election  of  such 
delegates  and  alternates  during  the 
preceding  year.  In  such  event  the  by- 
laws of  the  Component  Society  shall 
contain  appropriate  provisions  for  de- 
termining the  manner  in  which  the 
elected  delegates  and  alternates  shall  be 
reduced  should  they  prove  to  be  a 
number  in  excess  of  those  to  which 
the  Component  Society  is  entitled  on 
the  basis  of  the  number  of  its  members 
as  of  December  31  of  such  preceding 
year,  and  appropriate  provisions  for 
the  designation  prior  to  June  1 of  ad- 
ditional alternates  and  delegates  should 
the  Component  Society  be  entitled  to 
more  than  those  elected  at  the  earlier 
election.”  Adopted  and  By-Laws  so 
Amended. 

Resolution  No.  66-3:  Qualifications 
for  Society  Officers  (Official  Reports 
Booklet,  page  102). 

The  Reference  Committee  agrees 
with  the  intent  of  Resolution  66-3,  but 
feels  that  additional  consideration 
should  be  given  to  this  matter.  There- 
fore, the  Reference  Committee  recom- 
mends that  Resolution  66-3  be  re- 
ferred to  the  Standing  Committee  on 
Constitution  and  By-laws. 


Resolution  No.  66-14:  By-laws’ 

Amendments  Regarding  the  Nomina- 
tion and  Election  of  Vice-Presidents, 
Delegates  and  Alternate  Delegates 
(Official  Reports  Booklet,  page  105). 

The  Reference  Committee  is  in  ac- 
cord with  the  intent  of  this  Resolution. 
It  also  is  acutely  aware  of  the  impor- 
tance of  such  a change  and,  therefore, 
feels  that  more  deliberation  in  this 
matter  is  necessary.  The  Reference 
Committee  is  of  the  opinion  that  this 
matter  should  be  referred  for  addi- 
tional study  to  the  Standing  Commit- 
tee on  Constitution  and  By-laws,  with 
the  recommendation  to  the  members 
of  the  House  of  Delegates  that  they 
correspond  with  the  Standing  Com- 
mittee on  Constitution  and  By-laws  in 
order  to  guide  that  committee  in  the 
preparation  of  final  recommendations. 

Reference  Committee  on 
Medical  Service 

John  H.  Harris,  Jr.,  M.D.,  Chair- 
man, presented  the  following  report  of 
the  Committee,  which  was  amended 
and  adopted  by  the  House: 

Report  of  Council  on  Medical  Serv- 
ice (Official  Reports  Booklet,  page 
75). 

Pennsylvania  Blue  Shield 

Prevailing  Fee  Program — Your 
Reference  Committee  approves  of  the 
work  of  the  Council  on  Medical  Serv- 
ice in  assisting  Pennsylvania  Blue 
Shield  in  the  continuing  development 
of  the  prevailing  fee  concept  and  the 
results  obtained  and  reported  concern- 
ing the  Prevailing  Fee  Pilot  Programs 
now  functioning  in  Pennsylvania.  This 
concept  has  been  approved  by  forty- 
one  county  medical  societies  in  Penn- 
sylvania and  appears  to  be  replacing 
fixed  fee  schedule  approaches  to  phy- 
sician reimbursement.  We  commend 
the  Council  on  Medical  Service  for 
its  efforts  in  this  regard. 

Public  Law  89-97  ( Part  “B”  Medi- 
care), and  portion  of  the  Board  of 
Trustees  and  Councilors  Report  re  co- 
operation with  Pennsylvania  Blue 
Shield — Your  Reference  Committee 
approves  the  actions  taken  by  the 
Board  of  Trustees  at  its  March,  1966 
meeting  in  connection  with  the  pos- 
sible role  the  Society  would  play  in 
assisting  Blue  Shield  in  fulfilling  its 
responsibility  as  the  administrative 
agent  for  the  Federal  Medicare  Pro- 
gram. Your  Reference  Committee 
also  approves  the  actions  taken  by  the 
Board  of  Trustees  at  its  May,  1966 
meeting  dealing  with  this  same  subject 
except  Item  4 which  states  “(the  Board 


of  Trustees)  determined  to  endeavor 
to  procure  reimbursement  for  the  So- 
ciety’s preparatory  costs  in  connection 
with  Part  B'  of  Medicare.”  Consider- 
able testimony  was  received  by  your 
Reference  Committee  expressing  grave 
concern  relative  to  accepting  govern- 
ment financial  support  to  defray  the 
Society’s  administrative  expenses  in 
connection  with  Part  “B”  of  Medi- 
care. In  view  of  this  grave  concern, 
and  further  in  view  of  the  fact  it  is 
still  too  early  to  accurately  determine 
what  the  review  work  load  will  be, 
your  Reference  Committee  recom- 
mends that  this  subject  be  referred 
back  to  the  Board  of  Trustees.  We 
feel  that  the  Board  of  Trustees’  May 
action  was  premature  and  should  be 
reconsidered  in  light  of  actual  experi- 
ence. 

Pennsylvania  Blue  Cross  Plans,  in- 
cluding Item  4,  Supplemental  Report 
B,  Board  of  Trustees  and  Councilors, 
and  the  pertinent  portion  of  the  Presi- 
dent-Elect’s Report. 

Your  Reference  Committee  com- 
mends the  Council  on  Medical  Service 
for  initiating  a more  active  liaison  with 
the  Pennsylvania  Blue  Cross  Plans. 

Further,  we  approve  in  principle  the 
Council’s  plan,  approved  by  the  Board 
of  Trustees,  to  assume  a prominent  and 
active  role  in  assuring  the  proper  func- 
tioning of  hospital  utilization  com- 
mittees required  under  Medicare.  We 
endorse  the  position  of  our  President- 
Elect  with  regard  to  encouraging  the 
development  of  active  hospital  utiliza- 
tion committees  which  would  func- 
tion on  the  basis  of  reviewing  all  ad- 
missions and  all  discharges  on  a sample 
or  other  basis. 

Veterans’  Administration 

Your  Reference  Committee  has  pre- 
viously indicated  its  approval  of  the 
concept  of  the  payment  of  prevailing 
fees.  Therefore,  we  approve  the  Coun- 
cil’s recommendation  and  the  Board 
of  Trustees’  action  in  rejecting  a con- 
tract with  the  Veterans’  Administra- 
tion based  on  a fixed  fee  schedule. 

Dependents’  Medical  Care  Pro- 
gram, including  the  pertinent  por- 
tion of  the  President-Elect’s  Report, 
and  Item  5,  Supplemental  Report  B, 
Board  of  Trustees  and  Councilors. 

Your  Reference  Committee  was 
pleased  to  learn  that  formal  negotia- 
tions are  now  under  way  to  replace 
this  contract  which  is  based  on  Blue 
Shield  Plan  “B”  with  a new  contract 
utilizing  the  prevailing  fee  concept. 
We  approve  extending  the  present  con- 
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tract  through  January  31,  1967  in 
order  to  provide  the  Council  on  Medi- 
cal Service  with  adequate  time  to  com- 
plete these  negotiations. 

State  Workmen’s  Insurance  Fund 

Although  your  Reference  Commit- 
tee approves  of  the  Council’s  decision 
to  delay  seeking  improvements  in  fees 
paid  by  the  Workmen's  Fund  until 
the  prevailing  fee  concept  is  in  general 
use  in  Pennsylvania,  we  urge  the 
Council  to  pursue  active  negotiations 
with  the  Fund  and,  if  possible,  replace 
the  present  fixed  fee  schedule  with  a 
program  based  on  the  prevailing  fee 
approach. 

Bureau  of  Vocational  Rehabilitation 

Your  Reference  Committee  com- 
mends the  Council  on  Medical  Service 
for  initiating  discussions  with  the  inter- 
departmental Subcommittee  on  Fees 
for  Medical  Care  of  the  Governor’s 
Council  on  Human  Services.  We 
recommend  that  the  Council  continue 
in  its  efforts  to  obtain  more  realistic 
fees  for  services  provided  by  Pennsyl- 
vania physicians  under  the  Program  of 
Vocational  Rehabilitation  and  for  ex- 
aminations conducted  in  connection 
with  the  Federal  Social  Security  Dis- 
ability Benefit  Program. 

Society-endorsed  Insurance  Programs 

Your  Reference  Committee  was 
pleased  to  learn  that  the  Council  on 
Medical  Service  successfully  negoti- 
ated a substantial  decrease  in  premiums 
for  policy  holders  in  the  age  45  and 
over  bracket.  We  commend  the  Coun- 
cil for  maintaining  close  supervision 
over  insurance  plans  endorsed  by  the 
Society  and  we  recommend  these  pro- 
grams to  the  membership. 

Keogh  Legislation 

Your  Reference  Committee  ap- 
proves of  the  cautious  approach  taken 
by  the  Council  on  Medical  Service  with 
regard  to  endorsing  the  Professional 
Retirement  Organization  Program  and 
other  plans  for  State  Society  members 
under  the  Keogh  Law.  The  committee 
recommends  that  the  Council  on 
Medical  Service  continue  to  study 
developments  in  this  field  and  to  with- 
hold endorsement  of  any  program  at 
this  time. 

Malpractice  Insurance  in  Pennsyl- 
vania, including  the  pertinent  portion 
of  the  President-Elect’s  Report. 

Your  Reference  Committee  com- 
mends the  Council  on  Medical  Service 
for  initiating  a study  in  depth  of  the 
problems  involved  in  this  important 


and  complex  field.  During  our  hear- 
ing, we  were  informed  by  representa- 
tives of  the  Council  that  they  are 
studying  the  possibility  of  endorsing  a 
group  malpractice  program  for  Society 
members  as  a means  of  increasing  the 
availability  of  coverage.  A final  report 
on  the  feasibility  of  establishing  such 
a program  will  be  made  available  dur- 
ing the  coming  year. 

Commission  on  Hospital  Relations, 
including  the  pertinent  portion  of  the 
President-Elect’s  Report. 

Your  Reference  Committee  is 
pleased  to  note  this  Commission’s 
efforts  to  effect  active  and  continuing 
liaison  with  representatives  of  the 
Pennsylvania  Hospital  Association. 
Your  Reference  Committee  not  only 
approves  of  such  liaison  but  recom- 
mends that  the  Commission  renew  its 
efforts  to  maintain  lines  of  communi- 
cation and  provide  a forum  for  dis- 
cussion of  matters  of  mutual  interest. 
We  agree  with  the  recommendations 
of  our  President-Elect  and  urge  that 
the  Commission  on  Hospital  Relations 
implement  this  program. 

Hospital  Planning  in  Pennsylvania, 
including  the  pertinent  portion  of  the 
President-Elect’s  Report. 

The  establishment  of  voluntary 
area-wide  hospital  planning  groups  in 
Pennsylvania  is  of  paramount  impor- 
tance. The  Council  on  Medical  Serv- 
ice should  be  congratulated  for  recog- 
nizing the  importance  of  hospital  plan- 
ning and  in  initiating  the  request  for 
the  establishment  of  a separate  com- 
mission on  health  facility  planning. 
We  hope  that  the  new  commission  will 
exert  every  effort  to  encourage  the  de- 
velopment of  voluntary  regional  plan- 
ning groups  throughout  the  Common- 
wealth and  take  appropriate  action  to 
insure  physician  participation  in  such 
planning  groups  as  may  be  established. 

Resolution  65-14:  Minimum  Stan- 
dards of  Hospitalization  Insurance. 

Your  Reference  Committee  ap- 
proves of  the  handling  of  Resolution 
65-14  which  is  now  before  a Subcom- 
mittee of  the  Governor’s  Hospital 
Study  Commission.  We  recommend 
that  the  Council  on  Medical  Service 
furnish  a report  dealing  with  the  im- 
plementation of  this  important  Reso- 
lution prior  to  the  1967  meeting  of 
the  House  of  Delegates. 

Pennsylvania  Medical  Care  Pro- 
gram, including  the  pertinent  portion 
of  the  President-Elect’s  Report. 

Your  Reference  Committee  was 
gratified  to  learn  that  the  Pennsylvania 


Medical  Care  Program  has  now  been 
expanded  to  include  every  Councilor 
District  in  Pennsylvania.  Through  the 
efforts  of  the  Council  on  Medical 
Service,  Review  Committees  and  Phy- 
sicians’ Advisory  Committees  to  Blue 
Cross  are  now  available  to  provide 
professional  advice  to  the  insurance 
and  pre-payment  industry. 

Report  of  Board  of  Trustees  and 
Councilors  re  Specialty  Organization 
Meetings  (Official  Reports  Booklet, 
page  17,  including  the  pertinent  por- 
tion of  the  President-Elect’s  Report). 

Your  Reference  Committee  ap- 
proves of  the  actions  taken  by  the 
Board  of  Trustees  at  their  special  meet- 
ing on  December  5,  1965,  with  repre- 
sentatives of  the  State  Societies  for 
Anesthesiology,  Radiology,  Pathology, 
and  Physiatry,  and  we  urge  this  House 
to  reaffirm  its  support  to  the  members 
of  each  of  these  organizations  in  their 
quest  for  the  right  to  practice  on  a 
fee-for-service  basis.  Further,  we  are 
in  complete  agreement  with  the  recom- 
mendations of  the  President-Elect  on 
this  subject. 

Resolution  66-1:  Pennsylvania 

Medical  Assistance  Program  (Official 
Reports  Booklet,  page  102). 

Your  Reference  Committee  in  con- 
sidering this  Resolution  reviewed  in 
detail  the  address  of  the  President- 
Elect  and  heard  testimony  from  mem- 
bers of  our  Medical  Advisory  Com- 
mittee to  the  Department  of  Public 
Welfare.  We  were  gratified  to  learn 
from  Dr.  Thomas  W.  Georges,  Spe- 
cial Assistant  to  the  Secretary  of  the 
Department  of  Public  Welfare,  that 
the  Department  is  in  complete  agree- 
ment with  the  intent  of  this  Resolution 
and  has  adopted  a position  favoring 
the  use  of  Pennsylvania  Blue  Shield 
as  the  fiscal  administrator  for  the 
Title  XIX  program.  Further,  Dr. 
Georges  indicated  in  his  testimony  that 
the  Department  is  committed  to  the 
concept  of  prevailing  fees  in  lieu  of 
fixed  fees.  However,  the  Department’s 
ability  to  reimburse  physicians  under 
this  program  is  conditioned  on  suffi- 
cient appropriations  by  the  State  Legis- 
lature. 

The  Federal  Medicare  Law  makes 
mandatory  the  payment  of  reasonable 
fees  under  Title ' XVIII  “B”;  how- 
ever, during  the  hearing  it  was  pointed 
out  that  Title  XIX,  which  pertains  to 
state  medical  assistance  programs, 
does  not  require  the  payment  of  rea- 
sonable fees.  Therefore,  your  Refer- 
ence Committee  recommends  deletion 
of  the  fifth  Whereas.  Also  for  the 
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sake  of  clarity,  your  Reference  Com- 
mittee recommends  the  insertion  of  the 
phrase  “Title  XVIII  B'  ” in  the  third 
Whereas  following  the  words  “the 
Federal  Medicare  Law,”  and  the  dele- 
tion of  the  words  “to  correct  this  de- 
ficiency” from  the  Resolve. 

Resolution  No.  66-1,  as  amended 
and  adopted,  reads  as  follows: 

Whereas,  The  Commonwealth 
of  Pennsylvania  has  instituted  a 
Medical  Assistance  Program  (MA) 
superseding  the  old  state  Medical 
Assistance  for  the  Aged  and  Pur- 
chase of  Hospital  Care  programs, 
in  order  to  cover  the  medical 
care  for  the  needy  of  all  ages  in 
Pennsylvania;  and 

Whereas,  This  program  was 
made  possible  by  “Title  XIX”  of  the 
Federal  “Medicare”  law;  and 

Whereas,  The  Federal  Medicare 
Law,  Title  XVIII  “B”,  provides  a 
fee  for  payment  to  physicians  for 
recipients  of  “Medicare”  indi- 
cated as  “a  reasonable  fee”;  and 

Whereas,  The  present  fee  sched- 
ule for  professional  services  ren- 
dered to  the  MA  recipients  in  Penn- 
sylvania is  the  fee  schedule  pres- 
ently established  by  the  Pennsylva- 
nia Department  of  Welfare  for  the 
care  of  the  indigent,  with  an  in- 
crease up  to  the  present  Plan  A 
Blue  Shield  fee  schedule  under  con- 
sideration by  the  Pennsylvania  state 
legislature;  therefore  be  it 

Resolved,  That  the  Pennsylvania 
Medical  Society  increase  its  past 
acknowledged  efforts  by  using  every 
means  within  the  law  to  immedi- 
ately bring  about  payment  of  a “rea- 
sonable fee”  for  services  rendered 
by  physicians  to  recipients  of  medi- 
cal care  under  the  Pennsylvania 
Medical  Assistance  Program. 

Resolution  66-15:  The  Right  to 

Bill  Patients — Title  XIX  of  Public 
Law  89-97  (Official  Reports  Booklet, 
page  106) 

Your  Reference  Committee  has 
given  careful  consideration  to  this 
Resolution  and  to  the  fourth  recom- 
mendation in  President  West’s  address, 
and  after  considering  all  of  the  testi- 
mony presented  recommends  the  re- 
jection of  the  Resolution.  At  the  same 
time  your  Reference  Committee  pro- 
poses, in  the  event  that  this  Resolution 
is  rejected,  to  offer  an  affirmation  of 
the  principle  that  physicians  must  re- 
tain the  right  to  bill  directly  those 
patients  who  have  the  financial  capac- 


ity to  pay  their  own  bills  or  who  have 
the  capacity  to  secure  protection  in 
this  regard  through  the  voluntary  in- 
surance mechanism.  Resolution  Not 
Adopted. 

It  is  now  the  Reference  Committee’s 
recommendation  that  the  Pennsylvania 
Medical  Society  affirm  the  principle 
that  the  physician  must  retain  the  right 
to  bill  directly  those  patients  who  have 
the  capacity  to  pay  their  own  bills  or 
who  have  the  capacity  to  secure  pro- 
tection in  this  regard  through  the 
voluntary  insurance  mechanism. 

Resolution  66-17:  Philadelphia 
Blue  Cross  Policy  (Official  Reports 
Booklet,  page  106) 

While  your  Committee  is  sympa- 
thetic with  the  general  tenor  of  this 
Resolution,  nevertheless  the  Commit- 
tee does  not  recommend  its  adoption 
at  this  time  because  we  are  of  the 
opinion  that  a review  mechanism  is 
the  proper  procedure  for  the  handling 
of  matters  of  this  nature,  and  further 
in  this  specific  instance,  because  a re- 
view mechanism  has  been  set  up  in 
the  Second  Councilor  District  and  will 
begin  to  function  on  November  9, 
1966. 

During  the  hearing  it  became  clear 
that  Blue  Cross  has  been  remiss  in 
communicating  with  its  policyholders 
concerning  the  limitations  in  benefits 
contained  in  the  Subscribers’  Agree- 
ment. Your  Reference  Committee 
recommends  that  this  Resolution  and 
these  comments  be  referred  to  the 
Council  on  Medical  Service  with  direc- 
tion to  consider  with  Philadelphia 
Blue  Cross  the  obvious  communica- 
tions deficiency  existing  between  it  and 
its  policyholders  and  the  other  alle- 
gations contained  in  this  Resolution. 

Resolution  66-23:  Hospital  Out- 

patient Service  (Official  Reports  Book- 
let, page  108) 

No  testimony  was  presented  regard- 
ing this  Resolution.  The  Committee 
feels  this  Resolution  is  inappropriately 
directed  and  therefore  recommends 
its  rejection.  Resolution  Rejected. 

Resolution  66-25:  Medicare  Fees 

(Delegates  Packet) 

Whereas,  The  provisions  of  the 
“Medicare  Law”  provide  for  pay- 
ment of  physicians’  services  ren- 
dered to  all  persons  entitled  to 
“Medicare”  benefits;  therefore  be  it 

Resolved,  That  the  fee  for  service 
principle  should  prevail  with  respect 
to  “Medicare”  fees  collected  on 
ward  and  clinic  patients;  and  be  it 
further 


Resolved,  That  the  physician  who 
renders  such  services  to  “Medicare” 
patients  should  collect  this  fee  per- 
sonally. 

Your  Reference  Committee  favors 
adoption  of  this  Resolution.  However, 
in  the  interest  of  clarity,  we  recom- 
mend that  the  House  take  action  on 
the  following  consolidated  substitute 
Resolve: 

“Resolved,  That  Medicare  bene- 
ficiaries holding  Part  B’  Medicare 
Insurance  are  private  patients,  and 
that  in  all  instances  billing  and  col- 
lection of  usual  and  customary  fees 
by  attending  physicians  having 
major  medical  management  respon- 
sibility is  appropriate  and  desirable.” 
Resolution  Adopted  as  Amended. 

Reference  Committee  on  Reports 
of  Officers 

Whittier  C.  Atkinson,  M.D., 
Chairman,  presented  the  following 
report  of  the  Committee,  which  was 
adopted  by  the  House: 

Report  of  Board  of  Trustees  and 
Councilors  (Official  Reports  Booklet, 
page  9,  and  including  Items  1,  2,  and 
3,  Supplemental  Report  B.  Appendix 
B.  page  122) 

The  Committee  notes  with  pleasure 
that  there  was  a surplus  in  1965  of 
$58,714  which,  upon  the  recommen- 
dation of  the  Finance  Committee,  the 
Board  transferred  to  the  Building 
Fund  to  help  defray  the  cost  of  the 
new  headquarters  building. 

The  Committee  notes  with  pleasure 
the  activity  of  the  Benjamin  Rush 
Committee  and  feels  that  it  continues 
to  be  a fine  public  relations  program 
for  the  Society.  We  encourage  all 
county  medical  societies  to  avail  them- 
selves of  the  benefits  of  this  program. 

The  Reference  Committee  views  the 
activity  of  the  Building  Committee 
with  pride  and  pleasure  for  a job  well 
done. 

Your  Reference  Committee  heard 
considerable  testimony  with  regard  to 
the  creation  of  a Department  of  Com- 
munications. The  Committee  under- 
stands that  the  Board  of  Trustees  con- 
sidered this  matter  again  at  its  meet- 
ing immediately  preceding  this  annual 
session  and  instructed  the  Chairman 
of  the  Board  to  appoint  an  Ad  Hoc 
Committee  to  study  this  matter  exten- 
sively. The  Reference  Committee  con- 
curs with  the  action  of  the  Board  of 
Trustees. 

The  Reference  Committee  endorses 
the  Board’s  recommendation  that  the 
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site  for  the  annual  session  presently 
proposed  for  1967  be  in  Philadelphia, 
September  27-30,  1967. 

The  Reference  Committee  endorses 
the  Board’s  recommendation  that  the 
House  of  Delegates  meet  in  annual 
session  in  Philadelphia  in  1971. 

Your  Reference  Committee  notes 
with  regret  the  loss  of  the  Trustee 
and  Councilor  of  the  Fourth  District, 
Dr.  Joseph  J.  Leskin.  Your  Refer- 
ence Committee  recommends  that  the 
House  of  Delegates  adopt  the  follow- 
ing resolution  in  memory  of  Dr. 
Leskin  and  that  the  President  of  the 
Society  inform  Mrs.  Leskin  of  the 
action  taken  by  this  House  of  Dele- 
gates. 

Memorial  Resolution 

Whereas,  On  April  24,  1966, 
Almighty  God  called  from  among 
us  our  esteemed  colleague  and 
friend,  Joseph  J.  Leskin,  M.D., 
Trustee  and  Councilor  of  the  Fourth 
District  of  the  Pennsylvania  Medi- 
cal Society  since  1963;  and 

Whereas,  Dr.  Leskin  will  be  re- 
membered as  one  who  with  a quiet 
and  deep  concern  in  the  affairs  of 
his  profession  volunteered  his  time 
and  energies  in  things  which  needed 
to  be  done  and  fulfilled  thought- 
fully and  ably  the  duties  of  his 
offices  and  so  brought  credit  to  the 
Pennsylvania  Medical  Society  in  his 
conduct  as  a physician  and  a citizen; 
and 

Whereas,  He  served  the  Penn- 
sylvania Medical  Society  as  a mem- 
ber of  the  House  of  Delegates  from 
1951  to  1956  and  again  in  1958 
and  1959,  as  a member  of  the 
Board’s  Benjamin  Rush  Awards 
Committee  since  1964,  and  as  a 
member  of  the  Commission  on 
Legislation  for  seven  years  prior  to 
his  election  as  a Trustee  and  Coun- 
cilor; and 

Whereas,  Dr.  Leskin’s  death  is 
a great  loss  to  this  Society,  to  the 
entire  medical  profession,  to  his 
own  community  of  Shenandoah,  but 
most  especially  to  his  beloved  wife; 
therefore  be  it 

Resolved , That  the  House  of 
Delegates  of  the  Pennsylvania  Med- 
ical Society  records  its  appreciation 
and  recognition  of  Dr.  Leskin’s 
dedicated  service  and  pauses  in 
silent  tribute  to  his  memory;  and 
be  it  further 

Resolved , That  our  sympathy  be 
extended  to  Mrs.  Leskin,  that  this 


resolution  be  spread  upon  the  min- 
utes of  the  House  of  Delegates,  and 
that  a copy  thereof  be  presented  to 
Mrs.  Leskin. 

The  Reference  Committee  carefully 
reviewed  the  many  other  actions  of 
the  Board  of  Trustees  as  reported  in 
capsule  form,  and  concurs  in  their 
actions. 

The  Reference  Committee  also 
notes  with  pleasure  that  during  1965, 
gifts  and  contributions  amounting  to 
$174,692.97  were  contributed  by  in- 
dividuals and  organizations  to  foster 
the  programs  of  the  Educational  and 
Scientific  Trust. 

On  behalf  of  the  House  of  Dele- 
gates and  the  entire  membership  of 
the  Pennsylvania  Medical  Society,  we 
express  our  gratitude  to  the  Board  of 
Trustees  and  Councilors  for  their  dili- 
gent and  devoted  service  during  the 
past  year. 

Report  of  the  Secretary  (Official 
Reports  Booklet,  page  23) 

The  Reference  Committee  is  pleased 
to  note  that  the  office  of  Secretary  has 
been  in  communication  with  many 
county  medical  societies  over  the  State 
and  has  had  the  cooperation  of  legal 
counsel  of  the  Society  in  providing 
these  societies  with  legal  opinions. 

We  reiterate  the  Secretary’s  concern 
with  the  apparent  number  of  physi- 
cians who  do  not  carry  malpractice 
insurance  and  we  encourage  every 
physician  to  protect  himself  with  ade- 
quate coverage.  Your  Reference  Com- 
mittee is  also  aware  that  many  physi- 
cians have  extreme  difficulty  in  secur- 
ing adequate  coverage  and  that  the 
Council  on  Medical  Service  is  present- 
ly studying  this  problem.  Your  Refer- 
ence Committee  is  sure  that  it  speaks 
for  other  members  of  the  House  when 
it  expresses  its  intense  interest  in  learn- 
ing the  ultimate  results  of  the  Council’s 
deliberations. 

The  Reference  Committee  registers 
its  approval  of  the  ruling  by  our 
Judicial  Council  that  compulsory  med- 
ical staff  assessments  by  hospitals  are 
unethical. 

We  are  indebted  to  the  Secretary 
for  his  dedicated  service  to  the  So- 
ciety. 

Report  of  the  Executive  Director 
(Official  Reports  Booklet,  page  24) 
Your  Reference  Committee  notes 
the  retirement  of  the  Executive  Secre- 
tary of  the  Woman's  Auxiliary  who 
has  spent  30  years  of  devoted  service 
and  of  the  Staff  Assistant  to  the  Coun- 
cil on  Public  Service  who  retired  after 
33  years  of  devoted  service.  The 


Reference  Committee  extends  its  vote 
of  thanks  to  Mrs.  Miriam  U.  Egolf 
and  Mr.  Roy  Jansen  for  their  con- 
tribution and  devotion  to  the  work  of 
the  Society. 

The  Reference  Committee  notes 
that  data  processing  equipment  has 
been  used  by  the  staff  to  increase  the 
efficiency  of  preparing  dues  statements 
and  other  functions  in  connection  with 
membership  records. 

The  Committee  views  with  pride  the 
improvement  of  Pennsylvania  Medi- 
cine. 

The  Reference  Committee  notes 
with  approval  the  purchase  of  the 
Society’s  property  at  230  State  Street, 
Harrisburg,  for  $145,000  by  the 
Harrisburg  Area  Chapter  of  American 
Red  Cross. 

The  Reference  Committee  on  Re- 
ports of  Officers  feels  that  our  Execu- 
tive Director  is  a most  able  adminis- 
trator, of  no  mean  quality,  whose 
ability  is  equaled  by  few  and  surpassed 
by  none. 

Report  of  the  Treasurer  (Official 
Reports  Booklet,  page  29) 

Our  Treasurer  proves  that  he  is  also 
an  excellent  businessman  in  being  able 
to  show  a sizeable  surplus  in  income 
over  expenses  in  the  General  Fund, 
and  with  this  and  other  funds  the 
Board  managed  the  financing  of  the 
new  building  without  great  financial 
strain  on  the  Society. 

Report  of  the  Accountant  (Official 
Reports  Booklet,  page  30) 

The  statement  of  the  Accountant  is 
informational  and  is  shown  on  the 
balance  sheet  on  page  32  of  the 
Reports  Booklet. 

Reports  of  Individual  Councilors 
(Official  Reports  Booklet,  page  35) 

First  Councilor  District.  The  Ref- 
erence Committee  commends  the  First 
Councilor  District  on  its  many  activ- 
ities during  the  year.  The  Committee 
especially  notes  that  the  District  dedi- 
cated its  new  home  and  was  host  to 
the  Annual  Clinical  Session  of  the 
American  Medical  Association.  Your 
Reference  Committee  commends  Dr. 
A.  Reynolds  Crane  for  his  leadership. 

Second  Councilor  District.  The 
report  of  the  Second  Councilor  Dis- 
trict is  an  excellent  report  of  the  many 
activities  which  were  undertaken  by 
the  various  county  medical  societies  in 
this  district  during  the  past  year. 

The  Committee  notes  that  Immu- 
nization Programs  were  carried  out  in 
Lehigh,  Montgomery,  and  Delaware 
Counties. 
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The  Committee  on  Civil  Defense 
under  Dr.  Leroy  A.  Gehris  had  two 
emergency  disaster  drills  and  2,000 
citizens  were  trained  in  medical  self- 
help. 

Bucks  County  held  a Poison  Pre- 
ventive Week  in  March. 

Chester  County  was  most  active 
during  the  past  year  and  again  held 
its  annual  meeting  with  the  Chester 
County  Bar  Association.  This  county 
medical  society  also  held  a historical 
program  in  conjunction  with  the  Uni- 
versity of  Pennsylvania  Medical  Bi- 
centennial Observance. 

The  Reference  Committee  com- 
mends Dr.  William  A.  Limberger  for 
his  excellent  leadership  and  his  dedi- 
cation to  our  Society. 

Third  Councilor  District.  The  Ref- 
erence Committee  commends  the 
county  medical  societies  of  the  Third 
Councilor  District  on  their  excellent 
programs.  It  is  noted  that  the  Lacka- 
wanna County  Medical  Society  had  an 
Open  Veins  for  Viet  Nam  Drive, 
spearheaded  by  the  University  of 
Scranton,  to  obtain  blood  for  our 
servicemen. 

Dr.  Joseph  A.  Walsh  is  to  be  com- 
mended for  the  excellent  performance 
of  the  Third  Councilor  District. 

Fourth  Councilor  District.  The 
Reference  Committee  expresses  its  ap- 
preciation to  Dr.  George  A.  Rowland 
for  his  excellent  report. 

Fifth  Councilor  District.  The  Ref- 
erence Committee  commends  the  ex- 
cellent leadership  of  Dr.  Masland  for 
the  overall  activities  of  Dauphin, 
Adams,  Franklin,  and  Cumberland 
Counties. 

Sixth  Councilor  District.  The  Ref- 
erence Committee  notes  with  pleasure 
the  continued  activities  of  Blair, 
Centre,  Clearfield,  Mifllin-Juniata,  and 
Huntingdon  Counties.  The  Commit- 
tee commends  Dr.  H.  Thompson  Dale 
for  his  excellent  leadership  in  the  Sixth 
District. 

Seventh  Councilor  District.  The 
Reference  Committee  notes  that  Clin- 
ton, Elk-Cameron,  Lycoming,  Potter, 
Tioga,  and  Union  Counties  have  been 
active  during  the  year.  The  Commit- 
tee commends  Dr.  Robert  S.  Sanford, 
Trustee  and  Councilor,  for  his  fine 
report  and  continuing  leadership. 

Eighth  Councilor  District.  The  Ref- 
erence Committee  is  pleased  to  note 
that  Erie,  Warren,  McKean,  Crawford, 
and  Mercer  Counties  have  been  active 
during  the  past  year.  The  Committee 
notes  the  county-wide  tetanus  immu- 


nization program  sponsored  by  Craw- 
ford County  and  the  radio  program 
sponsored  by  the  Mercer  County  Med- 
ical Society.  The  Committee  com- 
mends Dr.  James  A.  Biggins,  Trustee 
and  Councilor,  for  his  contributions. 

Ninth  Councilor  District.  The  Refer- 
ence Committee  notes  with  pleasure 
the  continued  activities  of  Armstrong, 
Butler,  Clarion,  Indiana,  Jefferson,  and 
Venango  Counties.  The  Committee 
commends  Dr.  Cyrus  B.  Slease, 
Trustee  and  Councilor,  on  his  leader- 
ship in  the  Ninth  District. 

Tenth  Councilor  District,  including 
Supplemental  Report,  (Appendix  C, 
page  122).  The  Reference  Committee 
notes  free  glaucoma  tests  given  by  the 
Beaver  County  Medical  Society  and 
also  its  Health-O-Rama  Programs. 
The  Committee  is  pleased  to  note 
Allegheny  County  Medical  Society’s 
program  for  training  police,  firemen, 
and  ambulance  drivers  in  medical 
emergencies.  The  Committee  also 
notes  the  Third  Annual  Medico-Legal 
Conference  and  the  Harold  B.  Gard- 
ner Citizens  Award  offered  by  Alle- 
gheny County.  The  Committee  also 
notes  with  approval  the  activities  of 
the  Tenth  District  with  regard  to  its 
work  with  Blue  Cross,  fiscal  agent  for 
Part  A of  Medicare,  on  the  matter  of 
review  of  hospital  utilization.  The 
Committee  commends  Dr.  John  S. 
Donaldson,  Trustee  and  Councilor,  for 
his  excellent  leadership  of  the  Tenth 
District. 

Eleventh  Councilor  District.  The 
Reference  Committee  commends  the 
continued  activities  of  the  Eleventh 
District.  The  Committee  congratu- 
lates Dr.  Clarence  J.  McCullough  for 
his  excellent  leadership  in  this  District. 

T welfth  Councilor  District.  The  Ref- 
erence Committee  commends  the  ex- 
cellent activities  reported  from  the 
Twelfth  District.  The  Committee 
commends  Dr.  Park  M.  Horton, 
Trustee  and  Councilor,  for  his  excel- 
lent leadership  in  this  District. 

Board  of  Trustees  and  Councilors 
Supplemental  Report  A,  (Official  Re- 
ports Booklet,  page  109) 

The  Supplemental  Report  A regard- 
ing the  August  meeting  of  the  Board 
of  Trustees  and  Councilors  is  informa- 
tional. 

Delegates  to  the  American  Medical 
Association  (Official  Reports  Booklet, 
page  101) 

The  Reference  Committee  notes 
with  pride  and  pleasure  the  excellent 
performance  of  Dr.  James  Z.  Appel 


as  President  of  the  American  Medical 
Association,  whose  term  of  office 
expired  last  June.  Dr.  Appel’s  name 
will  go  into  the  history  books  of  the 
AMA  as  one  of  its  greatest  presidents. 
We  also  feel  a sense  of  pride  in  having 
Dr.  Russell  B.  Roth  elected  Vice- 
Speaker  of  the  House  of  Delegates  of 
the  AMA  and  Dr.  Elmer  G.  Shelley 
elected  as  Chairman  of  the  Judicial 
Council  of  the  AMA.  The  Commit- 
tee commends  our  delegates  to  the 
American  Medical  Association  House 
of  Delegates.  They  have  made  an 
excellent  mark  for  Pennsylvania  medi- 
cine. 

Report  of  the  President 

Your  Reference  Committee  con- 
gratulates Dr.  West  on  his  succinct 
and  cogent  address.  The  Reference 
Committee  has  studied  carefully  Dr. 
West’s  second  proposal  dealing  with 
a loan  forgiveness  program  which 
would  operate  under  the  aegis  of  the 
Trust. 

Your  Reference  Committee  recom- 
mends that  the  House  of  Delegates 
support  the  Educational  and  Scientific 
Trust  in  developing  a loan  forgiveness 
program  for  those  who  practice  in  an 
area  with  proven  need. 

The  Reference  Committee  discussed 
in  great  detail  and  heard  testimony 
from  Dr.  James  Z.  Appel,  Chairman 
of  the  Educational  and  Scientific 
Trust,  with  regard  to  Dr.  West’s  sug- 
gestion that  this  program  be  financed 
by  using  the  funds  now  being  devoted 
to  the  full-tuition  four-year  scholar- 
ships. Your  Reference  Committee 
feels  that  this  may  not  be  desirable 
and  that  the  Trust  should  be  given 
greater  latitude  in  determining  the  fi- 
nancing of  such  a program. 

Report  of  the  President-Elect 

Your  Reference  Committee  was 
impressed  by  the  breadth  and  scope 
of  the  President-Elect's  encyclopedic 
grasp  of  the  problems  and  issues  con- 
fronting contemporary  medicine. 

Your  Reference  Committee  concurs 
with  the  President-Elect’s  observations 
with  regard  to  increasing  membership 
and  we  recommend  that  this  matter 
be  referred  to  the  Board  of  Trustees. 

Your  Reference  Committee  read 
with  interest  the  President-Elect’s  com- 
ments with  regard  to  the  proposed 
creation  of  a Department  of  Com- 
munications. The  Reference  Commit- 
tee’s recommendation  with  regard  to 
this  subject  has  already  been  presented 
to  this  House  in  this  report. 

The  Reference  Committee  strongly 
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“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax, 

a gentle  persuasion 
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Geigy 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


S8e&, 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wer 
characterized  by  increased  direct-reacting  bilirubin,  elevate 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephali 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutami 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  noi 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  nc 
been  reported  in  other  patients  taking  prolonged  courses  of  th 
medication.  Patients  with  chronic  infection  have  been  given  1 t 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  an 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  o 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  o 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaur 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes 
patients’  families,  who  were  not  taking  the  drug,  had  episode 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wer 
determined  in  a group  of  fifty-four  adults  and  children  who  too 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  a 
rheumatic  fever  prophylaxis.  The  results  were  compared  wit 
those  of  a similar  group  of  forty-four  patients  who  received  per 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatio 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cours 
of  treatment  was  observed  in  one  patient  treated  with  Iloson 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilli 
group  showed  elevations  in  one  of  the  tests  at  some  time  durin 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wer 
reported  in  102  pediatric  patients  who  received  short-term  (ter 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infei 
tions.  Results  of  liver  function  tests  in  these  patients  were  con 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar 
tract;  however,  the  normal  intestinal  gram-negative  bacteri; 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticari; 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod  ; 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fc 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ar 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosaf 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftec 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  ( 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ai 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatic 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  nr 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalei 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-ec.-size  package 

References:  1.  Griffith,  R.  S.,  and  Black.  H.  R.:  Am.  J.  M.  Sc..  2^7.69.  196 

2.  Griffith.  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  IS: 398,.  196 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc..  2S9. 198,  1960.  il 


Additional  information  available  to  physicians  upon  request.  c^ZeLty 
Eli  Lilly  and  Company , Indianapolis,  Indiana  46206. 
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supports  the  President-Elect’s  recom- 
mendation calling  for  a careful  study 
of  the  Society’s  programs  by  a small 
impartial  committee. 

Your  Reference  Committee  recom- 
mends that  the  Board  of  Trustees 
appoint  a committee  or  instruct  an 
existing  committee  to  study  the  total 
programs  of  the  Society,  using  the 
criteria  proposed  by  the  President- 
Elect. 

The  Committee  concurs  with  the 
i recommendation  contained  in  the  ad- 
dress of  the  President-Elect  which 
i calls  for  a review  of  the  Society’s 
1 legislative  interests  for  the  distinct  pur- 
, pose  of  recommending  those  issues 
, which  should  be  given  the  highest 
priority. 

Your  Reference  Committee  further 
recommends  that  this  matter  be  refer- 
red to  the  Board  of  Trustees  for  imple- 
mentation by  the  appropriate  adminis- 
trative unit. 

The  Reference  Committee  read  the 
: remarks  of  the  President-Elect  with 
great  interest  on  the  subject  of  chang- 
, ing  the  format  of  our  annual  session. 
The  Reference  Committee  feels  that  it 
is  not  the  appropriate  time  to  take 
definitive  action  in  this  area  because 
all  of  the  evidence  with  regard  to  the 
success  or  failure  of  the  format  of  the 
present  annual  session  has  not  yet 
been  evaluated.  Although  the  Presi- 
dent-Elect urges  the  House  to  take 
definitive  action  or  table  the  subject, 
your  Reference  Committee  feels  that 
all  of  the  ramifications  of  this  matter 
should  be  investigated  thoroughly  be- 
fore action  is  taken.  At  the  same 
time,  we  join  the  President-Elect  in 
his  commendation  of  the  Convention 
Program  Committee  for  its  excellent 
work. 

Your  Reference  Committee  recom- 
mends that  this  subject  be  referred  to 
the  Board  of  Trustees  for  a complete 
and  thorough  evaluation  by  the  ap- 
propriate committee  and  that  the  ap- 
propriate committee  be  instructed  to 


present  its  conclusions  and  recom- 
mendations to  the  1967  House  of 
Delegates. 

The  Committee  concurs  with  the 
intent  of  the  President-Elect’s  remarks 
with  regard  to  preventing  the  loss  of 
capable  staff  within  our  organization. 
From  testimony  presented  at  its  open 
hearing,  the  Committee  learned  that 
the  Finance  Committee  of  the  Board 
of  Trustees  is  already  diligently  at 
work  on  this  matter.  No  specific  ac- 
tion is  required  by  the  House  of 
Delegates. 

Your  Reference  Committee  care- 
fully reviewed  the  President-Elect’s 
remarks  and  recommendation  with 
regard  to  studying  the  possibility  of 
creating  a full-time  administrative  staff 
position  to  be  filled  by  a physician. 
The  Reference  Committee  noted  that 
in  1963,  the  House  of  Delegates  cre- 
ated the  position  of  Executive  Vice- 
President  and  that  in  1964  the  House 
of  Delegates  rescinded  its  previous 
action.  The  action  by  the  1964  House 
was  based  on  a recommendation  made 
by  the  Reference  Committee  on  Con- 
stitution and  By-laws  which  at  that 
time  presented  the  following  facts 
based  on  testimony  at  its  open  hearing: 

1.  The  administration  of  the  Society 
is  now  functioning  well 

2.  The  Executive  Director  has 
available  and  uses  freely  the 
guidance  of  the  Advisory  Com- 
mittee to  the  Executive  Director 
composed  of  the  Chairman  of 
the  Board  of  Trustees,  the  Presi- 
dent, the  Immediate  Past  Presi- 
dent, the  President-Elect,  the 
Chairman  of  the  Finance  Com- 
mittee, and  one  member  ap- 
pointed by  the  Chairman  of  the 
Board 

3.  The  Reference  Committee  re- 
ceived no  evidence  of  a need  for 
such  an  office  in  the  Society. 

Your  Reference  Committee  believes 
that  this  matter  received  intensive 
study  by  the  Advisory  Committee 


during  the  year  1963-64.  The  bulk 
of  the  testimony  at  the  Reference 
Committee’s  open  hearing  during  this 
Session  did  not  favor  this  recommen- 
dation. 

Your  Reference  Committee  recom- 
mends that  the  proposal  to  re-review 
the  question  of  creating  a full-time 
administrative  post  for  a physician  be 
not  adopted. 

The  Reference  Committee  reviewed 
the  President-Elect’s  remarks  concern- 
ing the  decline  of  the  number  of 
exhibits  by  pharmaceutical  houses  at 
annual  session  and  their  present  atti- 
tude with  regard  to  advertising  in  state 
journals.  Testimony  presented  at  the 
hearing  indicated  that  currently  the 
pharmaceutical  industry  is  beginning 
once  again  to  advertise  in  state  jour- 
nals. The  Reference  Committee  rec- 
ognizes, however,  that  this  could  be- 
come a serious  problem  in  the  future. 

Your  Reference  Committee  recom- 
mends that  the  Board  of  Trustees  be 
instructed  to  direct  the  appropriate 
committee  to  study  this  question. 

The  Reference  Committee  concurs 
with  the  intent  of  Dr.  McClenahan's 
recommendation  with  regard  to  edu- 
cating the  public  in  matters  of  medical 
care. 

Your  Reference  Committee  recom- 
mends that  the  Council  on  Public 
Service  be  instructed  to  continue  its 
efforts  to  educate  the  public  with 
regard  to  all  aspects  of  medical  care. 

The  Reference  Committee  also  con- 
curs with  the  general  intent  of  the 
several  points  touched  upon  in  Dr. 
McClenahan’s  address  regarding  rela- 
tionships with  other  professions  and 
paramedical  groups,  cultivating  better 
press  relations,  and  renewing  efforts  to 
establish  the  medical  examiner  system. 

Your  Reference  Committee  recom- 
mends that  the  several  points  touched 
upon  in  Dr.  McClenahan’s  concluding 
recommendation  be  referred  to  the 
Board  of  Trustees  for  appropriate 
action. 
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Resolution  66-26:  Change  of  Meet- 
ing Time  of  House  of  Delegates 

Whereas.  There  has  been  long 
and  widespread  discussion  of  the 
format  and  timing  of  the  annual 
sessions  of  the  Pennsylvania  Medi- 
cal Society,  the  meetings  of  its 
House  of  Delegates  and  its  annual 
Officers’  Conference;  and 

Whereas,  Evidence  of  dissatis- 
faction has  been  shown  with  regard 
to  the  present  arrangements;  now 
therefore  be  it 

Resolved.  That  immediate  con- 
sideration be  given  to  reduce  the 
scope  of  the  Officers’  Conference 
in  order  to  make  it  more  effective 
in  serving  its  purpose;  and  be  it 
further 

Resolved,  That  the  meetings  of 
the  House  of  Delegates  be  divorced 
from  the  Annual  Session  and  held 
in  the  Spring  to  precede  the  Annual 
Convention  of  the  American  Medi- 
cal Association,  preferably  in  con- 
junction with  the  Officers’  Confer- 
ence; and  be  it  further 

Resolved,  That  the  Scientific  Ses- 
sions be  structured  as  meetings 
(separately  or  together)  of  the 
specialty  societies,  now  establishing 
closer  affiliation  with  the  Pennsyl- 
vania Medical  Society. 

In  the  portion  of  this  report  dealing 
with  the  address  of  the  President-Elect, 
your  Reference  Committee  made  its 
recommendation  with  regard  to  the 
entire  question  of  the  present  composi- 
tion of  annual  session. 

Your  Reference  Committee  recom- 
mends that  Resolution  66-26  be  refer- 
red to  the  Board  of  Trustees  for  study 
and  recommendation  by  the  appropri- 
ate committee. 

Reference  Committee  on  Reports 
of  Standing  and  Special 
Committees 

George  W.  Moore,  M.D.,  Chair- 
man, presented  the  following  report 
of  the  Committee,  which  was  adopted 
by  the  House: 

Committee  on  Aid  to  Education 
(Official  Reports  Booklet,  page  56) 
Aid  to  medical  education  is  a most 
worthwhile  function  of  our  Society. 
Your  Reference  Committee  is  in  full 
concurrence  with  the  continuation  of 
the  annual  assessment  of  $8.00  for  this 
purpose.  This  is  to  be  used  at  the  full 
discretion  of  the  Educational  and  Sci- 
entific Trust  insofar  as  scholarships, 
loans,  or  grants  are  concerned.  The 


Committee  on  Aid  to  Education  is  to 
be  commended  on  its  work. 

Advisory  Committee  to  the  Wom- 
an’s Auxiliary  (Official  Reports  Book- 
let, page  57) 

Your  Reference  Committee  sees  no 
objection  to  joint  billing  of  husband 
and  wife  to  facilitate  collection  of 
Auxiliary  dues.  It  is  important,  how- 
ever, that  this  should  be  optional,  and 
not  in  the  form  of  an  assessment. 

The  Committee  will  give  further 
consideration  to  this  subject  in  its  dis- 
cussion of  Resolutions  66-2  and  66-1 1. 

Remarks  of  the  President  of  the 
Woman’s  Auxiliary  and  the  Pertinent 
Portion  of  the  Report  of  the  President- 
Elect 

Your  Reference  Committee  is  im- 
pressed with  and  approves  of  the 
multiphasic  activities  of  the  Woman's 
Auxiliary  and  encourages  the  continu- 
ation of  its  outstanding  work. 

Your  Reference  Committee  has 
noted  Dr.  McClenahan’s  remarks  re- 
garding the  Woman’s  Auxiliary  and 
approves  them. 

Committee  on  Relationships  with 
Allied  Professions  (Official  Reports 
Booklet,  page  58) 

Your  Reference  Committee  ap- 
proves this  report. 

Committee  on  Medical  Benevolence 
(Official  Reports  Booklet,  page  61) 

Your  Reference  Committee  com- 
mends the  activities  of  this  Committee 
and  approves  its  report. 

Committee  on  Objectives  (Official 
Reports  Booklet,  page  62) 

Your  Reference  Committee  believes 
that  this  Committee  is  performing  its 
function  well  as  evidenced  by  the 
thought  put  into  its  report  and  its 
awareness  of  the  problems  of  or- 
ganized medicine.  We  concur  with  the 
Committee  on  Objectives  that  efforts 
should  be  made  to  encourage  dissemi- 
nation of  the  views  of  organized  medi- 
cine to  Ph.D.  teachers  in  medical 
schools,  as  cited  in  Recommendation 
No.  1 of  the  Committee  on  Objectives. 

We  recommend  the  adoption  of  Rec- 
ommendation No.  1 of  the  Committee 
on  Objectives  in  principle,  and  its  refer- 
ral to  the  Standing  Committee  on  Con- 
stitution and  By-laws  for  appropriate 
action. 

Since  a special  dues  category  for 
resident  physicians  already  exists  as  a 
part  of  Article  XI,  Section  1,  of  the 
Constitution,  your  Committee  feels 
there  is  no  need  for  consideration  of 
Recommendation  No.  2(a)  of  the 


Committee  on  Objectives,  and  recom- 
mends that  it  not  be  adopted. 

Your  Committee  agrees  that  young 
physicians  should  be  encouraged  to 
assume  an  active  interest  in  the  work 
of  county  medical  societies  through 
the  use  of  the  "big  brother”  method, 
as  indicated  in  Section  2(b)  of  the 
Committee’s  report,  and  recommends 
to  the  component  county  societies  the 
adoption  of  the  “big  brother”  concept 
as  set  forth  in  the  first  part  of  Recom- 
mendation No.  2(b)  of  the  Commit- 
tee on  Objectives. 

Your  Committee  feels  that  appoint- 
ment of  resident  physicians  to  councils 
and  committees  of  the  State  Society 
by  the  President  in  an  effort  to  groom 
future  leaders,  as  recommended  in  the 
second  part  of  Recommendation  No. 
2(b)  of  the  Committee  on  Objectives 
is  worthwhile,  provided  that  this  ap- 
plies to  residents  only  and  provided 
that  the  appointees  are  non-voting 
members. 

The  Committee  believes  it  is  vital 
for  the  Society  to  take  a purposeful 
rather  than  a defensive  stance  in  the 
area  of  increasing  governmental  influ- 
ence in  medical  care,  as  cited  in  Rec- 
ommendation No.  3 of  the  Committee 
on  Objectives.  Your  Reference  Com- 
mittee suggests  that  the  Council  on 
Public  Service  be  charged  to  formu- 
late appropriate  programs  in  accord- 
ance with  this  recommendation. 

Your  Reference  Committee  concurs 
with  Recommendation  No.  4 of  the 
Committee  on  Objectives  that  it  is  of 
vital  importance  to  establish  formal 
courses  in  socio-economic  medicine  in 
Pennsylvania  medical  schools.  Since 
the  Council  on  Public  Service  is  con- 
sidering this  problem  already,  we  en- 
courage its  continued  efforts  in  this 
direction. 

We  are  sympathetic  with  the  very 
complicated  problem  of  motivating  a 
greater  desire  for  participation  in  the 
Society’s  affairs  by  its  membership,  as 
expressed  in  Recommendation  No.  5 
of  the  Committee  on  Objectives. 

Your  Reference  Committee  concurs 
with  Recommendation  No.  6 of  the 
Committee  on  Objectives  for  increas- 
ing effectiveness  of  Pennsylvania 
Medicine, 

Committee  on  Discipline  (Official 
Reports  Booklet,  page  65).  and  Sup- 
plemental Report.  Appendix  D.  page 
122) 

Your  Reference  Committee  con- 
siders establishment  of  this  Committee 
on  a permanent  basis  an  excellenl 
idea,  and  approves  the  Committee's 
report. 
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Your  Reference  Committee  ap- 
proves the  changes  proposed  in  the 
supplemental  report  and  recommends 
its  immediate  referral  to  the  Commit- 
tee on  Constitution  and  By-laws  for 
appropriate  action  during  this  session. 

Committee  to  Study  Committees 
and  Commissions  (Official  Reports 
Booklet,  page  66  ) 

Your  Reference  Committee  believes 
that  this  type  of  Committee  is  needed 
to  continue  the  study  of  fluctuating 
patterns  in  organized  medicine,  and 
approves  this  report. 

Committee  to  Study  Relations  Be- 
tween Medicine  and  Osteopathy  (Of- 
ficial Reports  Booklet,  page  66  and 
the  pertinent  portion  of  the  Report  of 
the  President-Elect) 

Your  Reference  Committee  feels 
that  the  Pennsylvania  Medical  Soci- 
ety’s position  with  regard  to  osteopa- 
thy is  favorable.  Your  Reference 
Committee  approves  this  report  and 
recommends  continuation  of  this  Com- 
mittee. 

We  have  noted  Dr.  McClenahan’s 
remarks  in  regard  to  the  desirability 
of  maintaining  rapport  with  osteopaths 
and  the  necessity  of  upgrading  the 
quality  of  osteopathic  education.  The 
Committee  concurs  with  Dr.  McClena- 
han's  observations. 

Committee  on  Medicine  and  Reli- 
gion (Official  Reports  Booklet,  page 
67) 

Your  Reference  Committee  ap- 
proves the  report  and  recommends  the 
continuation  of  this  Committee. 

Committee  on  General  Practice 
(Official  Reports  Booklet,  page  68) 

One  of  the  most  important  factors 
in  the  image  of  medicine  today  is  the 
decline  in  number  and  availability  of 
general  practitioners.  Your  Reference 
Committee  suggests  continued  efforts 
by  the  Committee  to  determine  the 
causes  for  this  decline,  as  well  as  pos- 
sible methods  of  reversing  the  trend. 
Anything  the  Committee  or  the  Soci- 
ety as  a whole  could  do  to  improve 
this  situation  should  be  encouraged. 

We  approve  the  report  of  the  Com- 
mittee on  General  Practice,  and  feel 
that  the  intent  of  Recommendation 
No.  4 in  the  summary  of  the  Com- 
mittee’s report  would  be  better  effected 
through  the  development  of  an  infor- 
mation center  at  the  State  Society 
office,  which  would  cover  all  phases 
of  group  practice,  and  recommends 
that  the  report  be  so  amended. 

Resolutions  66-2  and  66-11:  Vol- 
untary Joint  Billing  for  the  Woman’s 


Auxiliary  (Official  Reports  Booklet, 
pages  102  and  104) 

Your  Committee  feels  that  both 
Resolutions  Nos.  66-2  and  66-11  ex- 
press the  same  purpose,  with  which 
we  concur.  In  order  to  be  more  pre- 
cise in  specifying  the  desired  intent 
of  these  resolutions,  your  Committee 
recommends  substitution  of  the  fol- 
lowing resolve  for  Resolutions  Nos. 
66-2  and  66-11: 

Resolved,  That  the  Pennsylvania 
Medical  Society  urge  each  compo- 
nent county  society  to  include  the 
dues  of  the  Woman's  Auxiliary  on 
its  annual  assessment  form,  pay- 
ment of  which  shall  be  on  a volun- 
tary basis.  Substitute  Resolution 
Adopted. 

Committee  on  Constitution  and 
By-laws 

M.  Louise  Gloeckner,  M.D., 
Chairman,  presented  the  following 
additional  report  of  the  Committee, 
which  was  adopted  by  the  House: 
The  Committee  on  Constitution  and 
By-laws,  in  anticipation  of  a favorable 
response  to  the  recommendation  of 
the  Reference  Committee  on  Reports 
of  Standing  and  Special  Committees, 
considered  the  proposed  amendments 
to  the  By-laws  pertaining  to  the  Com- 
mittee on  Discipline  and  is  in  accord 
with  these  changes.  The  amendments 
to  accomplish  this  are  included  in  the 
Supplemental  Report  of  the  Commit- 
tee on  Discipline  which  is  contained 
in  your  delegate  packet. 

Your  Committee  recommends  that 
Chapter  XIV,  Section  2,  Paragraph 
(j)  (ii)  of  the  By-laws,  be  amended 
by  replacing  the  period  with  a comma 
and  adding  “by  a Component  Society, 
by  an  individual  member,  or  by  the 
Pennsylvania  Medical  Society”;  and 
that  a new  paragraph  reading:  “The 
activities  of  the  Committee  on  Dis- 
cipline shall  not  conflict  with,  or  super- 
sede, the  provisions  for  disciplinary 
proceedings  and  appeals  contained  in 
Chapter  XIII  of  these  By-laws.”  be 
added.  Adopted  and  Bylaws  so 
Amended. 

The  amended  wording  of  Chapter 
XIV,  Section  2 ( j ) is  as  follows: 

(j)  Committee  on  Discipline.  The 
Committee  on  Discipline  shall 
consist  of  six  members,  one  of 
whom  shall  be  the  Chairman  of 
the  Board  of  Medical  Education 
and  Licensure  of  the  Common- 
wealth of  Pennsylvania  with  vot- 
ing privileges  when  a member  of 
the  Pennsylvania  Medical  Society. 


The  Committee  shall  be  respon- 
sible for: 

(i)  consulting  on  problems  of  dis- 
cipline with  Component  Soci- 
eties through  their  judicial 
boards  and  grievance  commit- 
tees. 

(ii)  discussing  and  investigating 
matters  referred  to  the  Com- 
mittee by  the  State  Board  of 
Medical  Education  and  Licen- 
sure, by  a Component  Society, 
by  an  individual  member,  or 
by  the  Pennsylvania  Medical 
Society. 

(iii)  maintaining  liaison  between 
Component  Societies,  the 
Pennsylvania  Medical  Society, 
and  the  Board  of  Medical  Edu- 
cation and  Licensure  by  acting 
as  a transmitting  agent  or  clear- 
ing house  on  matters  of  dis- 
cipline. 

(iv)  evaluating  actions  of  a local 
grievance  committee  when  re- 
quested by  a Component  So- 
ciety, by  an  individual  mem- 
ber, or  by  the  Pennsylvania 
Medical  Society. 

(v)  operating  visitation  programs 
for  the  discussion  of  discipli- 
nary problems  with  Compo- 
nent Societies  at  their  invita- 
tion. 

The  activities  of  the  Committee  on 
Discipline  shall  not  conflict  with,  or 
supersede,  the  provisions  for  dis- 
ciplinary proceedings  and  appeals  con- 
tained in  Chapter  XIII  of  these  By- 
laws. 

Reference  Committee  on 
Scientific  Advancement 

David  Katz,  M.D.,  Chairman,  pre- 
sented the  following  report  of  the 
Committee,  which  was  amended  and 
adopted  by  the  House: 

Council  on  Scientific  Advancement 
(Official  Reports  Booklet,  page  89) 

This  is  a comprehensive  report  and 
study  of  a wide  variety  of  subjects 
encompassed  by  the  Council  on  Scien- 
tific Advancement.  It  is  most  reveal- 
ing in  its  subject  matter  and  the 
means  it  uses  to  vitalize  the  informa- 
tion at  hand.  This  report  is  well  worth 
the  hour  required  to  read  its  contents. 
Only  then  can  one  realize  the  im- 
mense task  performed  by  the  Council 
on  Scientific  Advancement,  its  six 
commissions  and  its  two  advisory  com- 
mittees. The  Reference  Committee 
commends  the  Council,  its  commis- 
sions and  advisory  committees  for  this 
informative  report. 
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Special  Committee  on  Heart  Dis- 
ease, Cancer  ami  Stroke  (Official  Re- 
ports Booklet,  page  17) 

This  Committee  was  appointed  by 
the  Board  of  Trustees  to  study  the 
implications  of  the  Report  of  the  Pres- 
ident's Commission  on  Heart  Disease, 
Cancer  and  Stroke.  Its  formation  and 
activities  were  supported  by  Resolu- 
tion 65-20,  as  amended.  Preliminary 
planning  activities  resulted  in  a series 
of  local  planning  efforts  by  members 
of  the  State  Committee  who  partici- 
pated with  other  groups  in  the  Pitts- 
burgh, Harrisburg,  and  Philadelphia 
areas.  Currently,  these  three  groups 
have  submitted  applications  for  federal 
funds  and  are  awaiting  the  approval 
of  these  applications  in  order  to  pro- 
ceed as  directed.  Your  Reference 
Committee  will  be  interested  in  the 
results  of  this  type  of  approach. 

The  Convention  Program  Commit- 
tee (Official  Reports  Booklet,  page 
59) 

The  Convention  Program  Commit- 
tee has  devised  a new  format  for  the 
Scientific  Program  for  the  1966  Con- 
vention. 

The  morning  sessions  consist  of 
workshops,  clinical  conferences  and 
review  courses.  There  will  be  noon 
luncheons  with  experts  from  within 
and  without  the  state.  Panel  discus- 
sion groups  will  dominate  the  after- 
noon sessions.  There  will  be  a pro- 
gram geared  for  the  general  public. 

Your  Reference  Committee  com- 
mends the  Convention  Committee  for 
its  diligence  and  resourcefulness  in 
setting  new  standards  for  this  Con- 
vention. 

Report  of  the  President-Elect 

The  President-Elect  has  diagnosed 
and  dissected  the  problems  confront- 
ing medicine  as  skillfully  and  carefully 
as  he  would  attack  any  surgical  entity 
in  the  human  body.  This  Reference 
Committee  was  directed  to  consider 
certain  portions  of  this  speech. 

Medical  Schools — In  regard  to  med- 
ical schools  and  their  roles  in  their 
many  medical  facets,  his  proposal  of 
a liaison  committee  of  the  Pennsyl- 
vania Medical  Society  to  the  deans 
and  departmental  heads  of  the  medical 
schools  of  Pennsylvania  is  a most  in- 
teresting recommendation.  The  Ref- 
erence Committee  feels  that  the  Board 
of  Trustees  of  the  Pennsylvania  Medi- 
cal Society  should  expand  this  rela- 
tionship in  the  future,  if  possible. 

Emergency  Rooms — The  matter  of 
improving  medical  emergency  care  in 


the  hospital  emergency  rooms  has 
been  commanding  more  and  more  at- 
tention in  recent  years.  The  Reference 
Committee  recommends  that  the  prob- 
lem of  emergency  medical  care  train- 
ing be  referred  to  the  Council  on  Sci- 
entific Advancement  for  consideration 
and  implementation. 

Mental  Health — Recognizing  the 
importance  of  continued  activity  in 
the  field  of  mental  health  the  Refer- 
ence Committee  recommends  that  the 
Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  direct  the  ap- 
propriate council  or  councils  to  work 
with  legislative  and  mental  health 
groups  to  implement  the  provisions  of 
the  mental  health  legislation  and  the 
subsequent  regulations. 

Furthermore,  all  persons  involved 
in  the  development  of  the  Compre- 
hensive Mental  Health  Plan  should  be 
given  recognition  for  their  assiduous 
work  and  dedicated  contributions  and 
urged  to  continue  their  activities. 

Council  on  Scientific  Advancement 
— The  Reference  Committee  com- 
mends the  President-Elect  for  his 
sagacious  appraisal  of  the  program  of 
the  Council  on  Scientific  Advancement 
and  his  recommendation  for  giving 
increased  publicity  to  the  work  of  the 
Council  to  the  medical  profession  and 
to  the  public  at  large. 

Paramedical  Groups  and  Board  of 
Licensure — This  Reference  Committee 
is  in  accord  with  the  recommendations 
of  the  President-Elect  regarding  the 
training  and  licensing  of  paramedical 
personnel  and  recommends  that  this 
matter  be  referred  to  the  Board  of 
Trustees  for  consideration  and  imple- 
mentation. 

Resolution  66-10:  Additional  Air 

Pollution  Control  (Official  Reports 
Booklet,  page  104) 

Resolution  65-8,  approved  by  the 
1965  House  of  Delegates,  called  for 
legislation  which  would  provide  for 
more  active  control  measures  aimed 
at  inducing  automobile  owners  and 
other  persons  responsible  for  air  pollu- 
tion to  take  effective  measures.  The 
terminology  of  Resolution  66-10  is 
quite  similar  to  that  of  Resolution 
65-8.  However,  because  of  activities 
which  have  been  going  on  for  the 
past  few  months,  your  Committee  be- 
lieves that  certain  changes  in  the  reso- 
lution will  make  it  more  realistic  as  a 
basis  for  future  action  by  appropriate 
groups  within  the  Pennsylvania  Medi- 
cal Society.  It  should  be  noted  that 
a bipartisan  committee  of  the  Penn- 
sylvania General  Assembly  has  held 


six  public  hearings  and  conducted  fif- 
teen field  trips  during  the  past  six 
months.  Very  recently,  this  committee 
has  released  a full  report  on  its  find- 
ings to  the  Pennsylvania  House  of 
Representatives.  Some  rather  drastic 
changes  in  the  administrative  approach 
to  this  problem  of  pollution  are  being 
recommended.  Since  the  legislation  is 
now  being  implemented,  we  recom- 
mend that  the  last  Whereas  of  Reso- 
lution 66-10  be  eliminated,  and  that 
the  Resolve  read  as  follows: 

'‘Resolved,  That  the  Pennsylvania 
Medical  Society  give  close  study  to 
a recent  report  on  pollution  issued 
by  a bipartisan  committee  of  the 
Pennsylvania  House  of  Representa- 
tives, and  urge  that  any  changes  in 
existing  legislation,  or  additional 
proposed  legislation,  shall  provide 
more  active  control  measures  aimed 
toward  inducing  industry,  motor 
vehicle  manufacturers,  owners,  and 
operators,  and  other  persons  respon- 
sible for  conditions  leading  to  air 
pollution,  to  take  effective  measures 
to  decrease,  or  eliminate,  such  pol- 
lution, and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  give  its  support  to 
air  pollution  programs  which  re- 
ceive continuing  review  and  ap- 
proval by  professional  consultants 
in  the  medical  field.” 

Resolution  66-10,  as  amended  and 
adopted,  reads  as  follows: 

Whereas,  There  is  growing  evi- 
dence that  severe  air  pollution  is 
associated  with  increased  morbidity 
and  mortality  rates;  and 

Whereas,  Abnormal  concentra- 
tion of  certain  air  pollutants  is  as- 
sociated with  increased  symptoms 
of  various  diseases,  although  not 
causing  obvious  immediate  harm  to 
the  public;  and 

Whereas,  Continued  exposure 
by  the  public  to  certain  air  pollu- 
tants will  result  in  permanent  physi- 
cal harm  and  disability:  and 

Whereas,  Pollution  of  the  air 
can  be  controlled  and  decreased  by 
active  control  measures;  and 

Whereas,  The  Pennsylvania  Leg- 
islature  has  passed  legislation  for 
the  control  of  pollution;  therefore 
be  it 

Resolved,  That  the  Pennsylvanir 
Medical  Society  give  close  study  tc 
a recent  report  on  pollution  issued 
by  a bipartisan  committee  of  the 


118 


PENNSYLVANIA  MEDICINI 


Pennsylvania  House  of  Representa- 
tives, and  urge  that  any  changes  in 
existing  legislation,  or  additional 
proposed  legislation,  shall  provide 
more  active  control  measures  aimed 
toward  inducing  industry,  motor 
vehicle  manufacturers,  owners,  and 
operators,  and  other  persons  respon- 
sible for  conditions  leading  to  air 
pollution,  to  take  effective  measures 
to  decrease,  or  eliminate,  such  pol- 
lution, and  be  it  further 

Resolved,  That  the  Pennsylvania 
Medical  Society  give  its  support  to 
air  pollution  programs  which  re- 
ceive continuing  review  and  ap- 
proval by  professional  consultants 
in  the  medical  field. 

Resolution  66-13:  Drug  Addiction 
and  Alcoholism  (Official  Reports 
Booklet,  page  105) 

The  Reference  Committee  is  in  ac- 
cord with  the  intent  of  this  resolution, 
and  notes  that  the  Council  on  Scien- 
tific Advancement  has  already  estab- 
lished a Commission  on  Drug  Addic- 
tion and  Alcoholism,  which  will  begin 
official  operation  immediately  after  the 
Annual  Session.  Resolution  Adopt- 
ed. 

Resolution  66-20:  Clarification  and 
Revision  of  Laws  of  the  Common- 
wealth in  regard  to  Sterilization,  Abor- 
tion and  Contraception  (Official  Re- 
ports Booklet,  page  107) 

The  problems  outlined  in  this  reso- 
ution  are  most  important,  and  require 
action.  Since  all  three  of  these  medi- 
cal situations  are  very  controversial, 
it  would  appear  that  extensive  con- 
sultations with  legal,  religious  and 
medical  authorities  must  precede  any 
recommendations  for  legislation.  For 
some  years,  problems  of  this  nature 
have  confronted  the  medical  profes- 
sion, but  we  were  either  reluctant  to 
' face  the  issues,  or  dilatory  in  accept- 
ing our  responsibilities.  Since  the 
Council  on  Scientific  Advancement  is 
concerned  primarily  with  the  scientific 
aspects  of  these  problems,  it  would 
seem  more  appropriate  that  this  mat- 
ter be  referred  to  that  Council  for 
implementation,  with  the  instructions 
' that  its  findings  be  transmitted  to  the 
Council  on  Governmental  Relations  at 
the  time  when  specific  legislation  is 
; proposed.  During  the  initial  study  by 
the  Council  on  Scientific  Advance- 
ment, it  would  be  most  appropriate 
for  the  Council  on  Governmental 
Relations  to  be  represented.  For  the 
above  reasons,  we  feel  that  certain 
changes  should  be  made  in  the  Re- 
• solve,  as  follows: 


Resolved,  That  the  Council  on 
Scientific  Advancement  of  the  Penn- 
sylvania Medical  Society  be  in- 
structed to  study  in  consultation 
with  appropriate  medical,  legal  and 
religious  authorities,  existing  legis- 
lation and  conditions,  and  make 
recommendations  concerning  ap- 
propriate legislation  and  which 
would  clearly  define  the  conditions 
under  which  sterilization  and  thera- 
peutic abortion  may  be  performed 
lawfully,  and  the  conditions  under 
which  contraceptive  measures  may 
be  prescribed  lawfully. 
Amendments  made  to  the  substi- 
tute resolve  finally  resulted  in  Resolu- 
tion 66-20  being  adopted  as  follows: 

Whereas,  The  Laws  of  the  Com- 
monwealth of  Pennsylvania  in  re- 
gard to  sterilization,  abortion  and 
contraception  were  enacted  over 
100  years  ago;  and 

Whereas,  Present  medical  knowl- 
edge has  proven  the  hazards  of  cer- 
tain diseases  of  the  mother  upon  the 
recently  conceived  foetus,  and  has 
proven  the  hazards  of  the  ingestion 
of  certain  drugs  by  the  mother  upon 
such  a foetus;  and 

Whereas,  Present  medical  and 
surgical  techniques,  as  well  as  com- 
munity opinions,  have  changed 
greatly  in  the  past  ten  decades,  in 
regard  to  sterilization,  therapeutic 
abortion  and  contraception;  there- 
fore be  it 

Resolved,  That  the  Council  on 
Scientific  Advancement  of  the  Penn- 
sylvania Medical  Society  be  in- 
structed to  study  in  consultation 
with  appropriate  medical,  legal  and 
religious  authorities,  existing  legis- 
lation and  conditions,  and  make 
recommendations  concerning  ap- 
propriate legislation  which  would 
clearly  define  the  conditions  under 
which  sterilization  and  therapeutic 
abortion  may  be  performed  law- 
fully, and  the  conditions  under 
which  contraceptive  measures  may 
be  prescribed  lawfully,  such  recom- 
mendations to  be  presented  to  this 
House  at  the  annual  meeting  in 
1967. 

Reference  Committee  on 
Miscellaneous  Business 

H.  Robert  Davis,  M.D.,  Chairman, 
presented  the  following  report  of  the 
Committee,  which  was  adopted  by  the 
House: 

Resolution  66-4:  Centennial  of  the 
Butler  County  Medical  Society  (Offi- 
cial Reports  Booklet,  page  102). 


Your  Reference  Committee  salutes 
the  Butler  County  Medical  Society  and 
its  achievements  during  the  past  one- 
hundred  years.  Its  members  have 
played  an  active  role  in  the  affairs  of 
the  Pennsylvania  Medical  Society. 
They  have  given  the  people  of  Butler 
County  a century  of  continuous  medi- 
cal care  equivalent  to  the  best  given 
anywhere.  We  recommend  the  adop- 
tion of  the  resolution.  Resolution 
Adopted. 

Resolution  66-16:  To  Guard 

Against  Discrimination  in  Organized 
Medicine  (Official  Reports  Booklet, 
page  106). 

Your  Reference  Committee  agrees 
with  the  basic  intent  of  this  Resolu- 
tion. We  are  not  aware  of  any  dis- 
criminatory practices  existing  in  Penn- 
sylvania. However,  we  recognize  the 
fact  that  such  conditions  could  exist. 

Your  Reference  Committee  recom- 
mends that  the  Resolve  portion  of  the 
Resolution  be  amended  to  read  as  fol- 
lows: 

Resolved:  That  the  Pennsylvania 
Medical  Society  Delegates  to  the 
American  Medical  Association  intro- 
duce an  appropriate  Resolution  to 
direct  the  American  Medical  Associa- 
tion, through  the  appropriate  depart- 
ments to  make  an  inquiry  to  ascertain 
whether  or  not  there  is  any  evidence 
of  any  discrimination  and  to  report 
back  to  the  House  of  Delegates  of  the 
American  Medical  Association.  Reso- 
lution Adopted  as  Amended. 

Reference  Committee  on 
Public  Service 

Elmo  E.  Erhard,  M.D.,  Chair- 
man, presented  the  following  report  of 
the  Committee,  which  was  adopted 
by  the  House: 

Council  on  Public  Service  Report 
(Official  Reports  Booklet,  page  80). 

Your  Reference  Committee  has  con- 
sidered those  items  in  the  report  of 
the  Council  on  Public  Service  dealing 
with  “Instant  News,”  the  weekly  radio 
show,  television  programming,  Speak- 
ers’ Bureau.  Newsletter,  County  So- 
ciety Monitor,  medical  student 
recruitment,  Benjamin  Rush  awards, 
Walter  F.  Donaldson  awards,  Science 
Fair  scholarship  awards,  centenarian 
awards,  fifty-year  awards,  press  and 
publications,  PR  aids  for  county  socie- 
ties, special  writing  projects,  Service 
Manual,  medical  assistants,  medical 
history  exhibit,  general  exhibits,  film 
library,  pamphlet  distribution,  anti- 
quackery activities,  annual  session  pro- 
gram. and  the  county  secretary  orien- 
tation. 
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Your  Reference  Committee  wishes 
to  commend  the  Council  on  Public 
Service  for  its  excellent  year  of  prog- 
ress. We  are  impressed  with  all  areas 
of  the  council’s  activity  and  wish  to 
specifically  note  the  exceptional  effort 
evident  in  the  following  areas: 

The  innovation  and  success  of  the 
“Instant  News”  service;  the  growth  of 
the  weekly  radio  show;  the  approved 
change  in  the  Newsletter  from  a regu- 
lar publication  to  an  as-needed  basis 
with  resulting  economies;  the  termina- 
tion of  the  Science  Fair  scholarship 
activities;  activities  to  increase  the 
membership  of  the  Pennsylvania  Asso- 
ciation of  Medical  Assistants;  initia- 
tive in  developing  a course  on  socio- 
economics for  medical  students;  the 
success  and  value  of  the  county  society 
secretary  orientation  program. 

Council  on  Public  Service-Supple- 
mental Report  (Appendix  E,  page 
123). 

Your  Reference  Committee  has  con- 
sidered the  Supplemental  Report 
which  deals  with  the  implementation 
of  Resolution  65-1,  additional  infor- 
mation on  the  Science  Fair  scholar- 
ship awards,  the  added  growth  of  the 
weekly  radio  show,  and  approval  of 
the  change  in  the  publication  of  the 
Newsletter.  The  Reference  Commit- 
tee feels  that  Resolution  65-1,  which 
concerns  health  career  comparisons 
and  which  was  adopted  last  year,  has 
been  implemented  efficiently.  We  be- 
lieve these  efforts  should  be  continued. 

Commission  on  Disaster  Medical 
Care  (Official  Reports  Booklet,  page 
86). 

Your  Committee  notes  the  shift  in 
emphasis  to  community  disaster  plan- 
ning and  again  recommends  the  return 
of  the  packaged  disaster  hospitals  to 
the  control  of  the  Department  of 
Health.  Testimony  at  the  hearing  in- 


dicates a severe  deterioration  in  morale 
at  the  local  level  since  control  of  the 
packaged  disaster  hospitals  was  trans- 
ferred to  the  state  Council  of  Civil  De- 
fense. The  regional  conferences  on 
disaster  medical  care  should  be  con- 
tinued and  rotated  into  different  areas 
of  Pennsylvania. 

Commission  on  Rural  Health  (Offi- 
cial Reports  Booklet,  page  87). 

The  Commission  is  to  be  com- 
mended for  its  improved  Physician 
Placement  Service.  We  endorse  the 
printing  of  a pamphlet  to  clarify  for 
the  public  the  commission’s  objectives 
and  activities. 

Resolution  66-18:  Appointment  of 
Committee  on  Paramedical  Affairs 
(Official  Reports  Booklet,  page  107). 

Your  Reference  Committee  heard 
considerable  testimony  regarding  this 
resolution.  Although  there  are  com- 
ments in  Resolution  66-18  about  the 
implementation  of  Resolution  65-1,  the 
Reference  Committee  feels  that  65-1 
has  been  implemented  adequately  by 
the  Council  on  Public  Service.  The 
Board  of  Trustees  has  appointed  an 
Ad  Hoc  Committee  to  deal  with  the 
problems  outlined  in  Resolution  66-18, 
and  thus  the  intent  of  this  resolution 
has  been  met.  Resolution  Not 
Adopted. 

Resolution  66-19:  Publication  of 

"Hospital  Physician ” (Official  Reports 
Booklet,  page  107). 

The  Reference  Committee  deplores 
any  dichotomies  that  may  exist  within 
the  house  of  medicine.  If  such  a dich- 
otomy as  evidenced  by  the  publication 
of  “Hospital  Physician”  does  exist,  it 
is  apparent  to  the  Reference  Commit- 
tee that  this  was  not  created  by  the 
publication  but  that  the  publication 
may  have  recognized  its  possible  exist- 
ence. Your  Reference  Committee  feels 


that  any  action  of  this  resolution,  other 
than  its  rejection,  would  be  inappro- 
priate for  the  Pennsylvania  Medical 
Society.  Resolution  Not  Adopted. 

Resolution  66-21 : Teaching  Health 
Education  in  Technical  High  Schools 
(Official  Reports  Booklet,  page  108). 

Your  Reference  Committee  favors 
this  resolution.  The  need  for  addi- 
tional persons  in  paramedical  careers 
is  all  too  apparent.  The  intent  of  the 
resolution  is  to  train  additional  para- 
medical personnel,  beginning  at  the 
high  school  level.  Resolution 
Adopted. 

Annual  Assessment 

William  A.  Limberger,  M.D., 
Chairman  of  the  Finance  Committee 
of  the  Board  of  Trustees  and  Coun- 
cilors, presented  the  following  report, 
which  was  adopted  by  the  House  of 
Delegates  and  thereby  establishing  the 
annual  assessment  for  1967  at  $75.00: 

The  Finance  Committee  recom- 
mends, with  the  concurrence  of  the 
Board  of  Trustees  and  Councilors,  that 
the  1967  annual  assessment  for  active 
members  of  the  Pennsylvania  Medical 
Society  be  $75.  The  Finance  Com- 
mittee recommends  that  10.667  per- 
cent of  the  annual  assessment  be  allo- 
cated to  the  Educational  Fund  of  The 
Educational  and  Scientific  Trust  of 
the  Pennsylvania  Medical  Society, 
which,  in  the  case  of  full  dues-paying 
members,  will  amount  to  $8.00. 

The  Finance  Committee  recom- 
mends that  of  the  annual  assessment 
paid  by  each  active  member,  four 
percent,  or  in  the  case  of  full  dues- 
paying  members,  $3.00,  be  allocated 
to  the  Medical  Benevolence  Fund. 

Russell  B.  Roth,  M.D.,  Speaker, 
William  Y.  Rial.  M.D.,  Vice-Speaker , 
Allen  W.  Cowley,  M.D..  Secretary, 
Alex  H.  Stewart,  Assistant  Secretary’. 
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APPENDIX  A 

Remarks  of  the  President  of  the 
Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society  thanks 
you  for  this  opportunity  to  report  the 
many  accomplishments  of  this  past 
year.  The  theme  chosen  for  the  year 
1965-66  was  “AIM  HIGH”  to  pre- 
serve and  enhance  our  medical  heri- 
tage. The  Woman’s  Auxiliary  did 
“Aim  High!” 

Most  of  our  activities  were  aimed 
at  work  in  our  communities.  It  was 
through  Community  Service  programs 
and  projects  that  we  helped  the  lay- 
men understand  the  functions,  policies, 
and  aims  of  the  medical  profession. 
We  are  concerned  with  the  health  and 
welfare  of  the  community  in  which 
our  physician-husbands  serve  and  are 
eager  to  help  improve  them. 

There  were  many  fields  of  service 
such  as  Homemakers  Service,  Pre- 
school Visual  Screening,  Safety  proj- 
ects— poison  and  suicide  prevention, 
gun  safety,  GEMS,  safety  in  the 
home,  water,  and  on  our  highways. 
The  Luzerne  County  Auxiliary  was 
the  recipient  of  the  Governor’s  Award 
on  Traffic  Safety. 

The  Disaster  Preparedness  pro- 
grams included  the  Block  Mother 
Plan,  Medical  Self-Help  Training 
Courses,  and  aid  to  CAP;  the  sale  of 
pin  cushions  in  Lehigh  County  kept 
the  Civil  Air  Patrol  flying. 

Legislation  affecting  medicine  and 
the  good  health  of  the  citizens  of 
Pennsylvania  was  supported  with  em- 
phasis on  education. 

The  Auxiliary  was  interested  in 
creating  a good  image  at  home  as  well 
as  abroad.  Through  our  International 
Health  Activities,  tons  of  sample  drugs 
were  shipped  to  World  Medical  Re- 
lief, Inc.,  and  equipment  was  sent  to 
the  Congo.  Medical  literature,  soap, 
yarn,  bandages,  and  hospital  supplies 
were  sent  to  foreign  missions.  Assis- 
tance was  given  to  the  ship  “Hope.” 

Two  new  projects  were  added  to 
our  many  activities.  The  Pennsylvania 
Medical  Society’s  Advisory  Committee 
on  Medical  Student  Recruitment  re- 
quested assistance  to  help  develop  the 
program.  To  date,  22  counties  have 
held  81  “Meet  Medicine”  assemblies 
and  seven  high  schools  have  received 
charters  for  Future  Physicians  Clubs 
with  many  more  to  be  chartered  this 


Fall.  The  other  new  project,  ART, 
was  placed  under  the  Community 
Service  Committee.  A chairman  was 
appointed  to  inform  the  members  that 
Auxiliary  members  are  invited  to  affil- 
iate with  the  Pennsylvania  Physicians 
Art  Association  and  exhibit  at  con- 
ventions; and  to  explain  how  Art  may 
be  useful  in  hospitals. 

Donations  were  given  to  AMA- 
ERF,  the  Medical  Benevolence  Fund, 
and  the  Educational  and  Scientific 
Trust  totaling  $17,427.53. 

Articles  were  written  for  Pennsyl- 
vania Medicine  and  our  own  Key- 
stone News  as  well  as  our  National 
publication,  the  M.D.’s  Wife.  The 
staff  for  Keystone  News,  the  Auxil- 
iary’s new  publication,  was  organized 
this  year  and  three  issues  have  been 
mailed  to  all  Auxiliary  members.  An 
article  was  written  for  the  bulletin  of 
the  Pennsylvania  Association  of  Medi- 
cal Assistants. 

The  Auxiliary  established  the 
Founders  Award  honoring  Mrs.  W. 
Wayne  Babcock  to  be  given  to  Auxil- 
iary members  doing  outstanding  com- 
munity work  in  fields  of  Education, 
Religion,  and  Welfare.  The  first  award 
will  be  presented  at  this  Convention. 

The  Woman’s  Auxiliary  to  the  Stu- 
dent American  Medical  Association, 
our  future  members,  received  financial 
help,  speakers  were  provided  for  their 
meetings,  and  they  were  invited  to 
Auxiliary  meetings,  Conference,  and 
Convention.  Three  intern  and  resident 
chapters  were  organized,  one  in  the 
Allentown-Bethlehem  area,  one  in 
Harrisburg,  and  one  at  Danville  at 
the  Geisinger  Medical  Center. 

In  November,  1965,  when  Pennsyl- 
vania hosted  the  American  Medical 
Association  Clinical  Session  in  Phila- 
delphia, the  Auxiliary  hosted  the  wives 
and  guests  of  the  delegates  at  a coffee, 
luncheon,  and  tour  of  Philadelphia. 
The  Auxiliary  was  also  represented  at 
the  Philadelphia  County  Medical  So- 
ciety’s dedication,  reception,  and  open 
house  of  their  new  medical  building. 

The  Woman’s  Auxiliary  was  repre- 
sented at  the  following  meetings: 
Public  Relations  Institute,  National 
Officers’  Conference,  and  the  Ameri- 
can Medical  Association's  Annual 
Meeting  in  Chicago,  the  Eastern  Re- 
gional Meeting  in  New  York  City,  and 
in  Harrisburg  at  the  Rural  Health 
Conference,  the  Pennsylvania  Health 
Council,  the  Governor's  Conferences 


on  Health  Careers,  on  Safety,  and  on 
Aging,  the  Pennsylvania  Medical  So- 
ciety’s Officers’  Conference  and  the 
Councils  on  Public  Service  and  Gov- 
ernmental Relations,  also  PaMPAC 
Board  meetings. 

The  Pennsylvania  Association  of 
Medical  Assistants’  Convention  in 
Johnstown  and  conventions  in  neigh- 
boring states  were  attended. 

I was  invited  to  serve  as  a member 
of  the  Citizens  for  the  Advancement 
of  Community  Mental  Health/ Retar- 
dation Services  Committee. 

Visiting  the  twelve  councilor  dis- 
tricts encompassing  56  counties  was 
an  inspiration  as  well  as  a pleasure. 
There  was  good  attendance  at  all 
meetings. 

I am  happy  to  report  that  the  Dela- 
ware County  Auxiliary  has  been  re- 
organized this  year  and  was  the  first 
to  issue  voluntary  joint  husband-wife 
billing  for  dues.  Cambria,  Franklin, 
Montgomery,  and  Philadelphia  Coun- 
ties have  also  voted  for  joint  billing 
for  dues  beginning  in  January,  1967. 
We  hope  that  more  of  the  counties 
that  do  not  have  100%  Auxiliary 
membership  will  consider  the  “team 
membership”  billing  because  we  feel 
this  helped  to  increase  our  member- 
ship this  year.  We  have  543  new 
members;  however,  the  difference  be- 
tween the  Medical  Society  and  Auxil- 
iary membership  is  still  great.  There 
are  12,312  physicians  and  only  5,477 
Auxiliary  members.  We  certainly  do 
not  have  that  many  bachelors  in  Penn- 
sylvania. 

The  Auxiliary  is  grateful  for  the 
support  given  by  our  Advisory  Com- 
mittee, the  State  Society,  and  members 
of  the  State  Office  family.  We  especi- 
ally wish  to  thank  Dr.  James  W.  Min- 
teer,  who  was  most  helpful.  The  Aux- 
iliary appreciates  the  thoughtfulness 
and  consideration  shown  to  us  and 
thanks  you  for  your  advice,  counsel, 
and  guidance. 

In  the  so-called  battle  of  the  sexes, 
I have  long  subscribed  to  Ogden 
Nash’s  insistence,  “that  there  is  no 
reason  for  incompatibility  as  long  as 
he  has  income  and  she  is  patible.” 
By  letting  the  Auxiliary  participate  in 
your  projects,  by  accepting  it  as  part 
of  your  team,  I can  assure  you  lots 
of  compatibility  in  the  medical  world. 

Mrs.  Lucian  J.  Fronduti,  Pres. 
Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society. 
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APPENDIX  B 

SUPPLEMENTAL  REPORT  B 

Board  of  Trustees  and  Councilors 

(Items  1,  2,  and  3 referred  to  Refer- 
ence Committee  on  Reports  of  Offi- 
cers. Items  4 and  5 referred  to  Refer- 
ence Committee  on  Medical  Service). 

To  the  House  of  Delegates: 

At  its  meeting  on  Saturday,  October 
8,  1966,  the  Board  of  Trustees  took 
action  on  items  which  are  of  interest 
to  the  members  of  the  House  of  Dele- 
gates, but  which  require  no  specific 
action: 

1.  Approved  a resolution  authoriz- 


AFPENDIX  C 

SUPPLEMENTAL  REPORT 

Reports  of  Individual  Councilors 

TENTH  DISTRICT 

(Referred  to  Reference 
Committee  on  Reports 
of  Officers) 

To  the  House  of  Delegates: 

The  Coordinating  Committee  of  the 
Tenth  Councilor  District  has  been 


APPENDIX  D 
SUPPLEMENTAL  REPORT 
Committee  on  Discipline 

(Referred  to  Reference 
Committee  on  Standing 
and  Special  Committees) 

To  the  House  of  Delegates: 

There  has  been  some  question  con- 
cerning the  present  scope  of  respon- 
sibility and  activity  of  the  Committee 
on  Discipline.  Therefore,  a meeting 
of  this  Committee  was  held  on  Septem- 
ber 7,  1966,  to  discuss  the  problem 
and  develop  future  objectives.  The 
findings  and  recommendations  evolv- 
ing from  this  meeting  are  presented  in 
this  supplemental  report  for  considera- 
tion by  the  House  of  Delegates. 

In  addition  to  its  functions  to  edu- 
cate, consult  and  advise  on  matters 
pertaining  to  discipline  and  to  have 
liaison  with  the  State  Board  of  Medi- 
cal Education  and  Licensure,  this  Com- 
mittee is  of  the  opinion  that  it  also  is 
needed  to  investigate  matters  brought 
before  the  Pennsylvania  Medical  So- 
ciety. Therefore,  this  Committee 
recommends  that  Paragraph  (j),  See- 


ing the  proper  officers  to  nego- 
tiate a mortgage  for  the  new 
building  with  Cumberland  Coun- 
ty National  Bank  and  Trust 
Company,  New  Cumberland, 
Pa.,  not  to  exceed  $250,000  at 
an  annual  interest  rate  of  5%. 

2.  Approved  a resolution  authoriz- 
ing the  proper  officers  to  con- 
sumate  the  sale  of  the  Society’s 
property  at  230  State  Street, 
Harrisburg. 

3.  Directed  the  Chairman  of  the 
Board  to  appoint  an  Ad  Hoc 
Committee  to  study  further  the 
question  of  communications,  in- 
cluding the  proposal  to  create  a 
Department  of  Communications. 


4.  Approved  a program  regarding 
Hospital  Utilization  Review — 
P.  L.  89-97,  as  recommended 
by  the  Council  on  Medical  Serv- 
ice. 

5.  Approved  a request  of  the  Coun- 
cil on  Medical  Service  that  the 
present  contract  (expires  Octo- 
ber 31,  1966)  with  the  Office  of 
Dependent’s  Medical  Care  be  ex- 
tended until  January  31,  1967,  in 
order  to  give  the  Council  suffi- 
cient time  to  negotiate  a con- 
tract based  on  Prevailing  Fees. 

Respectfully  submitted, 

C.  J.  McCullough,  M.D., 
Chairman. 


busy  working  out  a plan  in  conjunc- 
tion with  the  fiscal  agent,  which  in  our 
state  is  Blue  Cross,  to  see  that  the 
utilization  plans  of  the  hospitals  con- 
cerning Medicare  patients  are  carried 
out  according  to  the  hospital  Utili- 
zation Plan  submitted  to  the  Depart- 
ment of  Welfare.  The  medical  socie- 
ties of  the  Tenth  Councilor  District 
are  asking  and  want  to  take  an  active 
part  in  this  important  program.  In 
addition  the  Coordinating  Committee 
has  had  a sub-committee  working  out 
a detailed  plan  for  review  of  utiliza- 


tion in  extended  care  facilities.  With 
the  excellent  help  of  the  Hospital  Utili- 
zation Project,  this  Committee  has  for- 
mulated a Model  Utilization  Plan  for 
extended  care  facilities.  In  addition  a 
review  mechanism  including  the  neces- 
sary forms  to  implement  this  me- 
chanism has  been  finalized  and  ap- 
proved by  the  fiscal  agent. 

Respectfully  submitted, 

John  S.  Donaldson,  M.D., 
Trustee  and  Councilor. 


tion  2,  of  Chapter  XIV,  of  the  By- 
Laws  of  the  Pennsylvania  Medical  So- 
ciety be  amended  by  the  House  of 
Delegates  as  follows: 

Note:  Material  which  is  under- 

scored is  being  added  for  considera- 
tion. 

(j)  Committee  on  Discipline.  The 
Committee  on  Discipline  shall  consist 
of  six  members,  one  of  whom  shall  be 
the  Chairman  of  the  Board  of  Medical 
Education  and  Licensure  of  the  Com- 
monwealth of  Pennsylvania  with  vot- 
ing privileges  when  a member  of  the 
Pennsylvania  Medical  Society.  The 
Committee  shall  be  responsible  for: 

(i)  consulting  on  problems  of  dis- 
cipline with  Component  Societies 
through  their  Judicial  Board  and 
Grievance  Committees. 

(ii)  discussing  and  investigating 
matters  referred  to  the  Committee  by 
the  State  Board  of  Medical  Education 
and  Licensure,  by  a Component 
Society,  by  an  individual  member,  or 
by  the  Pennsylvania  Medical  Society. 

(iii)  maintaining  liaison  between 
Component  Societies,  the  Pennsylvania 


Medical  Society,  and  the  Board  of 
Medical  Education  and  Licensure  by 
acting  as  a transmitting  agent  or  clear- 
ing house  on  matters  of  discipline. 

(iv)  evaluating  actions  of  a local 
grievance  committee  when  requested 
by  a Component  Society,  by  an  indi- 
vidual member,  or  by  the  Pennsylvania 
Medical  Society. 

(v)  operating  visitation  programs 
for  the  discussion  of  disciplinary  prob- 
lems with  Component  Societies  at  their 
invitation. 


(vi)  the  activities  of  the  Commit- 
tee on  Discipline  shall  not  conflict 
with,  or  supersede,  the  provision  for 
disciplinary  proceedings  and  appeals 
contained  in  Chapter  XI II  of  these 
By-Laws. 


Respectfully  submitted: 


John  H.  Boal,  Jr.,  M.D.. 
Charles  B.  Hollis,  M.D., 
Raymond  M.  Dorsch.  Jr.,  M.D., 
William  Y.  Rial,  M.D., 
William  J.  Kelly,  M.D., 


Chairman. 
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APPENDIX  E 

SUPPLEMENTAL  REPORT 
Council  on  Public  Service 

(Referred  to  the  Reference 

Committee  on  Public  Service) 

To  the  House  of  Delegates: 

This  report  covers  some  of  the 
major  activities  of  the  Council  since  it 
prepared  its  annual  report  in  June  and 
discusses  several  continuing  projects 
that  were  not  completed  at  the  time 
the  initial  report  was  prepared.  The 
activities,  by  topics,  are  as  follows: 

Resolution  65-1.  The  Resolve  of 
this  resolution  read  as  follows:  That 
the  Pennsylvania  Medical  Society  un- 
dertake a more  energetic  effort  toward 
compiling  and  disseminating  informa- 
tion in  respect  to  the  scope,  educa- 
tional requirements  and  related  aspects 
of  the  practice  of  medicine  and  the 
more  limited  disciplines  in  the  medical 
field,  and  that  a specific  goal  be  the 
supplying  of  such  material  to  high 
school  counselors,  state  legislators  and 
the  general  public.” 

The  Council  on  Public  Service  de- 
cided on  various  ways  to  implement 
Resolution  65-1  at  its  first  meeting 
following  last  year’s  session  of  the 
House.  Although  the  original  resolu- 
tion before  being  amended  to  the 
wording  presented  above  mentioned 
including  chiropractic  in  the  compari- 
sons of  various  careers,  the  Council 
felt  that  the  inclusion  of  chiropractic 
would  give  it  a stature  which  it  does 
not  deserve  and  thus  instructed  the 
staff  to  omit  it  from  the  materials  de- 
veloped to  implement  the  resolution. 
All  of  the  various  methods  of  pre- 
senting information  to  the  public  were 
used  in  the  dissemination  in  facts  re- 
lated to  the  resolution.  For  example, 
the  State  Society’s  weekly  five-minute 
radio  show  now  heard  on  75  stations 
throughout  the  state  used  a variety  of 
topics  related  to  the  qualifications  of 
various  practitioners.  It  was  the  sub- 
ject of  various  statewide  news  re- 
leases and  a number  of  the  weekly 
health  columns  supplied  to  nearly  500 
publications  were  dovoted  to  compari- 
sons of  careers  in  the  health  field. 
Several  of  the  physician-recorded  mes- 
sages disseminated  to  radio  stations  as 
part  of  the  State  Society’s  “Instant 


News”  service  were  concerned  with 
the  topic  of  health  career  comparisons. 

In  addition  to  the  general  dissemi- 
nation of  such  information,  the  Coun- 
cil specifically  developed  or  purchased 
materials  designed  to  implement  the 
intent  of  the  resolution.  The  first  of 
these  materials  was  an  extensive  health 
careers  chart  and  recognizing  the  value 
of  such  information  coming  from  an 
impartial  source  rather  than  the  State 
Society,  this  chart  was  developed  with 
the  Pennsylvania  Health  Council,  Inc. 
Copies  of  it  on  a continuing  basis  are 
being  distributed  to  high  school  guid- 
ance counselors  and  to  members  of 
the  State  Legislature.  In  addition,  the 
chart  was  used  with  some  of  the  ma- 
terials disseminated  as  part  of  the  State 
Society’s  Medical  Student  Recruitment 
Program  where  it  was  given  additional 
exposure.  The  Council  developed  and 
printed  as  a pocket-size  folder  a sim- 
plified bar  chart  showing  the  relative 
lengths  of  formal  training  required  for 
some  selected  health  careers.  This  is 
designed  to  show  at  a glance  the  vastly 
superior  training  of  the  physician. 
This  leaflet  is  for  public  and  specific 
distribution  and  has  been  sent  to  guid- 
ance counselors  and  members  of  the 
State  Legislature  and  is  being  made 
available  for  distribution  in  physi- 
cians’ offices.  More  definitive  details 
about  a variety  of  health  careers  exists 
in  a paperback  book  published  by  the 
AMA  and  the  Pennsylvania  Medical 
Society  with  a special  insert  of  facts 
about  medical  and  paramedical  educa- 
tion within  the  Commonwealth.  An 
initial  10,000  copies  of  this  book  have 
been  purchased  by  the  State  Society 
for  distribution  to  high  school  guid- 
ance counselors,  members  of  the  State 
Legislature  and  members  of  the  So- 
ciety’s Future  Physicians  Clubs. 
Finally,  the  Council  purchased  10,000 
of  an  AMA-produced  leaflet  on  chiro- 
practic, entitled  “Did  You  Know  That 
. . .”  and  has  distributed  it  to  guid- 
ance counselors,  members  of  the  State 
Legislature,  and  to  the  public  at  health 
careers  exhibits,  health  fairs,  meetings, 
etc. 

The  Council  always  has  developed 
and  distributed  comparative  informa- 
tion about  health  careers  and  plans  to 
continue  indefinitely  the  added  em- 
phasis outlined  above.  The  activities 
described  are  in  addition  to  the  State 
Society’s  health  career  recruitment 


effort  which  is  one  of  the  most  com- 
prehensive in  the  nation.  Because  Res- 
olution 65-1  was  only  indirectly  re- 
lated to  recruitment,  this  supplemental 
report  does  not  cover  the  direct  re- 
cruitment activities.  Some  of  these 
activities  are  described  in  the  Council’s 
annual  report. 

Science  Fair  Scholarship  Awards. 
The  Board  of  Trustees  and  Councilors 
at  its  August  meeting  discontinued  the 
Science  Fair  Scholarship  Awards  pro- 
gram and  authorized  the  Committee 
on  Aid  to  Education  to  present  a sub- 
stitute program,  probably  in  coopera- 
tion with  the  Junior  Academy  of 
Science.  Any  such  program  will  be 
carried  out  by  the  Educational  and 
Scientific  Trust  and  the  Committee  on 
Aid  to  Education,  rather  than  the 
Council  of  Public  Service. 

Weekly  Radio  Show.  There  has 
been  an  additional  increase  beyond 
that  mentioned  in  the  Council’s  an- 
nual report  in  the  use  of  the  weekly 
five-minute  health  news  radio  program 
entitled  “Today’s  Health.”  The  num- 
ber of  stations  using  it  on  a weekly 
basis  now  totals  seventy  five,  and  ad- 
ditional growth  is  anticipated. 

Newsletter.  The  Board  of  Trustees 
has  given  its  approval  to  a Council 
recommendation  that  the  PMS  News- 
letter be  discontinued  as  a regular  pub- 
lication and  that,  instead,  it  be  pro- 
duced and  distributed  on  an  “as- 
needed”  basis  starting  January  1,  1967. 
Thus,  the  Newsletter  next  year  will  be 
issued  at  times  that  call  for  the  speedy 
dissemination  of  important  informa- 
tion to  all  members  of  the  State  So- 
ciety. 

Respectfully  submitted, 

R.  William  Alexander,  M.D., 
William  F.  Brennan,  M.D., 
Walter  I.  Buchert,  M.D., 

James  B.  Donaldson,  M.D., 

Leo  C.  Eddinger,  M.D., 

Wilson  C.  Everhart,  M.D., 

Leroy  A.  Gehris,  M.D., 

Charles  J.  H.  Kraft,  M.D., 
Arthur  E.  Pollock,  M.D., 
George  A.  Rowland,  M.D., 

Jack  C.  White,  M.D., 

Edward  C.  Raffensperger,  M.D.^ 
Vice-Chairman; 
John  F.  Hartman,  Jr.,  M.D., 
Chairman. 


JANUARY,  1967 


123 


INDEX 


Accountant’s  Report  109 

Annual  Assessment 120 

Aid  to  Education,  Report  of  Committee  on 116 

Board  of  Trustees  and  Councilors,  Report  of 

101,  106,  107,  108,  110,  122 

By-laws’  Amendments  106,  117 

Constitution  and  By-laws,  Report  of  Committee  on  . . 

100,  105,  117 

Constitutional  Amendment  105 

Convention  Program,  Report  of  Committee  on 118 

Councils,  Reports  of: 

Governmental  Relations  104 

Medical  Service  106 

Public  Service 101,  119,  120,  123 

Scientific  Advancement 117,  118 

Councilors,  Reports  of  Individual 101,  109,  122 

Delegates  to  American  Medical  Association,  Report  of  110 

Discipline,  Report  of  Committee  on  . . . 101,  1 16,  1 17,  122 

Distinguished  Guests  101 

Elections  102 

Executive  Director,  Report  of 109 


Nominate  Delegates  and  Alternates  to  the  AMA, 


Reference  Committees: 

Personnel  changes 100 

Reports  of: 


Medical  Service 101,  106 

Miscellaneous  Business  119 

Public  Service 119 

Reports  of  Officers 101,  108 


Scientific  Advancement 101,  117 

Standing  and  Special  Committees 101 , 116 

Relationships  with  Allied  Professions,  Report  of  Com- 
mittee on 116 

Resolutions: 

Convention  Program  Committee 103 

Joseph  J.  Leskin,  M.D 109 

66-1 : Pennsylvania  Medical  Assistance  Program  ...  107 

66-2:  Volunteer  Joint  Dues  Billing 117 

66-3:  Qualifications  for  Society  Officers 106 

66-4:  Centennial  of  the  Butler  County  Medical 

Society 119 

66-5:  Veterans’  Benefits  for  Non-Service  Connected 

Disabilities  104 

66-6:  Relations  between  Medicine  and  Optometry  .104 
66-7 : Standards  for  Hospitals  Receiving  Federal 

Funds  104 

66-8:  Date  for  Allocation  of  Delegates  and  Alter- 
nate Delegates  105 

66-9:  Medical  Practice  Act  to  Define  Psycho- 
therapy   104 


120 

66-10: 

117 

66-11: 

104 

66-12: 

104 

66-13: 

116 

66-14: 

104 

104 

117 

66-15: 

100 

102 

116 

66-16: 

66-17: 

102 

66-18: 

103 

110 

66-19: 

118 

66-20: 

100 

123 

119 

66-21 : 

100 

66-22: 

66-23: 

117 

104 

66-24: 

66-25 : 
66-26: 

Department  of  Mental  Health  104 


nation  and  Election  of  Vice-Presidents, 

Delegates 106 

The  Right  to  Bill  Patients — Title  XIX  of 

Public  Law  89-97  108 

To  Guard  Against  Discrimination  in  Orga- 
nized Medicine  119 

Philadelphia  Blue  Cross  Policy  108 

Appointment  of  Committee  on  Paramedical 
Affairs  120 


the  Commonwealth  in  Regard  to  Steriliza- 
tion, Abortion  and  Contraception 119 

Teaching  Health  Education  in  Technical 

High  School  120 

Hospital  Immunity  104 

Hospital  Outpatient  Services 108 

Licensure  for  Practical  Nurses  from  Ap- 
proved Vocational  Schools 101,104 

Medicare  Fees 101,  108 

Change  of  Meeting  Time  of  House  of  Dele- 
gates   101,  116 

Rules,  Report  of  Committee  on 100 

Scientific  Advancement,  Council  on  117,  118 


124 


PENNSYLVANIA  MEDICINE 


Scientific  Advancement,  Reference  Committee  on  . 101,  1 17 


Secretary,  Report  of  109 

Special  Committees,  Reports  of: 

General  Practice ...117 

Medicine  and  Religion 117 

Study  Committees  and  Commissions  117 

Study  Relations  Between  Medicine  and  Osteopathy  ..117 

Standing  Committees,  Reports  of: 

Aid  to  Education 116 

Constitution  and  By-laws 100,  105,  117 

Convention  Program  118 

Discipline  101,  116,  117,  122 

Medical  Benevolence  116 


Nominate  Delegates  and  Alternates  to  the  American 

Medical  Association 102 

Objectives  116 

Relationships  with  Allied  Professions 116 

Woman's  Auxiliary,  Advisory  to  .116 

Study  Committees  and  Commissions,  Report  of  Com- 
mittee to 117 

Study  Relations  Between  Medicine  and  Osteopathy, 

Report  of  Committee  to 117 

Treasurer,  Report  of 109 

Woman’s  Auxiliary,  Remarks  of  the  President 

100,  116,  121 

Woman’s  Auxiliary.  Report  of  Advisory  Committee  to  .116 


JANUARY,  1967 


125 


fluocmolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


Neo-Synalar 

fluocinolone  acetonide-neomycin  sulfate  creamx 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.1  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin— combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli2  that  often 
colonize  and  thrive  on  abraded  skin.1 
A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  R:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963, p.  111. 


CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Wanted — House  Physician  for  201- 
bed  General  Hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Summer — Two  physicians  for  out- 
standing Pocono  brother-sister  camp 
eight  weeks — July/ August.  Four-week 
periods  acceptable.  Facilities  for  fam- 
ily available.  Write:  Camp  Swago, 

1410  East  24th  Street.  Brooklyn,  New 
York  11210. 

Physician  for  General  Practice — 

Would  like  a young  General  Practi- 
tioner as  an  associate  in  a very  active 
general  practice;  would  be  expected 
to  take  over  entire  practice  within  3 
years — I have  plans  for  retirement 
within  this  period.  City  of  16.000 
located  Southeastern  Pennsylvania;  60 
miles  from  State  Capitol.  230-bed 
hospital.  Specialties  well  represented. 
City  in  need  of  additional  general 
practitioners.  Good  schools  and 
churches.  Area  has  excellent  hunting 
and  fishing.  Satisfactory  financial  ar- 
rangements can  be  worked  out.  Write 
Department  491,  Pennsylvania  Med- 
icine. 

Pathologist,  43;  Certified  P.A.-C.P. 
University  trained.  Experienced  Di- 
rector. Seeks  directorship  or  associa- 
tion. Prefer  Eastern  Pennsylvania  or 
New  Jersey.  Write  Department  490, 
Pennsylvania  Medicine. 

Radiation  Therapy  Needs  More  Phy- 
sicians— Major  Pittsburgh  institution 
offers  unique  opportunity  for  training 
in  radiation  therapy,  leading  to  Board 
Certification.  Position  open  to  physi- 
cians in  general  practice  and  to  physi- 
cians with  training  in  internal  med- 
icine, pathology  and  allied  specialties. 
Salary  commensurate  with  number  of 
dependents,  age,  and  experience.  Con- 
tact John  Frich,  M.D.,  Department 
of  Radiation  Therapy,  Allegheny  Gen- 
eral Hospital,  Pittsburgh,  Pa.  15212. 


Internist  and  Psychiatrist,  or  Gener- 
al Practitioner  interested  in  Psychiatry 
wanted  for  a modern  951 -bed  Psy- 
chiatric Hospital,  with  progressive 
treatment  and  research  programs;  sal- 
ary up  to  $20,585,  depending  upon 
qualifications;  excellent  fringe  bene- 
fits; licensure  in  any  state  and  citizen- 
ship required;  relocation  expenses 
paid;  Contact  Director,  VA  Hospital, 
Leech  Farm  Road,  Pittsburgh,  Pa. 
15206.  An  Equal  Opportunity  Em- 
ployer. 

Physician  II — For  medical  care  of 
mentally  retarded.  Salary,  $12,075- 
$16,170.  Civil  Service  and  fringe  bene- 
fits; housing.  Pennsylvania  license. 
Write  Alfred  B.  Sigman,  M.D.,  Su- 
perintendent, Ebensburg  State  School 
and  Hospital,  Ebensburg,  Pa.  15931. 

Industrial  Physician — The  Reading 
Railroad  has  openings  in  its  medical 
department  for  physicians  interested 
in  all  facets  of  medicine.  Salary  and 
fringe  benefits  (life  insurance,  retire- 
ment plan,  etc.).  For  interviews,  send 
resume  to  M.  M.  Medvene,  M.D., 
Room  350,  Reading  Terminal,  Phila- 
delphia, Pa.  19107. 

Physician — Philadelphia-based  com- 
pany has  immediate  opening  in  its 
medical  department  in  Eastern  Penn- 
sylvania, on  a full-time  basis.  Salary 
and  liberal  benefits;  pleasant  work  and 
surroundings.  Excellent  opportunity. 
For  full  details,  submit  qualifications 
— Write  Department  481,  Pennsyl- 
vania Medicine. 

Anesthesiologist — Board  eligible,  or 
certified.  To  head  Department  in  135- 
bed  Western  Pennsylvania  Hospital. 
JCAH  approved.  Completely  new 
modern  facilities.  Excellent  recrea- 
tional facilities  winter  and  summer.  Ski 
capital  of  Pennsylvania.  Excellent 
schools.  Area  offers  many  advantages 
to  professional  persons  interested  in 
small  town  living.  One  hour  from  Uni- 
versity of  Pittsburgh  Medical  Center. 
Write  Department  485,  Pennsyl- 
vania Medicine. 

General  Surgeon — Board  certified, 
desires  location  in  Pennsylvania. 
Pennsylvania  license.  Write  R.  Habib. 
M.D.,  Veterans  Administration  Cen- 
ter, Mountain  Home,  Tennessee,  or 
call  area  code  615-928-7833. 


PRACTICES  AVAILABLE 


Exceptional  General  Practice — Al- 
lentown, Pennsylvania.  Gross  in  ex- 
cess of  $90,000  a year;  fully  equipped 
office,  readily  available  to  hospitals; 
apartments  for  rental  income  on  prem- 
ises; reasonable  terms  can  be  arranged. 
Selling  through  Estate.  Write:  Steele 
Estate,  c/o  Dower,  Huston  & Cahn, 
York-Commonwealth  Building,  Allen- 
town, Pennsylvania  18101;  telephone 
215-433-5147. 


General  Practice — Modernistic  air- 
conditioned  office,  with  equipment  and 
home — $40,000  complete.  Twenty 
minutes  to  hospitals.  Near  U.  S.  22 
(New  York  City-Harrisburg) . Ill 
health  forcing  retirement.  Contact 
Theodore  W.  Gliem,  M.D.,  14 

North  Fourth  Street,  Hamburg,  Pa. 
19526. 


Y/i  3i{i3n;  w i ry 

■dr.iJrr*  't-JamouS  O/uirJ 

WZ5SES33X 


Some  habits  are  good  ones! 
Like  expert  shoe  fittings. 

Stride  Rite 

C2/  SHOE 

Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

IN  ALLENTOWN  IN  READING 

719  Hamilton  St.  642  Penn  St. 

951  Hamilton  St. 

953  Hamilton  St. 
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Active  General  Practice — in  North- 
east area  of  Philadelphia.  27  years. 
Can  introduce.  Retiring.  Equipped 
modern  offices  and  residence.  Ne- 
gotiable terms.  Contact  A.  V.  Raf- 
ferty, Agent,  4949  Oxford  Avenue, 
Philadelphia,  Penna.  19124. 

General  Practitioner — To  take  over 
established  general  practice  June,  1967. 
Entering  residency.  Excellent  income; 
good  patients.  Open  hospitals;  clean, 
prosperous  cultural  community.  No 
investment  required.  Will  introduce. 
Write  Department  486,  Pennsyl- 
vania Medicine. 


RESIDENCIES  AVAILABLE 


Approved  Residency — Two-year 
general  practice;  available  January  1, 
1967,  in  244-bed  general  hospital,  Phil- 
adelphia suburb.  ECFMG  certificate 
required  of  foreign  graduates.  Ex- 
change visitor  number  available.  Duty 
every  fourth  night  and  fourth  week- 
end; active  teaching  program;  $600 
per  month  and  full  maintenance  or 
extra  living-out  allowance.  Write 
Director  of  Mbdical  Education, 
Delaware  County  Memorial  Hospital, 
Drexel  Hill,  Pa.  19026. 


Newly  developed  psychoanalytically 
oriented  psychiatric  residencies  avail- 
able at  1st,  2nd  and  3rd  year  levels 
starting  July  1,  1967  at  the  Woman’s 
Medical  College  of  Pennsylvania,  3300 
Henry  Avenue,  Philadelphia,  Pennsyl- 
vania 19129.  This  program  has  been 
approved  by  the  American  Medical 
Association  and  American  Board  of 
Psychiatry  and  Neurology  for  three 
years  clinical  and  didactic  training  in 
psychiatry,  as  preparation  and  quali- 
fication for  Boards.  Training  program 
under  direction  of  O.  Eugene  Baum, 
M.D.,  400-bed  general  hospital  for 
consultation,  emergency  service,  psy- 
chosomatic problems,  out-patient  clin- 


ics, etc.  In-patient  psychiatric  service 
at  adjacent  Eastern  Pennsylvania  Psy- 
chiatric Institute;  research  as  well  as 
treatment  oriented,  including  out-pa- 
tient, day  care,  etc.  Child  psychiatry 
under  Selma  Kramer,  M.D.,  integrated 
into  total  program.  Conferences  and 
individual  supervision  by  analytically 
trained  and  Board  certified  staff.  Ex- 
cellent program  in  neurosciences  un- 
der direction  of  Chairman  of  Depart- 
ment. Opportunity  for  personal  analy- 
sis and  psychoanalytic  training.  For 
further  details  and  application,  write 
Leo  Madow,  M.D.,  Chairman,  De- 
partment of  Psychiatry  and  Neurol- 
ogy. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medicine.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medicine,  Taylor  By-Pass  and 
Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  re- 
ject or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


COMPLICATIONS  OF  LATE  PREGNANCY  <&.  LABOR 

A Two -Day  Symposium  Cooperatively  Sponsored  By 

JEFFERSON  MEDICAL  COLLEGE 
and 

PENNSYLVANIA  STATE  UNIVERSITY 

The  purpose  of  this  program  is  to  present  the  up-to-date  concepts  and  the  evaluation  of  the  last 
trimester  of  pregnancy  and  the  management  of  the  problems  that  arise  therefrom.  A review  of  the 
studies  involved  in  the  evaluation  of  the  maternal-placental-fetal  unit  will  be  given.  A group  of  author- 
ities will  present  their  views  on  the  problems  of  premature  labor,  delivery,  and  the  management  of  the 
neonate. 


FRIDAY  and  SATURDAY,  FEBRUARY  10-11,  1967 

Jefferson  Medical  College 

McClellan  Hall 

1025  Walnut  Street,  Philadelphia 


For  Further  Information: 

John  H.  Killough,  Ph.D.,  M.D. 
Alvin  F.  Goldfarb,  M.D. 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pa.  19107 


Reservations: 

Robert  M.  Way 

Penn  State  Continuing  Education 

1619  Cloverly  Lane 

Abington,  Pa.  19001 

Telephone  (215)  886-9400,  Ext.  82 


In  My  Opinion  . . . 

The  Meaning 
Of  Hippocrates 

Born  twenty-five  hundred  years  ago  during  the  age  of  Pericles, 
Hippocrates  embodies  for  us  the  rise  of  rational  medicine.  Two 
currents  of  thought  in  Greek  philosophy  ran  side  by  side,  one 
naturalistic  and  the  other  mystical.  Hippocrates  followed  the  natural- 
istic course  and  in  his  teachings  he  discarded  mysticism  and  supersti- 
tion, the  bulwarks  of  ecclesiastical  medicine,  which,  with  its  charms 
and  religious  aids,  were  used  by  temple  priests.  He  relied  instead 
upon  natural  phenomena  and  treatment  in  great  measure,  and  placed 
medicine  upon  a rational  basis.  The  infection  of  Hippocratic  medi- 
cine with  philosophy  appears  in  his  doctrine  of  the  humoral  pathol- 
ogy which  survived  into  the  nineteenth  century.  He  was  probably 
the  first  to  point  out  that  different  diseases  were  to  be 'distinguished 
by  characteristic  groupings  of  symptoms.  In  diagnosis  he  recom- 
mended that  the  physician  use  his  powers  of  observation,  including 
touch,  hearing,  smell  and  taste.  Like  most  Greek  physicians,  Hip- 
pocrates was  a keen  observer  rather  than  one  given  to  experiments. 
Although  dissection  of  the  human  body  was  barred  by  prejudices  of 
religion  and  custom,  he  was  the  first  physician  bold  enough  to  under- 
take dissection,  sacrilegiously  laying  searching  hands  on  cadavers. 
Medicine  owes  to  Hippocrates  the  art  of  clinical  investigation  and 
observation.  He  was,  above  all,  the  exemplar  of  that  flexible,  critical, 
well-poised  attitude  of  mind  ever  on  the  alert  for  sources  of  error 
which  is  the  essence  of  the  scientific  spirit.  He  virtually  founded 
the  bedside  method  of  teaching  which  was  later  employed  with  signal 
ability  by  Addison  and  others.  It  is  the  method  of  Hippocrates,  the 
use  of  the  mind  and  senses  as  diagnostic  tools  together  with  integrity 
and  a proper  conception  of  the  dignity  of  the  physician’s  calling,  his 
seriousness  and  respect  for  his  patients  that  warrant  him,  by  common 
consent,  the  appellation  of  Ihe  greatest  of  all  physicians.  He  possessed 
the  capacity  of  Greek  intelligence  to  separate  essentials  from  non- 
essentials — to  observe  facts  with  a critical  eye,  to  search  for  basic 
fundamentals  rather  than  to  wander  at  random.  He  judged  by  the 
rule  of  reason  and  not  by  the  impulse  of  prejudice.  He  dissociated 
medicine  from  theurgy  and  philosophy.  He  was  so  devoid  of  super- 
stition that  he  offered  the  Oracle  at  Delphi  a golden  skeleton — science’s 
last  tribute  to  magic  which  she  was  about  to  dethrone;  he  crystallized 
unorganized  knowledge  into  systematic  science;  and  he  provided  for 
physicians  the  highest  moral  inspiration.  The  Hippocratic  Collection 
comprising  87  treatises  are  scientific  analyses,  careful  observations 
and  logical  conclusions,  assembled  by  the  Alexandrian  scholars  and 
written  in  clear,  precise  and  simple  literary  style.  His  ethical  code 
known  through  the  ages  as  the  Hippocratic  Oath  embraces  ideals  and 
rules  of  ethics  which  have  served  as  a basis  for  all  systems  of  ethics, 
including  those  of  Percival  and  the  American  Medical  Association, 
propounded  since  he  prepared  them  to  guide  physicians  of  his  day. 

The  name  of  Hippocrates  symbolizes  the  best  of  the  traditions  of 
medicine,  the  art,  the  science  and  the  intimate  relationship  existing 
between  individual  physicians,  and  physicians  and  their  patients.  He 
was  the  legislator  of  medicine  and  his  name  has  come  to  represent 
the  ideal  physician  for  all  time.  His  kindliness  is  embodied  in  his 
aphorism,  “Where  there  is  love  of  man,  there  is  also  love  for  the  art 
of  healing”. 

Harry  E.  Bacon,  M.D..  Philadelphia 
Adapted  from  an  address  given  at  the  Isle  of  Cos,  Greece. 
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As  too  often  happens,  I got  out  of 
bed  a few  minutes  too  late  on  this 
particular  morning;  had  too  few  min- 
utes for  breakfast;  began  driving  to 
work  with  too  little  regard  for  speed- 
ing regulations:  not  too  unusual  a way 
to  begin  a day. 

When  a young  man  on  a motor- 
cycle passed  me — apparently  in  much 
more  of  a hurry  than  I,  two  thoughts 
occurred  to  me.  One  concerned  an 
editorial  I read  recently,  (in  the  No- 
vember, 1966  issue  of  Lycoming  Medi- 
cine) entitled  “Motorcycle  Mania.” 
The  other  was  a recollection  of 
“famous  last  words,”  published  in  De- 
cember’s Nebraska  State  Medical 
Journal.  The  connection  is  obvious. 

The  Williamsport  Sun-Gazette 
picked  up  the  “Motorcycle  Mania” 
item  from  Lycoming  Medicine  and  in 
their  final  paragraph  noted:  “Emer- 
gency rooms  of  hospitals  are  sorry 
sights  to  behold  after  ambulances  carry 
in  the  carnage  almost  every  day.  Won- 
der how  much  more  carefully  every- 
one would  drive,  or  ride  cycles,  if 
they  could  see  what  doctors  see  in 
the  emergency  rooms  almost  daily.” 

Among  the  Nebraska  Journal’s  list- 
ing of  notable  last  words  appears  the 
following: 

Wiley:  Stand  by  to  crash. 

Hobbes:  / am  about  to  take  my  last 
voyage,  a great  leap  in  the  dark. 

Hazlitt:  Well,  I’ve  had  a happy  life. 

Arnold  Bennett:  Everything’s  going 
wrong. 

All  of  which  could  be  made  to  tie 
in  well  with  “terminal  drivers.” 

Perhaps  our  children  will  read  one 
day  of  the  last  words  we  utter.  Possi- 
bly an  epitaph  will  be  pronounced 
for  all  of  the  men,  women  and  chil- 
dren who  suffer  from  our  road  mania 
— after  all.  about  60,000  individual 
epitaphs  will  need  to  be  recorded  for 
our  1967  road  deaths.  Since  we  drivers 
seem  to  be  bent  on  self-destruction, 
why  not  erect  a cover-everyone  epitaph 
for  posterity.  And  what  better  death- 
bed saying  could  be  chosen  than  “Who 
are  they  kidding:  this  road  was  built 
for  more  than  55  mph  traffic,”  unless, 
of  course,  we  simply  say:  “Get  out 
of  my  way,  roadhog.  I’m  late  for 
work.”  f.  G.  M. 
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CANCER  FORUM  PAGE 


The  big  question  has  been  answered  for  many  people.  The  Surgeon-General's  report  on  Smok- 
ing and  Health  gave  strong  support  to  overwhelming  evidence  accumulated  by  the  American 
Cancer  Society  over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational  efforts,  with  teen- 
agers the  specific  target.  Many  private  and  government  agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon-General's  report 
has  been  blurred  with  the  passage  of  time.  Unless  those  with  the  responsibility  for  protecting 
health  act  vigorously,  the  public  will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults  to  stop  smoking 
cigarettes?  How  to  influence  teen-agers  not  to  start?  How  to  help  those  who  want  to  stop 
but  can't?  Between  us,  doctor,  we  must  find  the  answers.  3IH6riC3ll  C3DC6P  SOClCtV 


PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

AMERICAN  CANCER  SOCIETY 

PENNSYLVANIA  CANCER  FORUM  PAGE— presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
Control  Section,  Pennsylvania  Department  of  Health. 


LIBRIUM 

(chlordiazepoxideHCI) 
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WHEN  ANXIETY 

IS  A SIGNIFICANT  I 
COMPONENT  OF  TH 
CLINICAL  PROFILE  I 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addiction-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
child-bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  increasing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical 
reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  be 
determined. 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories*  Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 


IN  THIS  ISSUE 


HOSPITAL  SCREENING  TESTS 

Simple  tests  devised  in  the  clinical  laboratory  afford 
early - recognition  of  inborn  errors  of  metabolism.; 


HOSPITAL  PLANNING 


The  president  of  United.  States  Steel  Corporation 

s » 

looks  at  long  range  planning^and  the  forces  thafe 
influence  changeJv  . ■/' 


when  it  counts... 


Chloromycetin 


(chloramphenicol) 


PARKE,  DAVIS  A COMPANY,  Detroit,  Michigan  4B232 

Complete  information  for  usage 
available  to  physicians  upon  request. 

once 
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IMPLIED  ■ 

CONSENT  BILL 
INTRODUCED 


STANDING  ■ 

COMMITTEES 

ANNOUNCED 


HIGHLIGHTS 


1967 


S-36,  a bill  of  interest  to  the  medical  profession,  was  introduced  to  the 
Pennsylvania  Senate  by  Senators  W.  E.  Fleming,  Dengler  and  Oesterling.  The 
bill  would  give  implied  consent  to  emergency  operations  in  certain  cases, 
and  relieve  physicians  from  liability.  The  measure  was  referred  to  the 
Judiciary  General  Committee,  chaired  by  Senator  Bell  from  Delaware  County. 


Senate  Committee  on  Public  Health  and  Welfare 

Albert  R.  Pechan,  Chairman— Armstrong,  Clarion,  Indiana  and  Jefferson  Counties 
Stanley  G.  Stroup,  Vice  Chairman— Bedford,  Blair  and  Somerset  Counties 
Zehnder  H.  Confair— Bradford,  Lycoming,  Potter,  Sullivan  and  Tioga  Counties 
Preston  B.  Davis— Columbia,  Montour,  Northumberland,  Snyder  and  Union  Counties 
Edwin  G.  Hoi  I — Part  of  Montgomery  County 
William  B.  Lentz— Dauphin  County 
Arthur  A.  Piasecki— Lackawanna  County 
John  T.  Van  Sant— Lehigh  County 

James  E.  Willard— Crawford,  Erie  (part),  and  Mercer  Counties 
T.  Newell  Wood— Luzerne  (part),  Monroe  (part).  Pike,  Susquehanna,  Wayne  and 
Wyoming  Counties 
Thomas  F.  Lamb— Allegheny  (part) 

Joseph  J.  Scanlon— 23,  25,  31,  33,  45,  54,  55  and  62  wards  of  Philadelphia 
Donald  O.  Oesterling— Butler  and  Lawrence  Counties 

Charles  R.  Weiner— 4,  6,  28,  34,  44,  52  and  60  wards  and  part  of  38  ward  of 
Philadelphia 


House  Committee  on  Public  Health  & Welfare 

Eugene  M.  Fulmer,  Chairman— Centre  and  Clearfield  Counties— 77th  District 

Sherman  L.  Hill,  Vice  Chairman— Lancaster  County— 100th  District 

Marian  E.  Markley— Lehigh  County— 134th  District 

Mae  W.  Kernaghan— Delaware  County— 163rd  District 

Guy  A.  Kistler— Cumberland  County— 87th  District 

Earl  Sidney  Walker— Allegheny— 34th  District 

William  M.  Appleton— Allegheny— 28th  District 

John  H.  Hamilton,  Jr.— Philadelphia— 199th  District 

Charles  F.  Mebus— Montgomery— 1 54th  District 

Paul  G.  Ruane— Northumberland— 107th  District 

James  L.  Wright— Bucks— 142nd  District 

Eugene  S.  Rutherford— Lancaster— 96th  District 

Charles  Luger— Lackawanna— 1 12th  District 

James  M.  Alexander— York— 92nd  District 

John  R.  Gailey,  Jr.— York— 91  st  District 

Theodore  Johnson— Allegheny— 24th  District 

Anita  Palermo  Kelly— Philadelphia— 1 92nd  District 

Susie  Monroe— Philadelphia— 196th  District 

James  Musto— Luzerne— 1 1 8th  District 


House  Committee  on  Professional  Licensure 

William  G.  Piper,  Chairman— Berks  County— 129th  District 

William  M.  Appleton,  Vice  Chairman— Allegheny  County— 28th  District 

George  K.  Haudenshield— Allegheny  County— 43rd  District 

Timothy  C.  Slack— Chester  County— 155th  District 

Lourene  W.  George— Delaware  County— 87th  District 

Edward  B.  Mifflin— Delaware  County— 161st  District 

Joseph  V.  Zord,  Jr.— Allegheny  County— 41st  District 

Charles  H.  Dager— Montgomery  County— 151st  District 

Roger  Raymond  Fischer— Washington  County— 47th  District 

Donald  M.  McCurdy— Delaware  County— 165th  District 

Joseph  L.  Torak— Montgomery  County— 148th  District 

Marvin  D.  Weidner— Bucks  County— 145th  District 

Miles  B.  Zimmerman,  Jr.— Dauphin  County— 105th  District 

Curtis  J.  Clay— Allegheny  County— 35th  District 

A.  J.  DeMedio— Washington  County— 49th  District 

Jules  Filo— Allegheny  County— 38th  District 

Robert  A.  Gejsler— Allegheny  County— 27th  District 

James  P.  O'Donnell— Philadelphia  County— 188th  District 

Francis  J.  Rush— Philadelphia  County— 201st  District 


PREVENTICARE  ■ Senator  Williams  (D)  N.J.,  introduced  S.  513,  the  "Preventicare"  bill,  which  he 

states  is  identical  to  the  bill  which  he  introduced  in  89th  Congress.  The 
Williams  bill  would  finance  the  operation  of  five  regional  health  protection 
centers  which  would  offer  a series  of  basic  tests,  the  purpose  of  which 
would  be  to  detect  abnormalities  in  the  cardiovascular,  respiratory,  gastrointestinal, 
genito-urinary,  musculoskeletal  systems  as  well  as  defects  in  metabolism 
and  in  organs  of  the  special  senses.  Results  of  the  tests  would  be  made 
available  to  the  personal  physician  of  the  patient.  If  he  did  not  have  a personal 
physician,  or  if  an  individual  was  medically  indigent,  he  would  be  referred 
to  a private  physician  in  accordance  with  "local  practice."  . . . These  health 
appraisals  would  be  provided,  without  charge,  to  persons  fifty  years  of 
age  or  over  on  a voluntary  basis.  The  bill  would  also  authorize  the  Surgeon 
General  to  make  grants  to  medical  schools,  community  hospitals  and  other 
community  health  service  agencies  for  the  establishment  of  community 
health  protection  centers.  These  centers  would  be  linked  by  data  transmission 
lines  to  regional  centers  and  would  use  the  more  sophisticated  electrical 
equipment  of  such  centers  for  the  evaluation  of  some  of  the  tests.  Finally, 
the  bill  provides  for  the  appointment  of  a twelve  man  Advisory  Council 
for  Adult  Health  Protection  which  would  advise  and  assist  the  Surgeon  General 
of  PHS  in  the  administration  of  the  program.  . . Senator  Williams  "has 
laid  the  bill  on  the  table"  for  ten  days  so  as  to  provide  other  Senators  with 
the  opportunity  to  co-sponsor  the  measure.  . . The  bill  is  being  referred 
to  the  Senate  Labor  and  Public  Welfare  Committee. 


- NEXT  MONTH 

DIABETES  ACIDOSIS 

A report  of  213  admissions  and  a comparison  with 
a similar  study  done  30  years  earlier. 

MEDICAL  SECRECY 


Changes  in  public  attitude  toward  medical  secrecy  are 
indicated  in  a study  of  our  United  States  presidents. 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


~ffl//7f/rrop 


is  available  in  a variety  of  forms, 
for  all  ages: 


Vs%  solution  for  infants 

V4%  solution  for  children  and  adults 

V< % pediatric  nasal  spray  for  children 

Vj%  solution  for  adults 

Vj°/o  nasal  spray  for  adults 

Vj%  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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MENTAL  ILLNESS 


William  D.  Lamberton,  M.D. 


Non-psychiatric  physicians  at  Erie  County  Hospital  effectively  treat  patients  with  mental 
disorders.  Page  43. 


SCREENING  TESTS  5.  K.  Bhattacharji,  M.D., 

Thomas  F.  Fletcher,  M.D.  and  F.  Wells  Brason,  M.D. 

Harrisburg  Hospital  utilizes  a logical  testing  approach  to  recognize  inborn  disease  processes. 

Page  49. 


REPLANTATION  OF  A HAND  F.  William  Bora,  M.D.  and  Donald  DeSantis,  M.D. 

A case  report  describes  the  successful  surgical  replantation  of  a hand  amputated  obliquely 
through  the  wrist.  Page  53. 

INJURIES  TO  THE  HAND  Henry  P.  Royster,  M.D.  and 

William  P.  Graham,  III,  M.D. 

Management  of  the  injured  hand  is  shown  to  require  guidance  from  a plan  for  restoration  of 
function  as  well  as  reconstruction.  Page  59. 


ETRAFON:  A THREE  YEAR  STUDY  Roderick  W.  Cook,  M.D. 

Eighty  outpatients  suffering  from  depression  are  maintained  on  Etrafon  for  an  extended  period 
of  time.  Page  63. 

ETRAFON:  A CASE  REPORT  Frederick  P.  Loprete,  M.D. 

A case  report  describes  patient  survival  with  no  adverse  residual  effects  after  ingestion  of 
thirty  Etrafon  tablets.  Page  65. 

MALE  HOMOSEXUALITY  Samuel  B.  Hadden,  M.D. 

Group  therapy  is  described  as  a superior  method  of  treatment  for  this  mal-adaptation. 

Page  78. 
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in 

digestive 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B„  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692—6—3941 


Sow,  now,  Mrs.  Forsythe,  we've  never  lost  a cold  patient  yet. 


\\N hen  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  ',*hemical  Company,  Indianapolis 

For  relief  of  nasal  congestion. 


THIS  MONTH 


Medicare  Report 

At  a cost  of  nearly  $1  billion,  more 
than  six  million  older  persons  received 
hospital  and  medical  benefits  during 
the  first  six  months  of  the  medicare 
program. 

Social  Security  Commissioner 
Robert  M.  Ball  expressed  satisfaction 
with  the  overall  operations  so  far  of 
the  health  insurance  program  for  the 
elderly.  But  Ball  warned  of  bed 
shortages  in  the  nation's  capital,  in 
various  New  England  states,  and  in 
most  rural  areas  when  a new  medi- 
care benefit  of  nursing  home  care 
went  into  effect  Jan.  1.  He  estimated 
that  from  fifty  thousand  to  sixty  thou- 
sand beds  would  be  needed  for  ex- 
tended care  in  nursing  homes. 

The  Commissioner  recommended  a 
number  of  changes  in  the  program: 

• He  urged  that  medicare  bene- 
fits, which  apply  to  persons  65  or 
older,  be  extended  to  1.3  million  dis- 
abled persons. 

• He  said  the  major  improvement 
needed  in  the  Social  Security  program 
is  an  “across-the-board”  increase  in 
benefits.  Over-all  benefits  to  be  paid 
out  will  rise  from  $21  billion  in  1966 
to  $25  billion  in  1967,  he  noted. 
President  Johnson  has  announced  he 
will  seek  a boost  of  about  10  percent 
in  Social  Security  benefits  in  the  next 
Congress. 

Ball's  report  on  the  first  six  months 
of  medicare  included: 

• About  2.5  million  elderly  per- 
sons received  free  hospital  care  and 
3.5  million  benefited  from  medical 
services. 

• Since  medicare  began  July  1, 
1966  hospital  occupancy  increased  5 
percent,  as  expected.  Thirty  percent 
of  all  hospital  beds  were  occupied  by 
those  65  or  older  at  the  end  of  1966. 

• About  6,700  hospitals  now  are 
participating  in  medicare.  About  250 
hospitals  were  excluded  because  they 
did  not  meet  minimum  standards,  and 
75  hospitals  because  of  racial  dis- 
crimination. 

• Payments  to  doctors  and  skilled 
medical  personnel,  such  as  radiolo- 
gists, have  taken  too  long. 

• Overcrowding  of  hospitals  in 
various  “isolated”  incidents. 


• Almost  all  of  17.5  million  per- 
sons who  signed  up  for  additional 
medical  insurance  at  a premium  of  $3 
maintained  their  payments. 

Seventeen  hospitals  in  five  states  de- 
clared ineligible  for  federal  funds  be- 
cause of  failure  to  comply  with  pro- 
visions of  the  1964  Civil  Rights  Act 
were  granted  public  hearings  by  the 
Public  Health  Service  in  Alabama, 
Touisiana,  Mississippi,  South  Caro- 
lina and  Texas. 

“Discriminatory  practices  found  at 
the  hospitals  include  the  segregation 
of  patients  ...  an  absence  of  negro 
physicians  . . . and  the  segregation  of 
training  facilities,”  a PHS  spokesman 
said. 

Sen.  George  D.  Aiken,  R.,  Vt., 
proposed  a nine-point  program  to 
liberalize  benefits  under  the  govern- 
ment's medicare  plan  for  action  by 
Congress.  One  would  extend  medi- 
care drug  coverage  to  prescriptions  for 
old  people  whether  or  not  associated 
with  hospital  confinement.  A similar 
plan  was  included  in  a Senate-passed 
tax  bill  last  summer  but  was  killed 
in  a Senate-House  conference.  Other 
Aiken  proposals  would  eliminate  de- 
ductible and  co-insurance  features, 
waiting  periods  and  enrollment  dead- 
lines from  the  medicare  plan,  lower 
the  65  year  age  requirement  for 
women  to  62,  and  permit  payment  of 
medical  specialist  fees  customarily 
provided  by  hospitals. 

Moss,  Einstein  Start 
Lung  Disease  Program 

A pioneering  multidisciplinary  re- 
habilitation program  for  patients  with 
chronic  obstructive  lung  disease  has 
been  started  jointly  in  Philadelphia  by 
the  Albert  Einstein  Medical  Center 
and  Moss  Rehabilitation  Hospital. 
News  of  the  program  was  announced 
in  December  by  officials  of  the  two 
institutions. 

The  program,  offering  outpatient, 
inpatient  and  home-care  services,  will 
use  three  facilities:  the  Medical  Cen- 
ter’s Northern  Division,  a 700-bed 
hospital  at  York  and  Tabor  Rds.;  the 
160-bed  Moss  Rehabilitation  Hospital, 
located  on  the  grounds  of  the  North- 
ern Division,  and  the  Medical  Cen- 


ter’s Community  Medical  Home  Care 
Program. 

A federal  community  health  services 
project  grant  of  $285,970,  given 
through  the  U.S.  Public  Health  Ser- 
vice, will  support  the  program  during 
its  first  three  years. 

Pascal  F.  Lucchesi,  M.D.,  execu- 
tive vice  president  and  medical  direc- 
tor of  the  Medical  Center,  said  the 
program  will  open  for  patients  this 
week  and  that  facilities  will  be  avail- 
able to  handle  some  30  inpatients  and 
40  outpatients  during  the  first  year. 

Martin  Kaplan,  executive  director  of 
Moss,  said  his  institution  soon  will 
open  a new,  12-bed  inpatient  unit  for 
hospitalization  of  program  patients.  It 
will  be  known  as  the  Samuel  Paley 
Institute  for  Pulmonary  Rehabilitation. 

The  new  program  for  patients  will 
be  coupled  with  two  educational  pro- 
grams— one  for  medical  personnel  and 
the  other  for  the  general  public.  Phy- 
sicians, nurses  and  other  medical  per- 
sonnel will  be  taught  the  most  effective 
techniques  for  diagnosis  and  rehabili- 
tation of  chronic  obstructive  lung  dis- 
ease. The  general  public  will  be  in- 
formed about  the  nature  of  the  dis- 
ease and  the  importance  of  seeking 
early  medical  attention. 


Philip  Kimbel,  M.l). 

Project  director  will  be  Philip  Kim- 
bel, M.D.,  attending  physician  in  the 
Medical  Center’s  Pulmonary  Section, 
head  of  Einstein's  Pulmonary  Func- 
tion Laboratory  and  director  of  the 
Moss  Pulmonary  Rehabilitation  Unit. 
Dr.  Kimbel  also  is  a clinical  assistant 
professor  of  medicine  at  the  Temple 
University  School  of  Medicine. 

Patients  will  be  admitted  to  the  pro- 
gram only  through  referral  by  their 
family  physician.  Brochures  will  be 
sent  to  area  physicians,  announcing 
the  program  and  inviting  referrals  and 
inquiries. 


8 


PENNSYLVANIA  MEDICINE 


Cancer  Cure  Outlook 

The  National  Advisory  Cancer 
Council  reported  that,  although  cancer 
is  still  on  the  increase,  more  people 
are  being  cured  of  it  than  ever  before. 

The  report-titled  "Progress  against 
Cancer’’ — shows  that  thirty  years  ago 
there  were  144,774  cancer  deaths  in 
the  United  States,  a crude  rate  of 
112.4  per  100,000  of  the  population. 
In  1967  an  estimated  305,000  deaths 
will  occur,  bringing  the  rate  up  to 
153  per  100,000,  according  to  the 
report.  On  the  other  hand,  there  has 
been  an  improvement  in  the  cure  rate. 
In  1937,  less  than  one  in  five  cancer 
patients  survived  five  years  without 
evidence  of  disease,  but  currently 
about  35  percent,  or  better  than  one 
in  three  are  saved.  There  is  good 
reason  to  believe,  the  report  states, 
that  this  favorable  trend  will  continue. 

Intensive  study  of  six  types  of 
cancer  is  recommended: 

Cancer  of  the  breast,  which  has 
shown  little  improvement  in  incidence 
or  mortality  for  about  30  years;  the 
lymphomas,  one  of  which,  Hodgkin's 
disease,  has  been  cured  in  40  percent 
of  cases  in  a localized  stage;  chronic 
leukemia  and  multiple  myeloma,  for 
which  drug  treatment  should  be  great- 
ly improved;  lung  cancer,  which  con- 
tinues to  increase,  particularly  in  both 
men  and  women  smokers;  and  uterine 
cancer,  which  has  been  significantly 
reduced  and  might  be  almost  totally 
eradicated  by  early  detection  with  the 
“Pap”  smear. 

Head  Injury 

The  head  injury  is  the  big  killer 
in  traffic  accidents,  says  Today's 
Health,  the  magazine  of  the  Ameri- 
can Medical  Association. 

Injury  to  the  head  occurs  in  72  per- 
cent of  auto  accidents  involving  any 
kind  of  injury — and  in  1965  there 
were  1,800,000  disabling  injuries  and 
49,000  deaths  in  motor-vehicle  acci- 
dents. Motorcycles  and  motor  scooters 
contribute  more  than  a small  share  of 
the  head  injuries. 

Preventive  measures  against  head  in- 
jury in  automobile  accidents  listed  by 
Today's  Health  include  protective  hel- 
mets, shoulder  harnesses,  lap  seat  belts, 
cushioned  head  rests  and  making  the 
backs  of  seats  with  more  spring  so  that 
they  will  give  under  the  force  of  an 
impact. 

Shoulder  harnesses  as  well  as  lap 
belts  are  recommended  by  the  Ameri- 


can Medical  Association,  as  are  safety 
latches;  safety  hinges;  recessed  control 
knobs  on  dashboards;  and  padding  on 
visors,  corner  pillars,  dashboard  and 
the  back  of  the  front  seat.  The  AMA 
for  years  has  recommended  many  of 
the  safety  features  being  incorporated 
by  law  into  1967  and  1968  cars. 

Objects  placed  on  the  car’s  rear  shelf 
or  dangled  from  the  ceiling  may  be- 
come lethal,  head-puncturing  missiles 
in  a panic  stop.  Parents  should  never 
allow  small  children  to  stand  on  the 
seats  or  the  floors  of  an  auto  in  mo- 
tion. Nor  should  babies  and  young 
children  be  placed  to  play  on  a mat 
in  the  rear  of  a station  wagon  without 
being  properly  restrained.  The  child 
might  become  a missile  himself  when 
a car  comes  to  a sudden  stop. 

The  shoulder  strap-lap  belt  will  save 
many  serious  head  injuries.  The  driver 
rolls  with  the  crashing  auto  rather  than 
bouncing  about  inside  the  vehicle.  Pay 
particular  attention  to  safety  factors 
when  weighing  a decision  as  to  which 
auto  to  purchase  when  the  family  is 
next  in  the  market  for  a new  car. 

Head  injuries  can  result  from  rela- 
tively minor  auto  bumps.  Anyone  who 
has  been  rendered  unconscious  by  a 
blow  should  be  seen  by  a physician. 
Persistent  headache  or  vomiting,  ac- 
companied by  increased  lethargy  after 
a relatively  minor  head  injury,  is  cause 
for  medical  attention. 


Temple  Announces 
New  Division 

The  Temple  University  Health  Sci- 
ences Center  today  announced  the  es- 
tablishment of  a Division  of  Neurolo- 
gical and  Sensory  Sciences. 

The  new  division  consists  of  the 
Departments  of  Neurology,  Neurosur- 
gery, Ophthalmology  and  Otorhinol- 
ogy  of  the  Temple  University  Hospital 
and  School  of  Medicine.  The  main 
purpose  of  the  move,  according  to  Dr. 
Robert  M.  Bucher,  Dean  of  the 
School  of  Medicine,  is  to  provide  the 
academic  atmosphere  for  improved  pa- 
tient service,  education,  research  and 
graduate  training  in  areas  dealing  with 
the  central  nervous  system. 

The  dean  anticipates  that  this  new 
division  also  will  be  able  to  effect  a 
much  closer  liaison  with  scientists  in 
the  basic  sciences  department  in  for- 
mulating teaching  and  research  pro- 
grams dealing  with  the  neurosensory 
areas. 


Dr.  Frederick  Murtagh,  Jr.,  Profes- 
sor of  Neurosurgery,  has  been  ap- 
pointed as  chairman  of  this  division. 

Dr.  Bucher  said  that,  to  his  knowl- 
edge, this  is  the  first  formal  arrange- 
ment of  this  type  involving  these  four 
departments  in  any  medical  center  in 
the  United  States. 


Frederick  Murtagh,  M.D. 

He  explained  that  all  four  depart- 
ments are  concerned,  in  one  way  or 
another,  with  the  central  nervous  sys- 
tem and  its  end  organs,  the  eyes  and 
ears.  In  the  past  the  four  departments 
and  the  basic  science  disciplines  con- 
cerned with  the  central  nervous  system 
have  functioned  well  but  independent- 
ly. This  has  resulted  in  some  dupli- 
cation of  their  efforts  and  the  need  for 
a more  coordinated  approach  on  all 
levels  of  teaching,  research  and  pa- 
tient care. 

The  new  division  will  bring  together 
eight  members  of  the  Department  of 
Neurology,  nine  in  the  Department  of 
Neurosurgery,  thirty-three  in  the  De- 
partment of  Otorhinology  and  fifteen 
currently  in  the  Department  of  Oph- 
thalmology. The  Ophthalmology  De- 
partment will  be  greatly  expanded 
when  members  of  the  staff  of  Wills 
Eye  Hospital,  which  formally  affiliated 
with  Temple  University  last  June,  are 
added  to  the  Temple  faculty. 

Among  the  immediate  responsibili- 
ties of  the  new  division  will  be  the 
formulation  of  a revised  curriculum 
for  the  Medical  School  to  provide  a 
comprehensive  teaching  program  in 
the  Neurological  and  Sensory  Sciences; 
revision  of  the  residency  programs  in 
the  four  departments  to  assure  ade- 
quate exposure  of  residents  in  each 
of  the  four  disciplines  to  the  teach- 
ings of  the  other  departments  in  the 
division;  planning  for  a common  fa- 
cility for  patient  service  in  the  new 
Temple  Hospital  structure  currently 
being  designed,  and  the  development 
of  research  programs  which  will  most 
effectively  take  advantage  of  the  in- 
terrelationship which  will  result  from 
the  establishment  of  the  new  division. 
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when  he  just  can’t  sleep 

Tuinal 

Sodium  Amobarbital  and 
Sodium  Secobarbital 

(One-Half  Sodium  Amobarbital  and  One-Half  Sodium  Secobarbital) 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications.'Tuinal,  comprised  of  equal  parts  of  Seconal® 
Sodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
um (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
and  moderately  long-acting  hypnosis. 
Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions : Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  l'/i  to  3 grains  at  bedtime. 

Supplied:  %,  l'/i  , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Legislative  News 

Pennsylvania 


151st  Legislature 
Convenes 

The  151st  Regular  Session  of  the 
General  Assembly  of  Pennsylvania 
convened  in  Harrisburg  at  noon  on 
Tuesday,  January  3,  1967.  The  oath 
of  office  was  administered  to  the 
newly-elected  Senators  by  Judge  R. 
Dixon  Herman  of  the  Court  of  Com- 
mon Pleas  of  Dauphin  County,  while 
the  oath  was  administered  to  the  mem- 
bers-elect  of  the  House  by  Judge 
James  Bowman,  a former  member  of 
that  body.  Leadership  of  both  the 
House  and  Senate  were  announced  as 
follows: 

HOUSE 

Speaker — Kenneth  B.  Lee — Sullivan 
County 

Majority  Leader — Lee  A.  Donaldson, 
Jr. — Allegheny  County 
Majority  Whip — Robert  J.  Butera — 
Montgomery  County 
Minority  Leader — Herbert  Fineman 
— Philadelphia  County 
Minority  Whip — K.  LeRoy  Irvis — 
Allegheny  County 

SENATE 

Majority  Leader — Stanley  G.  Stroup 
— Bedford  County 

Majority  Whip — Albert  R.  Pechan — 
Armstrong  County 

Caucus  Chairman — John  H.  Ware,  III 
— Chester  County 

Caucus  Secretary — John  T.  Van  Sant 
— Lehigh  County 

Minority  Leader — John  H.  Devlin — 
Allegheny  County 

Minority  Whip — William  J.  Lane — 
Washington  County 
Caucus  Chairman — Benjamin  R.  Don- 
olow — Philadelphia  County 

Pennsylvania  Medicine  plans  to 
call  attention  throughout  1967  to  the 
actions  of  our  151st  Legislature.  In- 
creasing emphasis  must  be  placed  on 
the  role  each  Pennsylvania  physician 
must  fill  in  order  to  insure  favorable 
impact  on  Medicine  of  current  and 
pending  legislation. 

Notice  also  will  be  made  on  a 
regtdar  basis  of  legislation  on  the 
national  scene. 


Caucus  Secretary — William  G.  Sesler 

—Erie  County 

County  Medical  Society  con- 
stituents should  take  special  note  of 
the  leadership  and  understand  their 
responsibility  for  keeping  in  close 
touch  with  the  leadership  from  their 
counties.  Committees  for  the  two 
chambers  have  been  appointed  but  de- 
tails were  not  available  to  the  Journal 
at  presstime  (see  Late  News  section, 
this  issue). 


Governor  Scranton 
Add  resses  Joint  Session 

As  is  the  custom  at  the  opening  of 
the  session,  and  prior  to  the  inaugura- 
tion of  a new  Governor,  the  outgoing 
Governor  took  the  opportunity  to 
leave  a few  parting  thoughts.  Gen- 
erally, Governor  Scranton  was  lauda- 
tory of  legislative  accomplishments 
over  the  last  four  years,  although  he 
spent  a great  deal  of  time  admonish- 
ing the  Legislature  for  its  lack  of  busi- 
ness atmosphere  and  cited  the  need 
for  “improvement  of  the  legislative 
branch.”  He  urged  them  to  meet  fre- 
quently and  to  get  down  to  work. 

Included  among  the  legislative  ac- 
complishments cited  which  were  of 
interest  to  Medicine  over  the  last  four 
years: 

"Relief  rolls  reduced  by  100  thou- 
sand through  “Project  Indepen- 
dence” while  the  State's  contribu- 
tion to  those  truly  in  need  rose  24 
percent.” 

“Pennsycare,  one  of  the  first  state 
medical  aid  programs  set  up  under 
new  federal  legislation,  accounted 
for  part  of  the  91  percent  increase 
in  state  expenditures  for  medical 
assistance  for  the  elderly  and 
needy.” 

“Geriatric  centers  established  to 
care  for  aging  citizens  who  must 
be  hospitalized,  and  the  state’s  con- 
tribution for  aid  for  the  elderly  in- 
creased by  more  than  1000  per- 
cent.” 

“Lifetime  benefits  for  the  victims 
of  miner’s  asthma.” 


As  he  said,  in  summing  up,  "these 
are  but  a few  of  the  accomplishments 
of  state  government  in  Pennsylvania 
during  the  past  four  years.  They  have 
been  carried  out  on  the  principle  that 
government  exists  to  lead  and  to  serve 
the  people — but  not  to  dominate  their 
lives  or  coerce  their  spirit.” 

Medicine  s Interests 
in  1967 

The  Pennsylvania  Medical  Society’s 
Council  on  Governmental  Relations 
met  during  December  to  discuss,  in  a 
general  way,  its  legislative  program 
for  1967.  Recommendations  went  to 
the  Board  of  Trustees  in  January. 

High  on  the  legislative  list  for  1967 
will  be  the  implementation  of  Title 
XIX  of  the  Medicare  law.  There  will 
be  a need,  based  on  the  federal  law 
and  the  1965  action  of  Pennsylvania, 
to  spell  out  in  detail  what  Title  XIX, 
or  Pennsycare,  must  contain  for  the 
future. 

The  Council  on  Governmental  Re- 
lations will  begin  a study  in  depth  of 
the  rumored  government  reorganiza- 
tion in  the  Health  and  Welfare  Depart- 
ments. 

The  Society  will  again  stress  the 
merits  of  moving  to  a medical 
examiner  system  for  Pennsylvania  to 
replace  the  antiquated  coroner  system. 
The  Council  has  been  informed  that 
in  order  to  do  this  properly  there  will 
be  a need  for  a Constitutional  amend- 
ment to  eliminate  the  coroner.  As  a 
result  the  Society  will  be  interested  in 
legislation  currently  moving  through 
Legislature  to  amend  the  Constitution 
and  to  call  for  a Constitutional  Con- 
vention. 

Presently  under  study  are  additional 
amendments  to  the  Medical  Practice 
Act  which  have  been  called  for  by 
previous  presidents,  Houses  of  Dele- 
gates and  the  State  Board  of  Medical 
Education  and  Licensure  itself.  In  all 
probability,  an  amended  Medical 
Practice  Act  will  be  introduced  into 
the  General  Assembly. 

The  Council  on  Governmental  Re- 
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lations  has  under  study  the  need  for 
legislation  to  better  police  and  control 
quacks  and  cultists  so  to  assure  the 
public  will  be  sufficiently  enlightened 
so  as  not  to  fall  prey  to  them. 

The  House  of  Delegates  at  its  last 
session  also  passed  a Resolution  sug- 
gesting that  we  have  additional  air 


Washington 

90th  Congress  Convenes 

Last  month,  the  First  Session  of 
the  90th  Congress  convened.  . . . 
Seated  were  246  Democrats  and  1 87 
Republicans  as  compared  to  295  Dem- 
ocrats and  140  Republicans  in  the 
previous  Congress.  Two  Democratic 
seats  remained  empty  because  of  the 
death  of  Representative  John  Fogarty 
(D)  R.I.  who  passed  away  in  his  of- 
fice just  two  hours  prior  to  the  open- 
ing of  Congress,  and  the  decision  not 
to  seat  Representative  Powell  (D) 
N.Y.  pending  an  investigation  by  a 
House  committee.  Republicans  won 
fifty  two  seats  in  the  House  which 
were  previously  held  by  Democrats  and 
lost  five  seats  (2-Alabama,  1 each  in 
Georgia,  Mississippi  and  Maine)  for  a 
net  gain  of  forty-seven  seats.  ...  In 
the  Senate,  sixty-four  Democrats  and 
thirty-six  Republicans  were  seated  con- 
trasted with  sixty-seven  Democrats  and 
thirty-three  Republicans  in  the  89th 
Congress.  . . . Only  one  incumbent 
Senator,  Paul  H.  Douglas  (D)  111., 
was  defeated.  Douglas  served  in  the 
Senate  for  eighteen  years  and  was  the 
third-ranking  Democrat  on  the  Senate 
Banking  and  Currency  Committee, 
fourth-ranking  Democrat  on  the  Sen- 
ate Finance  Committee,  and  served  as 
member  of  both  the  Joint  Committee 
on  Defense  Production  and  as  Vice- 
Chairman  of  the  Joint  Economic  Com- 
mittee. 

Medicine's  Interests 

In  Committees  of  special  interest  to 
Medicine:  Representative  Poage  (D) 
Texas  will  become  chairman  of  the 
House  Agriculture  Committee  replac- 
ing thirty-four  year  House  veteran  Rep- 
resentative Harold  Cooley  (D)  N.C., 
with  this  committee  losing  nine  Demo- 
crats and  three  Republicans;  Repre- 
sentative Colmer  (D)  Miss.,  replacing 
thirty-six  year  House  member  Repre- 
sentative Howard  (Judge)  Smith  (D) 
Va.,  as  chairman  of  the  House  Rules 
Committee  which  now  has  two  Demo- 
cratic vacancies;  the  House  Interstate 


pollution  control;  further,  that  we  sup- 
port increased  appropriations  to  sub- 
sidize training  for  student  nurses. 

There  is  a large  body  of  legislation 
with  which  Medicine  will  not  be  able 
to  concur.  For  example,  if  the  past 
serves  as  a prologue,  action  will  come 
from  various  limited  licensee  groups, 


and  Foreign  Commerce  Committee 
which  considers  most  health  legislation 
in  the  House,  has  four  Democratic 
vacancies;  House  Public  Works  Com- 
mittee has  five  Democratic  and  one 
Republican  vacancy;  House  Veterans’ 
Affairs  has  three  Democratic  and  one 
Republican  vacancy;  House  Ways  and 
Means  Committee  has  three  Demo- 
cratic vacancies  (thirty  year  veteran 
Keogh  of  N.Y.,  twenty-two  year  vet- 
eran Thompson  of  Texas,  and  twelve 
year  veteran  Jennings  of  Va.);  Senate 
Armed  Services  Committee  has  one 
Republican  vacancy;  Senate  Com- 
merce Committee  has  two  Democra- 
tic vacancies  and  Senate  Finance  Com- 
mittee has  one  Democratic  vacancy 
(Senator  Paul  Douglas  of  111.).  With 
the  political  balance  somewhat  modi- 
fied in  the  House,  committee  majority- 
minority  ratios  may  be  changed  with 
Republicans  named  to  some  vacancies 
previously  filled  by  Democrats. 

Amendments  to 
Medicare  Introduced 

Senator  Montoya  (D)  N.M.,  intro- 
duced S.  17  under  which  payment  for 
prescription  drugs  would  be  made 
available  under  Part  B of  medicare 
after  the  patient  had  satisfied  an  an- 
nual $25  drug  deductible.  Payment 
for  drugs  would  be  on  the  basis  of  the 
wholesale  cost  to  the  druggist  of  the 
lowest  priced  version  of  the  drug,  as 
determined  by  a National  Formulary 
Committee,  plus  a professional  fee  to 
the  pharmacist  for  compounding  and 
dispensing  the  drug.  The  formulary 
committee  would  be  composed  of  the 
Surgeon  General  of  the  Public  Health 
Service,  the  Food  and  Drug  Adminis- 
tration Commissioner  and  the  Director 
of  the  National  Institutes  of  Health. 
The  bill  has  been  referred  to  the  Senate 
Finance  Committee. 

Senator  Aiken  (R)  Vt.,  introduced 
S.  110  which  would  make  numerous 
amendments  to  medicare.  Among  oth- 
er provisions,  the  bill  would:  Remove 
the  deductible  and  co-insurance  fea- 
tures of  Title  XVIII;  permit  women 
to  qualify  for  medicare  benefits  at  the 
age  of  62;  re-define  hospital  services 


such  as  optometrists  and  chiroprac- 
tors, designed  to  increase  their  scope 
of  practice  without  increasing  educa- 
tional requisites.  As  news  is  available 
in  these  and  other  areas  of  interest 
to  the  Pennsylvania  physician  the  de- 
tails will  be  reported  monthly  in  this 
section  of  the  Journal. 


under  Part  A to  include  payment  for 
the  professional  services  of  radiolo- 
gists, pathologists,  anesthesiologists, 
and  physiatrists;  permit  beneficiaries  to 
be  referred  directly  for  care  at  an  ex- 
tended care  facility  from  a hospital 
outpatient  clinic  instead  of  the  present 
provision  which  requires  three  days  of 
prior  hospitalization;  authorize  pay- 
ment for  one  routine  physical  each 
year;  payment  for  medical  services  to 
beneficiaries  receiving  emergency  hos- 
pital care  within  twenty-five  miles  of 
the  U.S.  border  while  temporarily  in 
Canada  or  Mexico;  provide  compen- 
sation for  prescribed  drugs  (on  a gen- 
eric name  basis  plus  a professional 
fee)  under  Part  B;  and  provide  eye 
and  dental  care  under  Part  B.  The 
bill  would  also  permit  the  Surgeon 
General  to  establish  a schedule  of  fees 
for  physicians’s  services  based  upon 
the  community  “prevailing  fees.”  In 
establishing  the  schedule  of  fees,  the 
Secretary  of  HEW  would  be  required 
only  to  consult  with  the  Surgeon  Gen- 
eral of  PHS.  This  bill  will  also  be 
considered  by  the  Senate  Finance 
Committee. 

It  may  be  expected  that,  on  the 
basis  of  the  President’s  State  of  the 
Union  message  delivered  on  Nation- 
wide T.V.  further  amendments  to  the 
Social  Security  will  be  introduced 
which,  in  addition  to  an  increase  in 
cash  benefits,  will  seek  to  provide 
medicare  benefits  to  the  1.3  million 
persons  under  65  who  are  classified 
as  “permanently  and  totally  disabled.” 

Medical  Restraint 
of  Trade 

Senator  Hart  (D)  Mich.,  introduced 
his  new  version  of  the  Medical  Re- 
straint of  Trade  Act,  S.  260,  which 
would  restrict  the  right  of  a physician 
to  sell  drugs,  corrective  lenses,  or  other 
appliances,  or  to  own  any  interest  in 
a drug  “repackaging”  company.  Hart’s 
Subcommittee  on  Anti-Trust  and  Mo- 
nopoly of  the  Senate  Judiciary  Com- 
mittee began  public  hearings  on  this 
bill  on  January  24  and  will  continue 
intermittently  until  February  21  at 
which  time  the  AMA  is  scheduled  to 
testify. 
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Cabinet  Appointments 


Max  Rosenn,  first  appointed  to  the 
post  of  Secretary  of  Public  Welfare 
by  Governor  Scranton  in  February, 
1966  to  succeed  Arlin  M.  Adams,  was 
reappointed  to  the  position  last  month. 

Mr.  Rosenn  is  senior  partner  in  the 
Wilkes-Barre  law  firm  of  Rosenn, 
Jenkins  and  Greenwald.  He  is  a gradu- 
ate of  Cornell  University  and  the  Uni- 
versity of  Pennsylvania  Law  School 
and  has  been  an  attorney  since  1932. 

He  has  been  a member  of  the  State 
Board  of  Public  Welfare  since  1964. 
At  the  time  of  his  appointment  the 
Governor  (Scranton)  noted:  “he  will 
take  on  this  task  with  both  energy  and 
compassion.  He  enjoys  an  excellent 
reputation  in  his  community  as  a tire- 
less worker  for  a score  of  community 
efforts.”  Prior  assignments  have  in- 
cluded Assistant  District  Attorney  of 
Luzerne  County;  Special  Counsel  to 
the  State  Department  of  Justice,  and  a 
Commission  in  the  Judge  Advocate 
General's  Department  during  World 
War  II. 

Max  Rosenn,  Wilkes-Barre  attorney,  was  reappointed  as  Secretary,  Department  Mr.  Rosenn  was  appointed  to  his 
of  Public  Welfare.  present  position  without  dissent. 


Thomas  W.  Georges,  Jr.,  M.D.,  a 
Philadelphia  physician  who  is  a spe- 
cialist in  Public  Health,  was  appointed 
Secretary  of  the  Department  of  Health. 

Appointed  assistant  to  the  Secretary 
of  Public  Welfare  for  medical  affairs 
this  past  year,  Dr.  Georges  was  instru- 
mental in  implementing  medicare.  In 
this  former  position  he  was  in  charge 
of  State  certification  of  hospitals.  He 
also  served  as  consultant  and  co- 
ordinator relating  to  extended  care 
facilities,  home  health  agencies  and  in- 
dependent laboratories. 

Dr.  Georges’  career  has  included 
the  post  of  supervisor,  up  to  1964,  as 
Public  Health  physician  of  Philadel- 
phia’s Department  of  Health  Com- 
munity Health  Services.  He  also  was 
coordinator  of  clinical  activities  for 
Philadelphia’s  Community  Health 
Services. 

In  1964  his  leadership  in  the  Public 
Health  field  earned  Dr.  Georges  an 
appointment  as  assistant  professor  of 
community  medicine  at  Temple  Uni- 
versity Health  Services  Center.  He 
went  on  leave  from  this  post  to  assume 
his  State  duties. 


Thomas  W.  Georges,  Jr.,  M.D.  was  approved  with  no  dissenting  votes  as  Secre- 
tary, Department  of  Health. 
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Nursing  Home 
Rules  Revision 

State  Secretary  of  Public  Welfare 
Max  Rosenn  has  announced  revised 
rules  and  regulations  for  nursing 
homes  operated  for  profit  and  infir- 
mary sections  of  non-profit  homes. 

The  regulations  are  being  distributed 
to  all  proprietary  nursing  homes  li- 
censed by  the  Department  of  Public 
Welfare  and  to  non-profit  homes  su- 
pervised by  the  Department. 

Secretary  Rosenn  said,  “The 
thoughtful  preparation  of  these  rules 
and  regulations  is  the  result  of  several 
years  of  work  and  several  hearings 
across  the  State  by  a subcommittee 
of  the  Advisory  Committee  of  the  Of- 
fice for  Aging,  and  include  suggestions, 
comments  and  recommendations  sub- 
mitted by  68  professional  organiza- 
tions, health  and  welfare  councils  and 
nursing  homes.  They  represent  the 
first  major  revision  of  rules  and  regu- 
lations for  proprietary  nursing  homes 
since  1959  and  the  first  major  revi- 
sions for  non-profit  homes  since  1954.” 

Commissioner  Cohen  said  the  regu- 
lations are  part  of  a general  upgrad- 
ing of  nursing  homes  throughout  the 
nation  to  meet  quality  care  standards 
expected  by  the  public. 

The  major  changes  are: 

Personnel  . . . The  new  regulations 
require  a registered  nurse  to  be  in 
charge  of  day  nursing  service  in 
homes  with  20  or  more  patients;  reg- 
istered nurses  to  be  in  charge  of  day 
and  evening  nursing  service  in  homes 
with  50  to  74  patients,  and  around 
the  clock  registered  nurse  supervision 
in  homes  with  over  75  patients. 

Physical  Plant  . . . All  new  homes 
will  be  required  to  adhere  to  sub- 
stantially up-graded  construction  speci- 
fications in  order  to  come  closer  to 
Federal  standards  applied  in  Hill-Har- 
ris  and  Federal  Housing  Authority 
(FHA)  regulations.  Existing  homes 
must  either  be  up  to  or  come  up  to 
the  new  minimum  standards. 

Environmental  Safety  . . . All 
homes  subject  to  these  rules  and  regu- 
lations shall  comply  with  the  rules  and 
regulations  of  the  Pennsylvania  De- 
partment of  Health  pertaining  to  in- 
stitutional sanitation  and,  where  they 
exist,  approved  county  health  depart- 
ment regulations. 

Fire  Safety  . . . Prior  to  original 
licensure,  new  homes  shall  be  properly 
certified  as  meeting  the  standards  of 
the  National  Electrical  Code.  Existing 


homes  will  be  required  to  meet  this 
same  certification  by  Dec.  1,  1967. 

In  citing  just  one  example  of  how 
these  regulations  reflect  the  deep  con- 
cern of  the  Department  for  patients, 
Secretary  Rosenn  said,  “The  new  regu- 
lations in  the  area  of  personnel  alone 
will  in  itself  favorably  affect  and  up- 
grade the  care  of  some  50,000  pa- 
tients in  nursing  homes. 

“These  changes  are  not  intended  to 
in  any  way  hamper  the  operation  of 
nursing  homes.  Rather,  they  have 
been  prepared  in  the  spirit  of  elimi- 
nating discrepancies  that  might  detract 
from  any  home’s  ability  to  provide 
the  minimum  level  of  service.  They 
should  also  serve  to  assure  the  public 
that  nursing  homes  are  accepting  their 
obligation,  in  light  of  modern  con- 
cepts, to  provide  a high  level  of  pro- 
tection and  nursing  care  to  the  aging 
and  chronically  ill.” 

Emphasis  Now  on 
Auxiliary  Hearts 

The  National  Institutes  of  Health 
is  concentrating  its  efforts  in  the  arti- 
ficial heart  field  to  support  programs 
for  development  of  auxiliary  heart- 
pumping devices  instead  of  a complete 
artificial  heart. 

The  auxiliary  device  approach  in- 
cludes the  programs  led  by  Dr.  Mi- 
chael E.  DeBakey  of  the  Baylor  Uni- 
versity College  of  Medicine  in  Hous- 
ton and  Dr.  Adrian  Kantrowitz,  chief 
of  surgical  services  at  Brooklyn’s  Mai- 
monides  Hospital.  Other  teams  work- 
ing on  developing  complete  artificial 
hearts  will  continue  their  research,  but 
the  government  will  not  emphasize 
their  approach. 

The  decision  to  forego  for  the  pres- 
ent a major  program  to  build  a com- 
plete artificial  heart  was  made  by  Dr. 
James  A.  Shannon,  NIH  director, 
after  he  determined  that  not  enough 
fundamental  information  existed  on 
just  how  the  heart  operates  to  make 
such  a project  feasible. 

Dr.  DeBakey  is  working  toward  de- 
velopment of  a device  that  would  al- 
low the  heart  to  rest  long  enough  for 
it  to  recover  its  strength  and  resume 
its  role  in  the  body  without  assistance. 
Dr.  Kantrowitz  is  working  toward  de- 
velopment of  an  implantable  auxiliary 
device  that  would  permanently  aid 
those  whose  hearts  cannot  function 
adequately  alone.  Both  these  ap- 
proaches and  others  similar  to  them 
are  of  the  type  the  institute  wants  to 
support. 


Medical  Assistance 
Benefits  Increase 

Pennsylvania  hospitals  were  paid 
$29.7  million  during  the  first  ten 
months  of  this  year  for  the  care  of 
members  of  low-income  families  not 
on  public  assistance,  Secretary  of  Pub- 
lic Welfare  Max  Rosenn  said  yester- 
day. The  benefits  represented  an  ad- 
ditional $2.7  million  over  similar  hos- 
pital payments  during  the  same  period 
last  year. 

The  benefits  were  made  possible 
under  the  Medical  Assistance  pro- 
gram, sometimes  called  “Pennsycare.” 
The  hospital  payment  system  resulted 
in  the  combination  of  the  former  Medi- 
cal Aid  to  the  Aged  and  the  Purchase 
of  Hospital  Care  programs  on  Jan.  1, 
1966 — the  earliest  possible  date  the 
State  could  receive  Federal  benefits 
under  the  1965  Title  XIX  amendments 
to  the  Social  Security  Act. 

Secretary  Rosenn  said  the  payments, 
in  which  252  hospitals  participated, 
paid  the  bills  for  an  average  of  10,000 
medically  indigent  patients  each 
month.  Federal  funds  accounted  for 
54.38  percent  of  the  benefits. 

At  the  present  time  the  State-Fed- 
eral program  pays  costs  of  hospital 
ward  care  up  to  $25  a day,  but  after 
next  July  1 the  payments  are  expected 
to  be  made  at  a “reasonable  cost”  as 
defined  in  Federal  regulations  now  be- 
ing developed,  if  Pennsylvania  is  to 
continue  to  receive  federal  support  for 
the  Medical  Assistance  program. 

Other  Federally-mandated  benefits 
for  which  July  1,  1967  is  the  dead- 
line are: 

— Physicians’  services  to  the  medically 
needy,  in  the  office,  home  or  hos- 
pital. 

— Physicians’  services  to  public  assis- 
tance recipients  in  the  hospital. 

■ — Outpatient  clinic  services  to  the 
medically  needy. 

■ — Other  laboratory  and  X-ray  services, 
as  required  by  Federal  regulations 
now  being  developed. 

— “Skilled  nursing  home  care,”  as  de- 
fined in  Federal  regulations  now  be- 
ing developed,  and  to  the  extent  not 
now  provided  in  the  Medical  As- 
sistance program. 

“The  emphasis  on  health  in  public 
assistance  programs  is  properly  an  ap- 
proach to  reduce  the  greatest  basic 
cause  of  public  dependency — poor 
health,”  Secretary  Rosenn  said. 
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NorinyL** 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus'-13  and  an  acceleration 
of  endometrial  changes. '-3>7-'6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


kelosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
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(norethindrone  2 mg  c mestranol  1 mg  ) 

for  multiple  contraceptive  action 
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WOULD  YOU  BELIEVE  IT? 

Cute  but  Antisocial  from  a Health  Point  of  View 


Our  touching  family  pictured  above 
is  in  for  a rather  rough  time  this  year. 
The  plight  of  our  malodorous  friends 
is  not  due  so  much  to  any  olfactory 
offenses  they  may  be  guilty  of,  but 
because  they  are  a real  health  threat. 
According  to  a Public  Health  Service 
spokesman,  the  skunk  is  now  branded 
as  being  the  most  rabid  animal  in  the 
nation.  PHS  is  making  every  effort 
to  decrease  the  country’s  skunk  popu- 
lation since  rabies  has  reached  epi- 
demic proportions.  An  agency  official 
notes,  “Skunks  are  becoming  a real 
threat.  That’s  why  we’re  trying  to 
eliminate  many  of  them.  It’s  the  only 
way.  We  can’t  bring  them  in  for  vac- 


Easter Seals  1967 

A record  number  of  children  and 
adults  were  helped  during  1966  by 
the  49  Local  Easter  Seal  Societies  of 
the  Pennsylvania  Society  for  Crippled 
Children  and  Adults,  Inc. 

This  record  of  treatment  and  re- 
habilitation services  was  financed 
mainly  by  contributions  made  during 
the  Easter  Seal  campaign. 

These  gifts  made  possible  medical 
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cinations.” 

Not  only  are  skunks  more  suscepti- 
ble to  rabies  infection  than  dogs,  but 
propagation  of  the  disease  spreads 
swiftly  among  them.  Rabies  in  all 
wild  animals  was  at  a relatively  high 
level  last  year,  accounting  for  3,257 
cases  including  1,582  involving  skunks. 
The  total  for  domestic  animals  was 
1,326  including  412  rabid  dogs. 

The  two  most  affected  wild  species, 
according  to  the  U.  S.  Public  Health 
Service  Communicable  Disease  Center, 
were  skunks  and  foxes- 1,038,  with 
bats  third-484,  and  raccoons  fourth 
with  99. 

Although  Pennsylvania  has  its  share 


diagnosis,  physical  and  occupational 
therapy,  residential  camping,  special 
education  speech  and  hearing  pro- 
grams and  other  services  to  rehabili- 
tate handicapped  children  and  adults. 
The  gifts  also  purchased  wheelchairs, 
walkers,  hospital  beds  and  special 
equipment  for  loan  to  crippled  per- 
sons. 

Despite  the  overwhelming  response 
to  last  year’s  Easter  Seal  drive,  thou- 
sands of  handicapped  Pennsylvanians 


of  these  "cute”  animals,  the  problems 
which  they  create  are  specially  serious 
in  the  corn  belt  area  of  the  nation. 
Children  in  all  states,  however,  should 
be  warned  to  be  especially  careful  of 
skunks.  Although  they  appear  small 
and  friendly,  they  can  be  extremely 
dangerous.  When  rabid  they  will  at- 
tack other  animals  and  humans  with 
intent  to  bite. 

There  were  only  two  human  deaths 
attributed  to  rabies  during  the  year, 
a 60  year  old  man  bitten  in  West 
Virginia  and  a 3 year  old  girl  who 
died  in  California  from  a bite  over 
the  right  ear.  Both  of  these  deaths 
resulted  from  rabid  dogs. 


still  need  the  help  the  Easter  Seal  So- 
cieties can  give. 

The  generous  response  of  the  public 
to  the  Easter  Seal  appeal  this  year 
will  allow  us  to  continue  to  expand 
these  vital  services  to  the  crippled  chil- 
dren and  adults  of  our  state. 

The  Easter  Seal  campaign  begins 
February  20  and  runs  until  Easter 
Sunday,  March  26.  Use  your  Easter 
Seals  and  send  your  gift  today. 

PENNSYLVANIA 


MEDICINE 


Postgraduate 
Courses 

ALLENTOWN 

Pathology  Seminars,  Temple  Uni- 
versity department  of  pathology,  and 
Lehigh  AAGP,  at  Allentown  Hospital, 
Mondays,  September-June,  7:30  p.m.; 
20  hours  AAGP.  Contact  Allentown 
Hospital  Association,  Seventeenth  and 
Chew  Streets  (18102). 

Blood  Transfusion  in  Clinical  Prac- 
tice; Allentown  Hospital,  March  9, 
1967,  10:00  a.m.  to  1:00  p.m.;  three 
hours  AAGP. 

ALTOONA 

The  Problem  of  Hospital  Acquired 
Infections,  Altoona  Hospital,  February 
16,  1967,  from  10  a.m.  to  12:30  p.m.; 
AAGP  2 hours. 

Surgical  Management  of  Arterial  In- 
sufficiency; Altoona  Hospital,  March 
16,  1967,  10:00  a.m.  to  12:30  p.m.; 
two  hours  AAGP. 

A Consecutive  Case  Conference — 
Congestive  Heart  Failure;  Altoona 
Hospital,  March  2,  1967,  10:00  a.m. 
to  12:30  p.m.;  two  hours  AAGP. 

BETHLEHEM 

Stroke — Diagnosis  and  Manage- 
ment (II),  St.  Luke’s  Hospital,  Feb- 
ruary 16,  1967,  from  9:30  a.m.  to 
noon,  fee  $7.00;  AAGP  3 hours. 

Stroke — Diagnosis  and  Manage- 
ment III;  St.  Luke’s  Hospital,  March 
16,  1967,  9:30  a.m.  to  12  Noon;  Fee 
$7.00;  three  hours  AAGP. 

FRANKLIN 

A Course  in  Vector-Electrocardiog- 
raphy, Westmoreland  Hospital  and 
Westmoreland  County  AGP,  at  West- 
moreland Hospital,  Greensburg,  Pa.; 
Eighteen  Tuesday  evenings  from  7 to 
9 p.m.,  as  follows:  October  11,  18, 
25;  November  8 and  29;  December 
13  and  20;  January  10,  17,  24  and 
31,  1967;  February  14,  1967;  March 
14,  21  and  28,  1967;  April  11,  18  and 
25,  1967;  AAGP  36  hours;  Contact 
Arthur  J.  McStein,  M.D.,  Westmore- 
land Hospital. 

HARRISBURG 

Medical  Lectures,  Harrisburg  Poly- 
clinic Hospital  and  University  of 


Pennsylvania  School  of  Medicine,  at 
Polyclinic,  November  22,  February  28, 
March  28,  and  April  25,  10  a.m.-I 
p.m.;  5 hours  AAGP.  Contact  G.  F. 
Zerbe,  M.D.,  1822  Market  Street, 
Camp  Hill  17011. 

Physiology  of  the  Newer  Diuretic 
Agents  and  Clinical  Applications,  Har- 
risburg Polyclinic  Hospital,  Harris- 
burg, February  28,  1967,  10  a.m.- 
1 p.m.;  AAGP  credit.  Contact  G.  F. 
Zerbe,  M.D.,  1822  Market  St.,  Camp 
Hill  17011. 

* 

The  Elderly  Patient — Clinical  Fea- 
tures and  Total  Management;  Penn- 
sylvania Department  of  Health  and 
PMS  Commission  on  Chronic  Illness 
and  Geriatrics,  supported  by  a grant 
from  the  Public  Health  Service  of 
Health,  Education  and  Welfare;  at 
Harrisburg  Hospital,  April  6,  13,  and 
20,  1967,  9:30  a.m.  to  4:30  p.m. 
AAGP  18  hours;  contact  J.  Stanley 
Smith,  M.D.,  Room  907,  Health  and 
Welfare  Building,  P.O.  Box  90, 
Harrisburg. 

JOHNSTOWN 

Liver  Biopsy — Clinical  Indications 
and  Contraindications;  Conemaugh 
Valley  Memorial  Hospital,  March  23, 
1967,  7:00  to  9:00  p.m.;  two  hours 
AAGP. 

LANCASTER 

Hip  Problems  in  Children  and 
Adults,  Lancaster  General  Hospital, 
February  23,  1966  at  11  a.m.;  AAGP 
credit.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  Lancaster  General  Hospital, 
Lancaster,  Pa. 

Clinical  Applications  of  Continuous 
Electrocardiography;  Lancaster  Gen- 
eral Hospital,  March  8,  1967,  11:00 
a.m.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  Lancaster  General  Hospi- 
tal. 

Collagen  Diseases:  Their  Diagnosis 
and  Treatment;  Lancaster  General 
Hospital,  March  30,  1967,  11:00  a.m. 
Contact  John  H.  Esbenshade,  Jr., 
M.D.,  Lancaster  General  Hospital. 

PHILADELPHIA 

Microsurgery  of  the  Temporal 
Bone,  Temple  University  School  of 
Medicine,  first  week  of  each  month. 
Contact  B.  J.  Ronis,  M.D.,  Temple. 

Advanced  Electrocardiography,  Al- 
bert Einstein  Medical  Center,  York 


and  Tabor  Roads,  Philadelphia,  Pa.; 
Wednesdays,  February  15  to  April  19, 
1967;  1 to  4 p.m.;  AAGP  30  hours; 
Contact  Mr.  Leonard  J.  Zimet,  Ein- 
stein Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.  19141. 

Bronchoesophagology,  Drs.  Charles 
M.  Norris  and  Gabriel  F.  Tucker,  Jr., 
November  28-December  9,  1966,  and 
April  3-14,  1967;  fee,  $250.  Contact 
Chevalier  Jackson  Clinic,  Temple  Uni- 
versity Hospital,  3401  North  Broad 
Street  (19140). 

Applied  Office  Psychiatry  and  Psy- 
chosomatic Medicine,  departments  of 
psychiatry,  internal  medicine,  ob- 
stetrics-gynecology, and  pediatrics. 
Temple  University  Medical  Center,  at 
Temple  University  Sciences  Center, 
Wednesdays,  October  5 through  Feb- 
ruary 22,  10  a.m. —3  p.m.;  80  hours 
AAGP.  Contact  H.  K.  Fischer,  M.D., 
3401  North  Broad  Street  (19140). 

General  Internal  Medicine,  Hahne- 
mann Medical  College  and  Hospital, 
Wednesdays,  October  5,  1966-March 
29,  1967,  1-4  p.m.;  24  hours  AAGP. 
Contact  Drs.  D.  Mason,  W.  W.  Oaks, 
and  S.  R.  Bender,  230  North  Broad 
Street  (19102). 

Radiology  and  Radioisotopes,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa.; 
Wednesdays,  March  15  to  April  12, 
1967;  2 to  4 p.m.;  AAGP  10  hours; 
Contact  Leonard  J.  Zimet,  Einstein 
Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.  19141. 

Psychiatry  and  General  Practice, 

Einstein  Medical  Center,  York  and 
Tabor  Roads;  Fridays,  January  6 to 
April  14,  1967;  1:30  to  4:30  p.m.; 
AAGP  45  hours;  Contact  Leonard  J. 
Zimet,  Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa. 
19141. 

Clinical  Endocrinology,  Albert  Ein- 
stein Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.;  Wednesdays, 
February  8 to  April  26,  1967;  2 to  5 
p.m.;  AAGP  36  hours;  Contact  Mr. 
Leonard  J.  Zimet,  Einstein  Medical 
Center,  York  and  Tabor  Roads,  Phila- 
delphia, Pa.  19141. 

Advanced  Electrocardiography,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  1-4  p.m.  Wednes- 
days, February  15  to  April  19,  1967; 
AAGP  30  hours.  Contact  Mr.  Leon- 
ard J.  Zimet,  Einstein  Medical  Center, 
Philadelphia  19141. 
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National  Symposium  on  Athero- 
sclerosis, Heart  Association  of  South- 
eastern Pennsylvania  and  Philadelphia 
AGP,  at  Sheraton  Hotel,  February  23- 
24,  1967;  A AGP  10  hours.  Contact 
B.  Wheeler  Jenkins,  M.D.,  1526  Upsal 
Street,  Philadelphia  19150. 

Recent  Advances  in  the  Pharmo- 
cologic  Aspects  of  Anesthesia.  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, at  Anenberg  Auditorium;  Feb- 
ruary 6,  7,  8,  1967,  9:00  a.m.  to 
5:00  p.m.  AAGP  24  hours;  contact 
Robert  D.  Dripps,  M.D.,  3400  Spruce 
Street,  Philadelphia  19104. 

Fourth  Annual  Medical  Lecture 
Series — Modern  Therapy;  Delaware 
County  AGP  and  Delaware  County 
Memorial  Hospital,  at  Delaware 
County  Memorial  Hospital,  Drexel 
Hill;  February  21,  28,  March  7,  14, 
21,  and  28.  1967,  3:00  to  5:00  p.m. 
AAGP  12  hours;  contact  Herbert  Un- 
terberger,  M.D.,  Delaware  County 
Hospital,  Lansdowne  and  Keystone 
Avenues,  Drexel  Hill  19026. 

Applied  Oltice  Psychiatry  for  Medi- 
cal Practitioners;  Abington  Memorial 
Hospital,  successive  Tuesday  evenings 
from  7:00  p.m.  to  9:00  p.m.,  March 
7 to  May  23,  1967.  AAGP  category 
I,  contact  William  T.  Donner,  M.D., 
Abington  Memorial  Hospital,  Abing- 
ton 19001.  Fee,  $50. 

PITTSBURGH 

Anatomy  and  Surgery  of  the  Nose; 

University  of  Pittsburgh,  February  26 
to  March  4,  1967.  Contact  Kenneth 

H.  Hinderer,  M.D.,  402  Medical  Arts 
Building,  Pittsburgh  15213. 

POTTSVILLE 

Auto-Immune  Reactions  and  Dis- 
ease; Pottsville  Hospital,  March  9, 
1967,  11:30  a.m.  to  2:00  p.m.;  two 
hours  AAGP. 

READING 

Liver  Diseases  and  Miscellaneous 
Subjects,  Hahnemann  Medical  Col- 
lege, at  Community  General  Hospital, 
Wednesdays,  September  through  May, 
9:30  a.m.  Contact  E.  L.  Trexler, 
M.D.,  15  South  Franklin  Street,  Fleet- 
wood  19522. 

Continuing  Medical  Education  Pro- 
gram, Berks  County  Medical  Society 
and  AGP,  at  Reading  Hospital;  De- 
cember 7,  1966; January  11,  February 

I,  March  1,  April  5 and  May  3,  1967; 
AAGP  32  hours;  Contact  A.  A.  Nagle, 
M.D.,  Stouchsburg,  Pa. 


SCRANTON 

Malabsorption  Syndromes,  Mercy 
Hospital,  February  15,  1967,  from 
9:30  a.m.  to  noon;  AAGP  2 hours. 

Office  Neurologic  Diagnosis;  Mercy 
Hospital,  March  15,  1967;  9:30  a.m. 
to  12  Noon;  two  hours  AAGP. 

WILKES-BARRE 

Chemotherapy  of  Leukemia  in  Chil- 
dren, Wilkes-Barre  General  Hospital, 
February  19,  1967,  from  9 a.m.  to 
noon;  AAGP  3 hours. 

Evaluation  of  the  Patient  With  a 
Neurologic  Lesion;  Wilkes-Barre  Gen- 
eral Hospital,  March  16,  1967,  9:00 
a.m.  to  12  Noon;  three  hours  AAGP. 

Heart  Disease;  Luzerne  County 
AGP  and  Hahnemann  Hospital,  at 
Wyoming  Valley  Hospital;  Wednes- 
days, March  22  to  May  3,  1967,  1 1 :00 
a.m.  to  1:00  p.m.  AAGP  14  hours; 
contact  David  W.  Kistler,  M.D.,  171 
Stanton  Street,  Wilkes-Barre. 

WILLIAMSPORT 

The  Culturally  Disadvantaged  Stu- 
dent, Williamsport  Hospital,  February 
15,  1967,  from  10  a.m.  to  3:30  p.m.; 
AAGP  4 hours. 

The  Prevention  of  Accidents  and 
Poisoning;  Williamsport  Hospital, 
March  15,  1967,  10:00  a.m.  to  3:30 
p.m.;  four  hours  AAGP. 

YORK 

A Logical  Approach  to  Fluid  Ther- 
apy— Pre-  and  Post-Operatively,  York 
Hospital,  February  16,  1967,  8 a.m. 
to  noon,  Fee  $8.00;  AAGP  3 hours. 

A New  Look  at  Adrenal  Function 
and  Therapeutic  Use  of  Corticoste- 
roids, York  Hospital,  February  23, 
1967,  8 a.m.  to  noon.  Fee  $8.00; 
AAGP  3 hours. 

Children  are  Different;  York  Hospi- 
tal, March  3,  1967,  8:00  a.m.  to  12 
Noon;  Fee  $8.00;  three  hours  AAGP. 

A New  Look  at  Cardiac  Ausculta- 
tion; York  Hospital;  March  9,  1967, 
8:00  a.m.  to  12  Noon;  Fee  $8.00; 
three  hours  AAGP. 

The  Recognition  of  Medicolegal 
Problems  in  Family  Practice;  York 
Hospital,  March  16,  1967;  8:00  a.m. 
to  12  Noon;  Fee  $8.00;  three  hours 
AAGP. 


Gastrointestinal  Function — Normal 
and  Abnormal;  illustrated  by  Ciner- 
adiography, York  Hospital,  March  23, 
1967,  8:00  a.m.  to  12  Noon;  Fee 
$8.00;  three  hours  AAGP. 

The  Differential  Diagnosis  of  Her- 
niated Intervertebral  Nuclei;  York 

Hospital,  March  30,  1967,  8:00  a.m. 
to  12  Noon;  Fee  $8.00;  three  hours 
AAGP. 


OUT  OF  STATE 

Colorado  Winter  Clinics — Inter- 
uterine  Transfusion  and  the  Fetus; 
Surgery  of  the  Heart;  The  Airway; 
Hypertension.  Brown  Palace  Hotel, 
Denver,  Colorado,  February  28- 
March  3.  Contact  the  Colorado  Med- 
ical Society,  1809  East  18th  Avenue, 
Denver,  Colorado  80218. 

Tenth  Annual  Cardiac  Symposium, 

Del  Webb  TowneHouse,  Phoenix, 
Arizona,  sponsored  by  the  Arizona 
Heart  Association,  February  10-11, 
1967.  Contact  Arizona  Heart  As- 
sociation, 1720  E.  McDowell  Road, 
Phoenix,  Arizona  85006. 

Arthritis  and  Related  Disorders, 

New  York  University  Medical  Center, 
February  27-March  3,  1967.  Contact 
Currier  McEwen,  M.D.,  New  York 
University  Medical  Center,  New  York, 
N.  Y. 

Sixteenth  Annual  Session,  American 
College  of  Cardiology,  Washington 
Hilton  Hotel,  February  15-19,  1967. 
Contact  the  American  College  of  Car- 
diology, 9650  Rockefeller  Pike,  Wash- 
ington, D.  C.  20014. 

Leukocytes  and  the  Autonomic  Ner- 
vous System;  American  Academy  of 
Allergy,  February  18  and  19,  1967, 
Holiday  Inn-Riviera.  Palm  Springs, 
California.  Contact  the  Executive  Of- 
fice, The  American  Academy  of  Al- 
lergy, 756  Milwaukee  Street,  Milwau- 
kee, Wisconsin  53202. 

Recent  Advances  in  Cardiovascular 
Disease;  Mount  Sinai  Medical  Center, 
New  York.  N.Y.,  March  6 to  10, 
1967.  Contact  Charles  K.  Friedbcrg, 
M.D.,  Mount  Sinai. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
Pass  and  Erford  Road,  Lemoyne  17043. 
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Air  Pollution 


Sex 


the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98 °F,  and  with  a humidity 
of  approximately  40%.’ 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.2 

flasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.3  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.4  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1 /1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.5 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.6  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


If  hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.7  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.8 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.9 In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.10  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.11  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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it’s  a 

comforting  thing 
to  know 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 


Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn't  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


( Advertisement ) 


cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.12 Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.13  This  "jolt"  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases, 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  ' through  the  nose." 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12  yrs.orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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M.D/s  in 
The  News 

Robert  L.  Gatski,  M.D.  and  F.  W. 
Davison,  M.D.,  Danville,  are  in- 
cluded in  the  newly  issued  1967  Who’s 
Who  in  America.  Dr.  Gatski  is  super- 
intendent of  Danville  State  Hospital 
and  Dr.  Davison  is  a consultant  in 
otolaryngology  at  the  Geisinger  Medi- 
cal Center. 

Francis  Bush,  M.D.,  Beaver  Falls, 
was  appointed  as  the  first  full-time 
medical  director  of  the  Beaver  County 
Home  and  Hospital.  The  appoint- 
ment was  made  at  the  regular  meet- 
ing of  the  Beaver  County  Commis- 
sioners. 

John  Joseph  Mika,  Jr.,  M.D.,  Shen- 
andoah, has  been  elected  to  active 
membership  in  the  American  Acad- 
emy of  General  Practice. 

Campbell  Moses,  Jr.,  M.D.,  associ- 
ate professor  of  medicine  at  the  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, has  been  named  medical  director 
of  the  American  Heart  Association. 
He  will  retain  his  academic  title  and 
will  continue  as  director  of  the  Addi- 
son H.  Gibson  Laboratory  and  of 
post-graduate  education  programs  of 
the  American  Heart  Association. 

F.  F.  Florek,  M.D.,  Edinboro,  has 
been  elected  to  membership  in  the 
Interstate  Orthopaedic  Society.  The 
Society  consists  of  Orthopaedic  Sur- 
geons from  the  western  half  of  Penn- 
sylvania, the  northern  part  of  West 
Virginia,  eastern  Ohio  and  south- 
western New  York  State. 

Thomas  E.  Wynn,  Jr.,  M.D.  was 

appointed  director  of  the  department 
of  pathology  at 
the  Geisinger 
Medical  Center, 
Danville,  recent- 
ly. Dr.  Wynn 
was  associated 
with  the  Univer- 
sity of  California 
Medical  School 
previous  to  his 
appointment  at 
Geisinger. 

Eugene  F.  Berkman,  M.D.,  Beaver, 
is  en  route  to  Vietnam  for  two  to 
three  months  voluntary  service  in  that 
country. 

Charles  P.  Snyder,  M.D.,  Manor, 
has  been  appointed  to  the  position  of 
medical  director  at  Jeanette  District 
Memorial  Hospital. 
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Richard  A.  Field,  M.D.  has  been  ap- 
pointed associate  professor  of  medi- 
cine and  director  of  the  division  of 
diabetes  and  metabolic  diseases  and 
O.  Dhodanand  Kowlessar,  M.D.  has 
been  appointed  professor  of  medicine 
and  director  of  the  clinical  research 
center  and  head  of  the  division  of 
gastroenterology  at  Jefferson  Medical 
College  and  Hospital. 

Robert  E.  Colcher,  M.D.  has  been 
named  medical  director  of  the  Valley 
Forge  Medical  Center  and  Heart  Hos- 
pital, Norristown. 

Herbert  P.  Harkins,  M.D.,  profes- 
sor of  surgery  and  head  of  the  section 
of  otolaryngology  and  bronchoesoph- 
agology,  Hahnemann  Medical  College 
and  Hospital,  Philadelphia,  has  been 
elected  president  of  the  American  So- 
ciety of  Ophthalmologic  and  Otolaryn- 
gologic Allergy. 

John  C.  Buterbaugh,  M.D.,  East 
McKeesport  and  Oil  City,  has 
been  commis- 
sioned a mission- 
ary of  the  Meth- 
odist Church  and 
is  scheduled  for 
mission  service 
in  either  Rhodesia 
or  Bolivia.  Dr. 
Buterbaugh  was 
associated  with 
St.  Elizabeth  Hos- 
pital in  Youngs- 
town, Ohio  prior 
to  his  mission  appointment. 

Gerald  P.  Rodman,  M.D.,  has  been 
appointed  editor  of  the  Bulletin  on 
Rheumatic  Diseases.  Dr.  Rodman  is 
associate  professor  of  medicine  and 
chief  of  the  section  on  rheumatic  dis- 
eases in  the  department  of  medicine 
at  the  University  of  Pittsburgh  School 
of  Medicine. 

Howard  Balin,  M.D.,  Philadelphia, 
has  been  awarded  a grant  of  $22,000 
by  the  Office  of  Education  (HEW) 
for  a study  of  Cross  Media  Evalua- 
tion of  Color  T.V.,  Black  and  White 
T.V.  and  Color  Photography  in  the 
Teaching  of  Endoscopy . Dr.  Balin  is 
associated  with  Pennsylvania  Hospital 
in  the  division  of  obstetrics  and  gyne- 
cology. 

Harry  Bacon,  M.D.,  Philadelphia, 
was  guest  speaker  at  the  meeting  of 
the  Northeastern  Society  of  Colon  and 
Rectal  Surgeons  recently.  His  sub- 
jects were  Granulomatous  Ileocolitis 
and  Diverticulitis. 


Thomas  G.  Davis,  M.D.,  Berwyn, 
has  been  appointed  medical  director. 
Smith  Kline  In- 
strument Com- 
pany, Philadel- 
phia, medical  in- 
struments divi- 
sion of  Smith 
Kline  & French 
Laboratories.  Dr. 
Davis  is  an  asso- 
ciate in  medicine 
at  the  University 
of  Pennsylvania 
Graduate  School  of  Medicine. 

P.  C.  Lund,  M.D.,  Johnstown,  is 
the  author  of  a textbook  designed  for 
use  by  specialists  in  anesthesia.  The 
book  is  titled  Peridural  Analgesis  and 
Anesthesia  and  contains  a forward 
written  by  H.  R.  Griffith,  M.D.„ 
emeritus  professor  of  anesthesia  at 
McGill  University,  Montreal.  Dr. 
Lund  is  a fellow  of  the  American 
College  of  Anesthesiologists  and  di- 
rector of  the  department  of  anesthesi- 
ology at  Memorial  Hospital,  Johns- 
town. 

Laurence  H.  Snow,  M.D.  has  been 
appointed  assistant  professor  of  the 
department  of  psychiatry  and  neurol- 
ogy at  Woman’s  Medical  College. 

Albert  L.  Ingram,  Jr.,  M.D.  has 

been  named  director  of  Ritenour 
Health  Center  at  The  Pennsylvania 
State  University,  University  Park. 

David  M.  Sklaroff,  M.D.,  Philadel- 
phia, addressed  the  ninth  International 
Cancer  Congress  recently  in  Tokyo. 
Dr.  Sklaroff,  senior  attending  physician 
in  Einstein  Medical  Center’s  Thera- 
peutic Radiology  Department,  de- 
livered a scientific  paper  entitled 
“Early  Detection  of  Bone  Lesions  by 
Photoscanning  with  Radioactive  Stron- 
tium.” 

Richard  A.  Manning,  M.D.  has 

been  named  coordinator  of  mental 
retardation  for 
Albert  Einstein 
Medical  Center, 
Philadelphia.  His 
appointment  was 
announced  by 
Pascal  F.  Luc- 
chesi,  M.D.,  ex- 
ecutive vice  presi- 
dent and  medical 
director  of  the 
institution.  Dr. 
Manning  will  de- 
velop the  Center’s  patient  care  pro- 
grams for  mentally  retarded  children. 
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How  long  will  it  take  him 
to  recover  from  the  flu 


if  he  just  doesn’t  care? 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient's  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bi>)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B0),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 
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You  carft  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


oxazepam 


Wyeth  Laboratories 
Philadelphia,  Pa. 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


ft 
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“A  steroid-nutritional  compound 
(Mediatric)  was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


“ Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 


Morgan.  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 

“Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes. ..mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 


Each  MEDIATRIC  Tablet  or  Capsule  contains: 


*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


*Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017*  Montreal,  Canada 
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Why  Does  Blue  Shield  Reject  Claims? 


The  above  question  frequently  is 
asked  by  doctors,  their  office  assistants, 
and  patients.  A simple  answer  is  that 
the  most  frequent  reason  for  the  re- 
jection of  a claim  is  because  the  pa- 
tient does  not  have  Blue  Shield  cov- 
erage! Or  the  procedure  reported  is 
not  included  in  the  patient’s  benefits. 

When  it  is  necessary  that  a claim 
be  rejected,  the  correct  reason  is  stated 
by  a claim  examiner  after  review  of 
all  the  pertinent  information  reported 
by  the  doctor  on  his  form  and  the 
coverage  coding  obtained  from  the 
subscriber’s  records. 

Rejection  reasons  are  interpretations 
of  the  Blue  Shield  member’s  Agree- 
ment or  Master  Contract  as  applied 


to  the  fee  schedule  involved.  The 
selected  reason  for  any  claim  is 
printed  as  part  of  the  notice  sent  to 
the  subscriber,  with  a copy  to  the  doc- 
tor, explaining  why  payment  was  not 
made. 

Every  two  weeks,  Pennsylvania  Blue 
Shield  receives  approximately  90,000 
Doctor's  Service  Report  forms  from 
doctors  all  over  the  world.  Most  of 
these  are  accepted  promptly.  But  a 
few  have  to  be  rejected. 

An  analysis  of  the  reasons  for  re- 
jecting claims  was  tabulated  for  a re- 
cent two-week  period.  The  results  for 
the  10  most  common  reasons  in  fre- 
quency order,  are  as  follows: 


Reasons  for  Rejection 


Number 

Order  of  Cases 

1 Patient  has  Blue  Cross  coverage,  but  not  Blue  Shield  . . 2,533 

2 Unable  to  identify  patient  as  Blue  Shield  member  ....  1,253 

3 Patient  not  covered  for  diagnostic  X-ray  or  diagnostic 

medical  examinations 897 

4 Patient  not  covered  for  medical  treatment 

(surgical  only)  711 

5 Patient  not  covered  for  first  aid  treatment 623 

6 Subscription  rate  not  paid  when  due;  Coverage  was 

terminated 576 

7 Patient  not  covered  for  anesthetic  services 428 

8 Patient  is  not  covered  on  the  subscriber’s  Blue  Shield 

Agreement  379 

9 Patient  is  covered  for  only  one  type  service  during  the 

same  hospital  admission.  Blue  Shield’s  liability  is  for 
the  surgery  which  was  performed.  No  allowance  can 

be  made  for  medical  treatment  377 

10  Patient  not  covered  for  obstetrical  delivery 307 

Total 8,054 


Write  Now 

Medical  Evaluation  of  the  Com- 
mercial Vehicle  Driver,  copies  avail- 
able from  the  Industrial  Medical  As- 
sociation, at  30^  per  copy.  . . . Em- 
physema in  Industry,  $2.50  per  copy 
for  members  of  the  Industrial  Hygiene 
Foundation,  $5.00  for  non-members, 
write  the  Industrial  Hygiene  Founda- 
tion, Box  A,  4400  Fifth  Avenue,  Pitts- 
burgh, Pa.  15213.  . . . Physicians 
Liability  for  Battery,  Negligence,  and 
Acts  of  Others,  programmed  self-in- 
structional course,  available  from 
Pfizer  Laboratories,  235  E.  42nd  St., 
New  York,  N.Y.  10017. 


Hospital  Improvement  Projects,  5<f 
per  copy  from  the  Superintendent  of 
Documents,  U.S.  Government  Print- 
ing Office,  Washington,  D.C.  20402. 
. . . How  We  Can  Get  the  Nurses  We 
Need,  25<-  from  the  Public  Affairs 
Committee,  381  Park  Avenue  South, 
New  York.  N.Y.  10016.  . . . Key 
Facts,  copies  available  from  the  Public 
Information  Office,  Pharmaceutical 
Manufacturers  Association,  1155  Fif- 
teenth Street,  N.W.,  Washington,  D.C. 
20005,  free  of  charge.  . . . Social  Isola- 
tion: An  Underrated  Aspect  of  Dis- 
ability, gratis  from  the  Information 
Office,  Vocational  Rehabilitation  Ad- 
ministration, Department  of  Health, 
Education,  and  Welfare,  Washington, 
D.C.  20201. 


Buy  Bonds 
where 
you  work. 

He  does. 

He’s  working  in  Vietnam  — 
for  freedom.  And  lie’s  sup- 
porting freedom  with  his  dol- 
lars, too.  Every  month  he 
invests  in  U.  S.  Savings  Bonds 
. . . saving  up  for  a eollege  edu- 
cation or  a home,  perhaps. 
There’s  a good  way  to  show 
him  you’re  on  his  side.  Buy 
Savings  Bonds  where  you  hank 
or  join  the  Payroll  Savings 
Plan  where  you  work.  You’ll 
walk  a hit  taller. 


Buy 

U.  S.  Savings 

Bonds 


The  U.  S.  Government  does  not  par  for 
this  advertisement.  It  is  presented  as  a 
public  service  in  cooperation  with  the 
Treasury  Department  and  The  Adver- 
tising Council. 
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PENNSYLVANIA  MEDICINE 


for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  Cl  BA) 
on  Rx  only 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
bottle  or  nasal  spray. 

SIDE  EFFECTS:  Occas  ional  local  reactions:  rebound  congestion, 
slight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
tions. Overdosage  in  young  children  may  produce  profound  sedation. 
DOSAGE:  Adults:  Nasal  Solution  — 2 or  3 drops  in  each  nostril  every 
4 to  6 hours.  Nasal  Spray—  Squeeze  rapidly  once  or  twice  in  each  nos- 
tril every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray- Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1 :50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  L 1 D A 
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and  Gantanol 

(sulfamethoxazole) 

Suspension 
is  a good  way 

to  help  them 
get  well 


proven  effectiveness  in  common  bacterial  upper 
respiratory  infections 

Clinical  results  in  patients  probably  much  like  those  you  see  every 
day  show  that  an  overwhelming  majority  responded  favorably  to 
Gantanol  (sulfamethoxazole)  Suspension.1'12  These  patients,  num- 
bering over  1600  in  published  reports,  had  a variety  of  bacterial 
upper  respiratory  infections  such  as  otitis  media,  sinusitis,  pharyn- 
gitis and  tonsillitis,  including  over  700  cases  caused  by  beta-hemo- 
lytic streptococci.1"7 

Although  in  bacteriologically  proven  streptococcal  infections  peni- 
cillin remains  the  drug  of  choice,  Gantanol  (sulfamethoxazole)  has 
shown  conversion  rates  comparable  to  those  generally  seen  with 
penicillin  and  apparently  superior  to  those  cited  in  the  literature  for 
erythromycin  and  broad-spectrum  antibiotics.1”'  Conversion  rates 
have  ranged  from  a high  of  96  per  cent  in  229  patients2  to  a low  of 
65  per  cent  in  105  cases.11'1  When  Gantanol  (sulfamethoxazole) 
Suspension  is  used  in  group  A beta-hemolytic  streptococcal  infec- 
tions, it  is  important  to  continue  therapy  in  the  recommended  dos- 
age for  at  least  10  days.  In  addition,  Gantanol  (sulfamethoxazole) 
Suspension  has  demonstrated^antibacterial  activity  against  D.  pneu- 
moniae, H.  influenzae  and  Staph,  aureus.  Thus  Gantanol  (sulfa- 
methoxazole) Suspension  may  be  considered  a practical  choice  for 
common  bacterial  U.R.I.,  as  well  as  an  effective  alternative  in  the 
penicillin-sensitive  patient  with  proven  beta-hemolytic  strepto- 
coccal infection. 


therapy  generally  uncomplicated  by  side  effects 

Such  favorable  results  as  those  cited  in  the  literature1"12  are  even 
more  meaningful  in  view  of  the  fact  that  only  27  of  1961  patients 
(1.4%)  discontinued  therapy  because  of  side  effects.  Of  the  total 
side  effects  reported  in  107  patients  (5.5%),  most  were  mild  and 
included  rash,  urticaria,  itching,  dizziness,  headache,  diarrhea, 
nausea  and  vomiting,  shivering  sensation,  skin  discoloration  and 
crystalluria.1'12 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Acute  and  chronic  respiratory  and  urinary  tract  bac- 
terial infections  due  to  susceptible  microorganisms.  At  present 
penicillin  is  considered  the  drug  of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections;  however,  Gantanol  (sulfameth- 
oxazole) has  shown  an  effectiveness  approaching  that  of  penicillin 
in  a large  number  of  patients.  If  employed  in  such  infections,  it  is 
important  that  therapy  be  continued  in  the  usual  recommended 
dosage  for  a period  of  at  least  10  days. 

Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants  or  infants  during  first  3 months 
of  life. 

Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver 
damage,  renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If 
toxic  or  hypersensitivity  reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests  should  be  performed. 
Data  insufficient  on  prolonged  or  recurrent  therapy  in  chronic- 
renal  diseases  of  children. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  in- 
cluding maintenance  of  an  adequate  fluid  intake.  Use  with  caution 
in  patients  with  histories  of  allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug  accumulation.  Occasional 
failures  may  occur  due  to  resistant  microorganisms.  Not  effective 
in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Following  may  occur:  headache,  nausea,  vom- 
iting, urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  Stevens-Johnson  syndrome,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae,  purpura,  hematu- 
ria and  crystalluria. 

Dosage:  Children  — 1 teasp./20  lbs  initially,  followed  by  Vi  teasp ./ 
20  lbs  b.i.d.  Adults— 4 teasp.  initially,  followed  by  2 teasp.  b.i.d.  or 
t.i.d. , depending  upon  severity  of  infection. 

How  Supplied:  Suspension  10%,  0.5  Gm  sulfamethoxazole/5  cc 
teasp.,  cherry-flavored,  bottles  of  16  oz. 

References:  1.  Braden,  B.,  and  Colmore,  J.  P:  J.  Oklahoma  M.A.,  57:1, 
1964.  2.  Alban,  J. : Am.  J.  Dis.  Child.,  109: 304,  1965.  3.  Reichel- 
derfer,  T.  E.:  Clin.  Med.,  77:1045,  1964.  4.  Jackson,  H.;  Cooper,  J.; 
Mellinger,  W.  J.,  and  Olsen,  A.  R. : Southwestern  Med.,  44: 246,  1963. 
5.  Braden,  B.;  Colmore,  J.  R,  and  Cummings,  M.  M. : Antimicrobial 
Agents  Annual— 1960,  p.  54.  6.  Peters,  J.  H.:  Data  adapted  from  a 
Scientific  Exhibit  presented  at  the  Spring  Meeting  of  the  American 
Academy  of  Pediatrics,  April  26-29,  1965.  7.  Peters,  J.  H : Antimicrobial 
Agents  and  Chemotherapy—  1961,  p.  406.  8.  Elia,  J.  C. : Eye  Ear  Nose  & 
Throat  Month.,  41:122,  1962.  9.  Patton,  J.  M : West.  Med.,  5:46,  1964. 
10.  Chastain,  R J.:  J . Florida  M.A.,  48: 816,  1962.  11.  Grater,  W.  C.: 
Antibiotics  & Chemother.,  72:450,  1962.  12.  Exline,  A.  L.:  Colorado 
GP,  5:(5),1 1,  1963. 
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Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Blood-glucose 
screening  for  all 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix1?  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

*Marks,  V.,  and  Dawson.  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


I DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— all  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 
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Deaths 

O Indicates  current  membership  in 
County  Medical  Society,  The  Penn- 
sylvania Medical  Society,  and  The 
American  Medical  Association. 

Hans  C.  Funch,  Philadelphia;  Jef- 
ferson Medical  College;  age  75;  died 
December  24,  1966.  A native  of  Den- 
mark, Dr.  Funch  was  a veteran  of 
World  War  I.  He  is  survived  by  his 
wife,  two  sons,  two  sisters  and  four 
grandchildren. 

Donald  L.  Glenn,  Huntingdon  Val- 
ley; University  of  Pennsylvania  School 
of  Medicine,  1939;  age  52;  died  Jan- 
uary 1,  1967.  Dr.  Glenn  was  head 
of  the  Pennsylvania  Railroad  Medical 
Department  for  several  years.  He  is 
survived  by  his  father,  a brother,  and 
two  sisters. 

Laura  E.  Hunt,  Glenmore;  Wom- 
an’s Medical  College,  1908;  age  86; 
died  January  1,  1967.  Dr.  Hunt  was 
formerly  a professor  of  otolaryngology 
at  Woman’s.  Surviving  is  a sister. 

O Sidney  Jacobson,  Wallingford; 
Temple  University  School  of  Medi- 
cine, 1941;  age  53;  died  December  22, 
1966.  Dr.  Jacobson  was  on  the  staff 
of  the  University  of  Pennsylvania 
Hospital.  Survivors  include  his  par- 
ents, his  wife,  a son,  three  daughters, 
a brother  and  a sister. 

O Salvador  L.  Meshon,  Riverton, 
N.  J.;  Temple  University  School  of 
i Medicine,  1937;  age  56;  died  January 
2,  1967.  Dr.  Meshon  was  chief  of 
staff  at  St.  Luke’s  and  Children's  Med- 
ical Center.  He  was  a fellow  of  the 
International  College  of  Surgeons  and 
the  American  Board  of  Abdominal 
Surgeons.  He  is  survived  by  his  wife, 
two  sons,  and  two  daughters. 

O Richard  W.  Morgan,  Bethle- 
hem; Jefferson  Medical  College,  1933; 
age  59;  died  December  24,  1966.  Dr. 
Morgan  was  a diplomate  of  the  Amer- 
ican Board  of  Oto-Rhino-Laryngology 
and  a fellow  in  the  American  College 
of  Surgeons.  Surviving  are  his  wife, 
a daughter  and  a son. 

O Norton  C.  Paden,  Philadelphia; 
Jefferson  Medical  College,  1941;  age 
51;  died  December  29,  1966.  Dr. 
Paden  was  on  the  staffs  of  Fitzgerald- 
Mercy  and  Bryn  Mawr  Hospitals.  He 
is  survived  by  his  wife,  two  sons  and  a 
daughter. 

Joseph  L.  Babitt,  Philadelphia; 
Temple  University  School  of  Medi- 
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cine,  1927;  age  64;  died  December  1 1, 
1966.  Dr.  Babitt  was  a member  of 
the  Medical  Board  of  Education,  Phil- 
adelphia, for  thirty  years.  Survivors 
include  his  wife,  a daughter,  a son,  a 
sister  and  a brother. 

O Lewis  C.  Bixler,  Pittsburgh; 
Johns  Hopkins  University  School  of 
Medicine,  1903;  age  88;  died  Decem- 
ber 19,  1966.  Dr.  Bixler  was  on  the 
staff  of  West  Penn  Hospital  for  forty 
years  and  a member  of  the  Academy 
of  Medicine.  He  is  survived  by  three 
daughters. 

O Albert  E.  Blackburn,  Merion 
Station;  Medico-Chirurgical  College 
of  Philadelphia,  1896;  age  94;  died 
December  17,  1966.  He  is  survived 
by  a daughter. 

Clayton  E.  Bortner,  Hanover;  Hah- 
nemann Medical  College,  1908;  age 
80;  died  December  9,  1966.  Surviv- 
ing are  his  wife,  a son  and  a grand- 
daughter. 

O Paul  T.  Moyer,  Lansdale;  Hah- 
nemann Medical  College,  1925;  age 
66;  died  December  14,  1966.  Dr. 
Moyer  was  a former  chairman  of  the 
Lansdale  Board  of  Health  and  physi- 
cian for  the  Lansdale  School  District. 
He  is  survived  by  his  wife,  five  daugh- 
ters, a son,  five  brothers  and  two 
sisters. 

O George  A.  Parker,  Huntingdon; 
University  of  Vermont  School  of  Med- 
icine, 1912;  age  77;  died  December 
7,  1966.  Dr.  Parker  served  on  the 
staff  of  J.  C.  Blair  Memorial  for 
many  years.  We  have  received  no 
information  regarding  survivors. 

O John  G.  Pifer,  Pittsburgh;  Uni- 
versity of  Pittsburgh,  1946;  age  46; 
died  December  18,  1966.  Dr.  Pifer 
is  survived  by  his  wife,  four  sons  and 
two  daughters. 

O Henry  Sangree,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1917;  age  79;  died  Decem- 
ber 14,  1966.  Dr.  Sangree  was  form- 
erly associated  with  St.  Joseph’s  Hos- 
pital and  Wolffe  Hospital.  He  is  sur- 
vived by  his  wife. 

O Milton  Tellem,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1952;  age  41;  died  December  6, 
1966.  Dr.  Tellem  was  associate  pro- 
fessor of  pathology  at  Hahnemann 
Medical  College.  He  is  survived  by 
his  parents,  his  wife,  a son  and  a 
daughter. 

John  T.  Allison,  Harmarville;  Uni- 
versity of  Pittsburgh.  1921;  age  71; 


died  December  17,  1966.  Dr.  Allison 
was  a past  president  of  the  Westmore- 
land County  Medical  Society.  Sur- 
vivors include  his  wife,  two  sons,  two 
daughters,  and  one  sister. 

O Everett  S.  Barr,  Sintra,  Portu- 
gal; Medical  College  of  Virginia;  age 
78;  died  March  2,  1966.  Dr.  Barr 
was  a past  president  of  the  Philadel- 
phia Psychiatric  Society  and  a charter 
member  of  the  National  Academy  of 
Religion  and  Mental  Health.  We  have 
received  no  information  regarding  sur- 
vivors. 

O Nellie  M.  Brown,  Dunmore; 
Loyola  University  School  of  Medicine, 
1930;  age  75;  died  December  27, 
1966.  Dr.  Brown  is  survived  by  sev- 
eral nieces  and  nephews. 

O Joseph  Edeiken,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1925;  age  66;  died  Decem- 
ber 30,  1966.  Dr.  Edeiken  was  the 
first  recipient  of  the  Schmuckler  Me- 
morial Fellowship,  Mt.  Sinai  Hospital. 
He  was  associate  professor  of  clinical 
medicine  at  the  University  of  Penn- 
sylvania and  a diplomate  of  the  Amer- 
ican Board  of  Internal  Medicine.  He 
is  survived  by  his  wife,  a brother  and 
two  sisters. 

O John  M.  Falker,  Philadelphia; 
Jefferson  Medical  College,  1939;  age 
53;  died  January  3,  1967.  Dr.  Falker 
was  a member  of  the  Pennsylvania 
Radiological  Society,  the  American 
College  of  Radiology  and  the  staff  of 
Nazareth  Hospital.  He  is  survived  by 
his  wife,  his  mother,  a sister,  a son 
and  three  daughters. 

Charles  A.  McClain,  Mt.  Union; 
Medico-Chirulogical  College,  1898; 
age  91;  died  November  29,  1966.  Dr. 
McClain  is  survived  by  three  sons, 
two  daughters  and  a sister. 

Marvin  Schiff,  Pittsburgh;  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
1955;  age  36;  died  September  10, 
1966.  We  have  received  no  informa- 
tion regarding  survivors. 

Horace  C.  Scott,  Philadelphia; 
Howard  University  School  of  Medi- 
cine; age  63;  died  December  29,  1966. 
Dr.  Scott  is  survived  by  his  wife,  a 
daughter  and  a sister. 

Harold  F.  Robertson,  Lynwood, 
Calif.,  University  of  Pennsylvania 
School  of  Medicine,  1926.  Dr. 
Robertson  was  a diplomate  of  the 
American  Board  of  Internal  Medicine 
and  a fellow  of  the  American  College 
of  Physicians.  Survivors  include  his 
wife  and  two  sons. 
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special  formula 
for  a 

special  problem 

Jr  mm 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions : Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

W ARN  E Ft  - CHILCOTT 

Morris  Plains,  N.J. 


specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


SINUTAB 

for  sinus  headache 
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Os 

occipitale 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


* 


Photo  professionally  posed 


Mike  expects  a penicillin  inlection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen«Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur:  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid — 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 

per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  • Vee  K 

(potassium  phenoxymethyl  penicillin)  7 


Meetings 


FEBRUARY 

Nineteenth  Annual  Clinical  Confer- 
ence of  the  Wills  Eye  Hospital, 
Bellevue  Stratford  Hotel,  Phila- 
delphia, February  9-11. 

American  College  of  Surgeons  sec- 
tional meeting,  Broadmoor  Hotel, 
Colorado  Springs,  Colorado,  Feb- 
ruary 15-17. 

American  College  of  Surgeons  sec- 
tional meeting,  Americana  and 
New  York  Hilton  Hotels,  New 
York  City,  February  27-March 
2. 

20th  National  Conference  on  Rural 
Health,  March  10-11,  1967,  Char- 
lotte, North  Carolina,  sponsored 
by  the  AMA  Council  on  Rural 
Health. 

MARCH 

New  Orleans  Graduate  Medical  As- 
sembly, 13th  Annual  Meeting, 
March  6,  7,  8,  9,  1967.  Program 
is  acceptable  for  30  Vi  A AGP 
hours;  contact  Secretary,  New  Or- 
leans Graduate  Medical  Assem- 
bly, Rm.  1528,  1430  Tulane  Ave- 
nue, New  Orleans,  La.  70112. 

1967  National  Medicolegal  Sympos- 
ium, Fontainebleau  Hotel,  Miami 
Beach,  Florida,  March  9,  10,  11, 
1967.  Contact  Law  Division, 
AMA,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

44th  Annual  Meeting,  American  Or- 
thopsychiatric Association,  March 
20  through  March  23,  1967, 
Washington,  D.C.  Contact  Mar- 
ion Langer,  Ph.D.  American  Or- 
thopsychiatric Association,  1790 
Broadway,  New  York,  N.Y. 
10019. 

Scientific  Forum  on  Bacterial  Infec- 
tions, Woman’s  Medical  College, 
March  11,  1967,  9:00  A.M.  Held 
at  Eastern  Pennsylvania  Psychi- 
atric Institute,  Philadelphia. 


Smithsonian  Establishes 
Tumor  Registry 

The  Smithsonian  Institution  has 
joined  with  the  National  Cancer  In- 
stitute to  establish  a Registry  of  Tum- 
ors in  Lower  Animals.  The  purpose 
of  the  Registry  is  to  collect  specimens 
the  study  of  which  will  be  useful  in 
gaining  a fundamental  understanding 
of  neoplastic  processes.  The  collection 
will  be  housed  in  the  U.S.  National 
Museum,  Washington,  D.C. 

Activities  of  the  project  include  col- 
lection, gross  and  microscopic  exa- 
mination, interpretation,  and  docu- 
mentation of  lesions  of  poikilothermic 
vertebrates  and  of  invertebrates.  Al- 
though by  definition  neoplastic  dis- 
eases are  generally  considered  to  be 
limited  to  metazoans,  it  is  possible  that 
processes  akin  to  neoplasia  may  occur 
at  the  subcellular  level  in  protozoa. 
Examples  of  protozoans  involved  in 
such  processes  will  also  be  collected. 

We  invite  you  to  help  in  building 
this  collection  by  submitting  examples 
of  induced  or  naturally  occurring  neo- 
plasms, pre-neoplastic  conditions,  or 
indeterminate  lesions  of  a presumptive 
neoplastic  nature  that  requires  confir- 
mation. We  recognize  the  weaknesses 
in  definitions  of  neoplasia,  particularly 


in  invertebrates,  and  for  this  reason 
the  collection  is  intended  to  include 
anomalies  of  growth  and  form  of  any 
type.  Clearly,  among  the  invertebrate 
animals  there  is  an  indistinct  border- 
line between  neoplastic  disease  and  the 
processes  of  inflammation,  repair,  and 
regeneration.  Examples  of  the  latter 
processes  may  be  useful  as  control  ma- 
terial, to  establish  points  of  reference. 

As  collection  of  specimens  pro- 
gresses, panels  of  specialists  in  perti- 
nent fields  will  be  asked  to  assist  in 
interpretation  and  analysis  of  proble- 
matic material.  Panel  members  will  be 
selected  on  the  basis  of  experience  and 
interest  manifested  through  previous 
contributions  to  the  Registry,  as  well 
as  on  the  basis  of  outstanding  con- 
tributions to  their  particular  disci- 
plines. 

We  hope  you  may  have  specimens 
to  submit  now  or  in  the  future.  Speci- 
mens accessioned  by  the  Registry  will 
be  available  to  visiting  investigators  for 
personal  study.  Constructive  sugges- 
tions aimed  toward  accelerating  prog- 
ress of  the  collection  are  most  wel- 
come at  any  time. 

Sincerely, 

George  E.  Cantwell 
Director 

Registry  of  Tumors  in  Lower  Animals 


Health  Department  Openings 


I would  appreciate  it  greatly  if  you  would  publicize  this  letter  in  your 
journal  so  that  physicians  who  are  interested  in  employment  with  the  Depart- 
ment of  Health  may  become  aware  of  the  increased  salary  scales  that  went 
into  effect  January  1,  1967. 

Last  fall,  the  Department  of  Health  prepared  a notice  to  physicians  which 
was  distributed  with  the  cooperation  of  the  State  Board  of  Medical  Education 
and  Licensure.  Since  that  time,  salaries  for  physicians  have  been  increased 
an  average  of  20  percent  effective  January  1,  1967. 

These  are  current  openings  in  the  Department  of  Health  that  offer  a 
challenge  in  the  profession: 


Title  of  Position 
Tuberculosis  Physician 
Resident  in  Public  Health 
Maternal  and  Child  Health  Physician 
Chronic  Disease  Physician 
Occupational  Health  Physician 
Assistant  Regional  Medical  Director 
Director  of  Alcoholism  Studies 
Director  of  Professional  Education 


Salary  Range 
$15. 387417,839 
10,954-  12,675 

17,839-  20,629 

17,839-  20,629 

17,839-  20,629 

17,839-  20,629 
20,629-  23,915 
13,301-  17,839 


Physicians  who  are  interested  in  obtaining  more  detailed  information 
regarding  these  positions  may  write  to  Mr.  John  E.  James,  Director  of 
Personnel,  Department  of  Health,  P.O.  Box  90,  Harrisburg,  Pennsylvania. 

Very  truly  yours, 

C.  L.  Wilbar  Jr.,  M.D. 
Harrisburg 
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ECONOMICAL! 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


600811 
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PENNSYLVANIA  MEDICINE 


ORIGINAL'  PAPERS 


Mental  Illness 

Non-psychiatric  physicians  in  a county  hospital  find  thioridazine  effec- 
tive in  the  treatment  of  patients  with  certain  psychiatric  symptoms 


WILLIAM  D.  LAMBERTON,  M.D. 
Erie,  Pennsylvania 

The  physicians  at  this  450-bed 
chronic  disease  hospital  (Erie 
County  Hospital,  Girard,  Penn- 
sylvania) may  well  have  been  in  the 
vanguard  of  non-psychiatric  physi- 
cians treating  patients  with  mental  dis- 
orders. This  was  first  effected  through 
an  agreement  by  which  mentally  re- 
tarded and  schizophrenic  patients, 
some  exhibiting  accompanying  non- 
psychiatric illness,  were  transferred 
here  from  the  Polk  State  School  and 
Warren  State  Hospital  for  medical 
treatment  and  domiciliary  care.  Most 
of  these  patients  were  then  receiving 
phenothiazines  and  it  was  a revelation 
to  us  to  note  the  control  of  their 
psychiatric  symptoms  with  appreciably 
fewer  adverse  reactions  than  we  had 
been  led  to  expect  from  the  magni- 
tude of  the  doses  employed.  Taking 
over  the  management  of  these  patients 
broadened  our  skills  in  the  use  of 
these  agents  and  encouraged  us  to  ex- 
tend their  use  to  others,  especially  to 


® Dr.  Lamberton  is  medical  director 
at  Erie  County  Hospital,  Girard,  Penn- 
sylvania. 


geriatric  patients  exhibiting  behavior 
disorders. 

The  drug  most  widely  employed 
here  has  been  thioridazine  (Mellaril®)  * 
which  we  have  found  effective  and 
best  tolerated  of  the  phenothiazine 
drugs.  This  has  been  an  especially 
important  quality  in  treating  the  elder- 
ly, since  they  are  more  prone  to  react 
adversely  to  these  drugs.1  Realizing 
that  an  assessment  based  on  impres- 
sion can  be  faulty,  we  undertook  an 
evaluation  of  the  data  accumulated 
for  fifty  three  patients,  twenty  eight 
men  and  twenty  five  women,  with 
respect  to  efficacy,  side-effects  and  com- 
patibility with  other  drugs  adminis- 
tered concomitantly.  Age  ranged  from 
thirty-five  to  ninety-nine  years, 
median  74.5  years.  Twenty  three  pa- 
tients had  received  thioridazine  for 
less  than  one  year,  fifteen  patients  for 
one  to  two  years,  ten  patients  for  two 
to  three  years,  and  five  patients  for 
three  to  five  years.  The  psychiatric 
diagnoses  are  shown  in  TABLE  I. 

Results 

An  almost  complete  restoration  of 
normal  behavior  patterns  was  obtained 
in  twelve  patients.  This  marked  im- 
provement was  characterized  by  re- 
lief of  agitation,  confusion  and  rest- 
lessness; better  self-care,  especially  in 
regard  to  dress  and  personal  hygiene; 
improved  eating  habits;  reduction  in 
pacing  and  wandering;  improved  so- 
cialization, and  participation  in  hos- 
pital functions.  Moderate  improve- 
ment, that  is,  good  adjustment  to 
hospital  routine  and  relief  in  some, 
but  not  all,  of  the  above  categories, 
was  shown  by  thirty  seven  patients. 

* Mellaril  ® is  marketed  by  Sandoz  Pharma- 
ceuticals, Hanover,  NJ. 


Three  patients  showed  slight  improve- 
ment, while  an  intercurrent  illness  pre- 
cluded rating  in  one  patient. 

Practical  illustrations  of  the  im- 
provement obtained  are  provided  by 
entries  found  in  the  nursing  notes: 
“Causes  no  more  disturbances.”  “Tol- 
erates others  well.”  “Less  agitated, 
more  productive.”  “Fewer  extremes 
of  mood.  Now  converses  with  others.” 
“More  easily  directed.  Shows  more 
affect.”  “Pacing  has  lessened  con- 
siderably.” “Helpful  about  the  ward. 
Not  withdrawn.”  “Does  not  wander, 
less  confused.”  “Sleeps  better.  Less 
cursing.” 

Proper  dosage  appeared  to  be  the 
key  to  the  successful  use  of  thiori- 
dazine. In  the  geriatric  patients  ex- 
hibiting chronic  brain  syndrome,  treat- 
ment was  usually  started  with  10  mg. 
thioridazine  three  times  a day;  then 
dosage  was  raised  gradually  until  op- 
timum therapeutic  response  was 
achieved.  Seventeen  patients  required 
30  mg.  thioridazine  per  day,  four  pa- 
tients 40-50  mg.,  thirteen  patients  75 
mg.  and  six  patients  from  100  to 
200  mg.  The  larger  doses  required 
for  resolution  of  behavior  disorders 
in  the  more  severely  disturbed  patients 
were  well  tolerated;  an  eighty-four- 
year-old  woman  received  150  mg. 
thioridazine  per  day  and  a seventy- 
two-year-old  woman  200  mg.,  both 
without  adverse  effects.  A seventy- 
seven-year-old  woman,  so  belligerent 
that  she  was  about  to  be  transferred 
to  a psychiatric  hospital,  became  more 
tractable  with  150  mg.  thioridazine 
and  was  able  to  be  managed  here. 

In  the  case  of  the  schizophrenic  and 
mentally  retarded  patients,  the  dosage 
established  by  the  referring  hospital 
was  generally  continued.  Adjustments 
were  made  only  when  dictated  by 
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TABLE  I 


Diagnosis  and  Results 


Diagnosis 

No.  of 
Patients 

Improvement 
Marked  Moderate 

Slight 

Chronic  brain  syndrome 

40* 

11 

26 

2 

Mental  retardation 

7 

1 

5 

1 

Schizophrenic 

5 

0 

5 

0 

Anxiety  reaction 

1 

0 

1 

0 

TOTALS 

53* 

12 

37 

3 

* One  patient  not  rated  because  of  intercurrent  illness. 


changes  in  a patient’s  physical  or  men- 
tal condition.  The  dosage  for  these 
patients  ranged  from  50-300  mg.  thi- 
oridazine per  day. 

Thioridazine  was  tolerated  without 
incident  in  all  but  two  patients.  A 
thirty-five-year-old  mentally  retarded 
man  became  lethargic  while  receiving 
25  mg.  thioridazine  three  times  a day 
but  this  disappeared  when  the  dose 
was  reduced  to  10  mg.  three  times  a 
day.  Nevertheless,  his  symptoms  have 
remained  under  control.  A sixty-eight- 
year-old  woman  with  neurodermatitis 
and  chronic  brain  syndrome  com- 
plained at  three  or  four  month  in- 
tervals that  10  mg.  thioridazine  three 
times  a day  was  making  her  too 
sleepy.  This  complaint  disappeared 
after  withholding  two  or  three  doses, 
then  she  again  tolerated  30  mg.  thi- 
oridazine daily  for  several  months. 
Without  medication,  the  patient  would 
refuse  to  walk,  talk  or  eat. 

No  postural  hypotension  or  extra- 
pyramidal  symptoms  attributable  to 
thioridazine  were  encountered.  Rather 
pre-existing  Parkinsonism  in  two  pa- 
tients was  not  made  worse  by  thiori- 
dazine, further  evidence  of  its  lesser 
tendency  to  cause  extrapyramidal 
stimulation. 

Many  drugs  were  administered  in 
addition  to  thioridazine  but  no  incom- 
patibility was  observed.  These  in- 
cluded cardiac  glycosides,  diuretics, 
anticonvulsants,  hypnotics,  anti-infec- 
tives,  vasodilators,  hypoglycemic 
agents,  antacids  and  vitamins. 

Discussion 

Kline  and  Lehmann,  two  physicians 
noted  for  their  research  contributions 
in  the  field  of  psychiatry,  have  stated: 
“It  is  the  physician  (other  than  psy- 
chiatrist) who  always  has  handled  and 
always  will  handle  the  overwhelming 
majority  of  emotionally  and  mentally 
ill  patients.  They  do,  in  fact,  make 
up  the  bulk  of  his  practice.”2  Given 
the  fact  that  emotional  disorders  per- 
vade every  segment  of  our  society  and 
that  there  are  not  enough  psychiatrists 
to  go  around,  it  has  been  a natural 
step  for  the  general  practitioner  to 
become  ever  more  involved  in  the 
treatment  of  mental  disorders,  both 
major  and  minor.  It  must  not  be 
overlooked  that  he  has  “something 
going  for  him”  which  is  indispensable 
— his  relationship  with  his  patients. 
He  has  known  some  of  them  from 
birth  and  has  come  to  be  looked  upon 
as  their  confidant  and  counsellor.  This 
places  him  in  the  best  position  to 
elicit  causes  for  emotional  upset  and 
to  provide  the  “broad  shoulder”  which 


constitutes  such  a vital  part  of  the 
therapeutic  program.  He  is  accus- 
tomed to  scrutinizing  the  “whole”  pa- 
tient, therefore  he  can  direct  treat- 
ment toward  both  the  somatic  and  the 
psychiatric  manifestations  of  the  pa- 
tient. 

The  mental  and  emotional  disorders 
associated  with  aging  represent  a large 
proportion  of  the  psychiatric  patients 
treated  by  general  practitioners.  Many 
of  these  elderly  patients  can,  with  the 
aid  of  a drug  such  as  thioridazine, 
live  useful  lives  at  home.  Others,  how- 
ever, especially  those  with  concomi- 
tant physical  illness,  will  require 
nursing  home  care.  This  type  of  pa- 
tient with  both  physical  and  mental 
diseases  is  typical  of  the  geriatric 
population  of  this  hospital. 

In  this  study,  treatment  with 
thioridazine  effected  marked  improve- 
ment in  28  percent  of  these  patients 
and  moderate  improvement  in  66  per- 
cent, results  which  are  similar  to 
those  reported  in  previous  evaluations 
of  nursing  home  patients.3’  4 Once 
the  overt  symptoms  of  the  behavior 
disorder  were  relieved  by  the  drug, 
patients  often  showed  additional  im- 
provement as  they  began  to  parti- 
cipate in  the  various  programs  offered 
by  the  hospital.  These  included  physi- 
cal, recreational  and  occupational 
therapy,  all  of  which  have  been  found 
to  be  extremely  useful  as  ancillary 
treatment  for  aged  patients.  The  em- 
pathy displayed  by  our  knowledgable 
nursing  staff  has  made  a significant 
contribution  as  well  to  the  manage- 
ment of  these  patients. 

Thioridazine  was  well  tolerated  by 
our  patients,  an  especially  useful  at- 
tribute in  the  elderly.  Our  favorable 
experience  with  this  drug  leads  us  to 
concur  with  Wright  5 that  the  physi- 
cian with  no  specialized  training  in 
psychiatry  can  successfully  employ 
thioridazine  in  the  treatment  of  pa- 
tients with  mental  disorders. 


Summary 

Fifty-three  patients,  median  age 
74.5  years,  received  thioridazine  for 
the  control  of  behavior.  Marked  im- 
provement was  observed  in  twelve  pa- 
tients and  moderate  improvement  in 
thirty-seven.  The  drug  was  well  tol- 
erated in  all  but  two  patients,  who 
exhibited  transient  drowsiness.  In  ger- 
iatric patients  with  chronic  brain  syn- 
drome, control  of  behavior  was 
achieved  with  a minimum  of  compli- 
cations by  starting  with  low  doses  of 
thioridazine  and  increasing  dosage 
gradually  until  optimum  therapeutic 
effect  was  obtained.  Thioridazine  was 
found  to  be  effective,  well  tolerated 
and  compatible  with  drugs  employed 
concomitantly  for  physical  disorders. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin' 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


.iuit  IthU \t\UUtVlilh 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


Sfo. ’y 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone-/ the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  v 
characterized  by  increased  direct-reacting  bilirubin,  elevj 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ceph 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gluta 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  i 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  I 
been  reported  in  other  patients  taking  prolonged  courses  of  I 
medication.  Patients  with  chronic  infection  have  been  given 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months, 
patients  with  rheumatic  fever  have  taken  prophylactic  dose 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grou] 
144  patients  who  received  the  drug  daily  for  two  years,  no  jt 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  tl 
patients’  families,  who  were  not  taking  the  drug,  had  epis< 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  \ 
determined  in  a group  of  fifty-four  adults  and  children  who  ■ 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  month 
rheumatic  fever  prophylaxis.  The  results  were  compared  i 
those  of  a similar  group  of  forty-four  patients  who  received 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Eleva  i 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  co  | 
of  treatment  was  observed  in  one  patient  treated  with  Ilo:  i 
and  in  two  patients  treated  with  penicillin.  Seven  other  pati  I 
in  the  group  receiving  Ilosone  and  four  others  in  the  penic  I 
group  showed  elevations  in  one  of  the  tests  at  some  time  du  J 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  \ a 
reported  in  102  pediatric  patients  who  received  short-term  ( i 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ir  c 
tions.  Results  of  liver  function  tests  in  these  patients  were  < r 
parable  to  those  in  a similar  control  group  who  had  rece  :( 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepati  f 
fects  are  observed  in  a small  proportion  of  individuals  as  a r<  I 
of  a local  stimulating  effect  of  the  medication  on  the  alimen  .i 
tract;  however,  the  normal  intestinal  gram-negative  bacfi  a 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  thf  si 
of  erythromycin,  there  have  been  occasional  reports  of  urtic;  a 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  ij 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours  oi 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hi  s 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  K 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  do  gi 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythron  it 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosa  ii 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fi  ei 
days.  Close  follow-up  of  the  patient  is  necessary  since  ery  o 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stag'  ol 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  id 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ri 
recommended.  In  the  treatment  of  gonorrhea,  patients  w 8 
suspected  lesion  of  syphilis  should  have  a dark-field  examin:  or 
before  receiving  antibiotics,  and  monthly  serologic  tests  shild 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  25(  ig 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  b :)i 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  K f - 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiv  nt 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pack 
References:  1.  Griffith.  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc..  21,7 .69.  j4- 

2.  Griffith.  R.  S..  and  Black.  H.  R. : Antibiotics  & Chemother..  12:398, 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  555:198.  1 ■ 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  1,6206. 


Screening  Tests 

Simple  screening  tests  devised  in  the  clinical  laboratory  afford  early 
recognition  of  an  important  group  of  inborn  errors  of  metabolism- 


WELLS  BRASON,  M.D.,  AND  THOMAS  F.  FLETCHER,  M.D. 
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Harrisburg,  Pennsylvania 

Recent  significant  progress  in  bio- 
chemical genetics  has  made  pos- 
sible a logical  approach  to  the 
various  inborn  errors  of  metabolism 
in  man.  The  term  “inborn  errors  of 
metabolism,”  coined  by  Garrods  in 
1902,  was  formulated  around  the  con- 
cept of  the  relationship  between  gene, 
enzyme,  and  the  disease  process.  Med- 
ical interest  in  the  inborn  errors  of 
metabolism  lies  in  the  determination 
of  pathogenic  pathways  by  which  a 
chemical  abnormality  of  a molecule 
causes  the  disease  process.  Despite 
unprecedented  progress  in  this  field, 
its  application  by  physicians  in  the 
clinical  laboratory  has  remained  some- 
what confined  to  esoteric  groups. 

The  number  of  diseases  recognized 
as  inborn  errors  of  metabolism  has 
grown  enormously  and  requires  the 
practicing  clinician  constantly  to  be 
vigilant  to  detect  these  disease  pro- 
cesses. While  many  of  these  condi- 
tions have  severe  consequences  to  the 
patient  and  may  be  fatal,  others  are 
asymptomatic  and  without  conse- 
quences. 

Since  early  detection  of  the  malady 
is  essential  for  treatment  and  preven- 
tion of  permanent  damage,  simple 
screening  tests  have  been  devised  in 
the  laboratory.  All  positive  tests  are 
confirmed  with  more  specific  and  com- 
plete procedures  such  as  paper  and 
thin  layer  chromatography  and  elec- 
trophoresis. 

The  department  of  pediatrics  and 
the  pathology  laboratory  at  Harrisburg 
Hospital  together  have  established  a 
set  of  screening  procedures  to  detect 
the  majority  of  those  tabulated  by 

■ At  Harrisburg  Hospital,  Dr.  Brason 
is  associated  with  the  Institute  of 
Pathology  and  Research  and  Dr. 
Fletcher  is  an  associate  in  pediatrics 
and  chief  of  pediatric  cardiology.  Dr. 
Bhattacharji  was  formerly  associated 
with  Lenox  Hill  Hospital,  New  York 
City  and  is  a fellow  of  the  American 
College  of  Pathology. 


Parker  and  Bearn,  and  by  Standbury, 
et  al. 

TABLE  I lists  the  diseases  detect- 
able by  the  routine  laboratory  screen- 
ing procedures  in  use  at  Harrisburg 
Hospital. 

Screening  Tests 
Ferric  Chloride  Test: 

Reagent — a 10  percent  ferric  chloride 
solution  in  2 N hydrochloric  acid. 
Method — add  3 to  5 drops  of  ferric 
chloride  solution  to  1 ml  urine. 
Note  the  color  change,  both  im- 
mediately and  over  subsequent  three 
to  five  minutes. 

Result — a green  color  almost  immedi- 
ately is  considered  positive.  This 
test  is  positive  in  phenylketonuria, 
histidinemia  and  tyrosinuria.  A red 
to  purple  color  suggests  the  pres- 
ence of  salicylates  or  ketone  bodies 
in  the  urine.  A grey  to  green  color 
may  be  seen  if  the  patient  is  on 
tranquilizers,  anti-emetics  or  anti- 
pruritics or  isoniazid.  In  a poorly 
preserved  specimen,  phenylketonu- 
ric  acid  decomposes  and  the  ferric 
chloride  test  becomes  negative.  In 
phenylketonuria,  the  ferric  chloride 
test  does  not  become  positive  until 
five  to  thirty-five  days  of  age. 

Dinitrophenylhydrazine  Test 

Reagent — a 0.5  percent  solution  of  2, 
4-dinitrophenylhydrazine  in  2 N 
hydrochloric  acid. 

Method — to  1 milliliter  of  urine  add 
0.2  milliliters  of  2,  4-dinitrophenyl- 
hydrazine  dropwise.  Watch  for 
yellow  precipitate. 

Result — a definite  yellow  precipitate, 
forming  within  one  minute,  indi- 
cates a positive  reaction.  A positive 
test  is  seen  in  phenylketonuria, 
maple-syrup  urine  disease,  tyrosino- 
sis, histidinemia  and  ketosis.  Traces 
of  phenylalanine  may  be  detected 
in  normal  individuals.  In  the  pres- 
ence of  increased  alpha-keto  acids, 
a heavy  white  chalky  precipitate 
forms  within  two  or  three  minutes. 


Normal  amino  acids  will  form  a 
small  red  precipitate  in  the  bottom 
of  the  tube  if  the  mixture  is  allowed 
to  sit  for  an  hour  or  longer. 

Nitroprusside  Test 

Reagent — a 5 percent  solution  of 
sodium  nitroprusside.  A 5 percent 
solution  of  sodium  cyanide  (ex- 
tremely poisonous). 

Method — to  5 milliliters  of  urine,  add 
1 milliliter  of  fresh  sodium  cyanide 
solution. 

CAUTION— DO  NOT  PIPETTE, 
USE  MEDICINE  DROPPER 

Let  stand  for  ten  minutes  and  then 
add  nitroprusside  solution  dropwise. 
Watch  for  color  change. 

Result- — a reddish  purple  color  is  posi- 
tive. A brown  or  brownish  red  color 
is  negative.  The  test  is  positive  in 
cystinuria.  It  is  not  very  sensitive 
and  confirmation  by  chromatog- 
raphy should  be  done. 

Berry  Paper  Spot  Test 

Reagents — a 0.04  percent  solution  of 
toluidine  blue  in  water  buffered  at 
pH  2.  Ninety-five  percent  ethanol. 

Method — 5,  10  and  25  milliliters  of 
urine  are  spotted  separately  on  a 
piece  of  Whatman  No.  1 filter 
paper.  Five  milliliters  of  urine  at  a 
time  are  added  with  a micropipette 
and  the  spot  is  allowed  to  dry  before 
the  next  application.  The  paper  is 
placed  in  toluidine  solution  for  one 
minute  and  rinsed  in  ethanol.  A 
purple  spot  against  a light  blue  back- 
ground indicates  a positive  reaction. 

Result — a positive  reaction  is  seen  in 
gargoylism.  False  positive  results 
are  common  in  newborn  infants,  but 
less  common  (0.2% ) in  infants 
older  than  two  weeks. 

Cetyltriniethylanimonium  Bromide 

(CAB)  Test 

Reagent — dissolve  5.0  grams  of  cetyl- 
trimethylammonium  bromide  in 
1-M  citrate  buffer  in  a 100  milli- 
liter volumetric  flask.  Dilute  to  100 
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TABLE  I 

Diseases  Detected  by  Screening  Laboratory  Tests 
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Phenylketonuria 

Tyrosinosis 

Alcaptonuria 

Maple-Syrup  Urine 

Histidinemia 

Hyperglycinemia 

Cystinuria 

Fructosuria 

Galactosemia 

Pentosuria 

Diabetes 

Amaurotic  Familial  Idiocy 
Metachromatic  Leucodystrophy 
Hurler’s  Syndrome 
Morquio-Ullrich  Syndrome 
Marfan’s  Syndrome 
Wilson's  Disease 


+■  Positive.  + May  or  may  not  be  positive.  — Negative. 


milliliters  with  more  1-M  citrate 
buffer.  Adjust  pH  to  6.0. 

Method — to  5 milliliters  of  filtered 
urine,  add  1 milliliter  of  CAB 
reagent.  Mix  and  incubate  for  30 
minutes  at  37  degrees  C. 

Results — a flocculent  precipitate  indi- 
cates a positive  reaction.  The  test 
is  positive  in  gargoylism  in  which 
the  mucopolysaccharides  are  mark- 
edly elevated.  The  reaction  is  much 
less  obvious  and  more  delayed  in 
other  disorders  of  connective  tissue 
such  as  Marfan’s  Syndrome,  the 
Morquio-Ullrich  syndrome  and  the 
Murdoch  syndrome.  The  test  is 
negative  in  Pseudohurler’s  disease. 
False  positive  tests  are  not  uncom- 
mon and  any  positive  flocculent  pre- 
cipitate should  be  confirmed  by  the 
Berry  Paper  Spot  Test. 

Guthrie  Test — this  is  a microbiological 
test,  in  which  the  phenylalanine 
content  is  measured  by  its  effective- 
ness in  overcoming  growth  inhibi- 
tion of  Bacillus  subtilis  by  B-2 
thienylalanine. 

Method — puncture  the  baby’s  heel  and 
touch  a filter  paper  to  the  drop  of 
blood.  After  autoclaving  the  filter 
paper,  a small  disc  is  punched  out 
of  the  blood  spot.  The  disc  is 
placed  on  an  agar  plate  containing 
B-2  thienylalanine  and  inoculated 
with  B.  subtilis.  The  plate  is  in- 


cubated overnight.  Note  the  size 
of  the  growth  halo  around  the  blood 
disc. 

Result — approximately  25  percent  of 
premature  infants  and  occasional 
full  term  infants  receiving  a high 
protein  formula  may  give  false  posi- 
tive reactions.  Blood  specimens 
must  be  taken  at  least  forty-eight 
hours  after  the  first  milk  feeding. 
A positive  plate  test  indicative  of 
phenylketonuria  should  be  con- 
firmed by  a biochemical  fluoro- 
metric  procedure. 

Benedict’s  Test  or  Clinitest  for  Reduc- 
ing Sugars 

Reagent — Benedict’s  qualitative  re- 
agent. 

Method — add  8 drops  of  urine  to  5 
milliliters  of  Benedict’s  reagent  in 
a test  tube.  Boil  for  one  to  three 
minutes  or  place  in  a boiling  water- 
bath  for  five  minutes.  Allow  to 
cool.  Look  for  color  change  and 
precipitate. 

Results — a color  change  of  green  to 
brick  red  indicates  a positive  test 
for  reducing  agents  such  as  glucose, 
galactose,  pentose  and  fructose. 
Other  reducing  substances  such  as 
phenylketonuria,  alcaptonuria,  and 
tyrosinosis  may  give  a positive 
Benedict’s  test.  If  the  test  is  posi- 
tive, check  urine  with  the  Clinitest 


“dip-stick”  or  other  glucose  oxidase 
reagents.  If  both  tests  are  positive, 
the  reducing  sugar  is  glucose  or 
glucose  plus  other  reducing  sub- 
stances. If  the  Benedict’s  test  is 
positive  and  the  Clinitest  is  nega- 
tive, additional  tests  are  necessary 
to  identify  the  nature  of  the  reduc- 
ing substances  such  as  galactose, 
pentose  or  fructose. 

Alkali  Test 

Reagent— a 10  percent  solution  of 
sodium  hydroxide. 

Method — the  sodium  hydroxide  solu- 
tion is  carefully  layered  over  the 
urine  in  a test  tube. 

Result — a brownish-black  ring  at  the 
surface  which  gradually  penetrates 
downward  indicates  a positive  test 
for  homogentisic  acid  (alcaptonu- 
ria). 

Millon  Test 

Reagent — Millon  reagent  is  made  by 
mixing  one  part  of  metallic  mercury 
with  2 parts  of  fuming  nitric  acid 
(specific  gravity  1.420).  Dilute 
with  an  equal  part  of  water  and 
after  a few  hours  decant. 

Method — Millon  reagent  is  added 
dropwise  to  the  urine  in  a test  tube. 

Result — appearance  of  a yellow  pre- 
cipitate which  becomes  red  is  a posi- 
tive test  for  homogentisic  acid. 
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Metachromatic  Stain  of  Urinary  Sedi- 
ment 

Reagent — a 2 percent  solution  of 
methylene  blue  in  water  and  a 2 
percent  solution  of  toluidine  blue 
0 in  water. 

Method — 15  milliliters  of  fresh  clean 
urine  is  centrifuged  and  the  super- 
natant discarded.  Two  drops  of 
either  methylene  blue  or  toluidine 
blue  0 are  added  to  the  sediment, 
mixed  well  and  allowed  to  stand 
for  several  minutes.  A drop  of  mix- 
ture is  put  on  a glass  slide  and  cover- 
slipped.  This  is  also  allowed  to 
stand  for  several  minutes  and  then 
examined  under  the  microscope  for 
lipid-like  granules  varying  in  size 
from  approximately  that  of  a red 
cell  to  the  size  of  a megakaryocyte. 
The  granules  stain  a brilliant  red 
with  methylene  blue  and  a golden 
brown  with  toluidine  blue  0. 

Result — a positive  test  is  seen  in  meta- 
chromatic leukodystrophy  and  rare- 
ly in  Tay-Sachs  disease  and  other 
lipid  diseases  involving  the  central 
nervous  system. 


Aisen’s  Filter  Paper  Test 

Reagent — a 0.5  percent  solution  of 
p-phenylenediamine  is  mixed  with 
0.5  M sodium  acetate  and  adjusted 
to  a pH  of  5.7. 

Method — strips  of  filter  paper  are 
emersed  in  the  reagent  mixture, 
dried  and  stored  in  darkness  under 
nitrogen.  0.01  milliliter  of  serum 
is  spotted  on  the  filter  paper  along 
with  a normal  control  serum  and 
serum  from  a patient  with  Wilson’s 
Disease.  The  filter  paper  is  placed 
into  a stoppered  test  tube  and  heated 
in  a water  bath  at  45°  to  55°  C. 
for  ten  minutes. 

Results — the  intensity  of  the  blue  color 
of  the  spot  is  compared  with  that 
of  the  standards.  The  test  is  con- 
sidered adequate  for  the  detection 
of  low  concentrations  of  cerulo- 
plasmin. A jaundiced  serum  may 
give  erroneous  results. 

The  set  of  screening  procedures  pre- 
sented here  is  within  the  scope  of  most 
hospital  laboratories  of  any  size  and 
should  be  done  at  the  slightest  sus- 


picion of  inborn  errors  in  metabolsim. 
The  screening  tests  are  simple,  easily 
performed,  reproducible  and  economi- 
cal. It  should  be  emphasized  that  they 
are  only  screening  tests,  and  positive 
reactions  should  be  confirmed  by  more 
definitive  testing. 
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Replantation  of  a Hand 

A detailed  report  of  procedures  used  in  restoring  a member  which  had 
been  physiologically  amputated  by  a metal-slicing  machine 

F.  WILLIAM  BORA,  M.D.  AND  DONALD  DeSANTIS,  M.D. 

Philadelphia,  Pennsylvania 


There  are  several  case  reports  in 
the  literature  of  attempts  to  surgically 
replant  amputated  or  nearly  ampu- 
tated parts  of  the  upper  extremity  at 
various  levels.1’  3’  4’  8-  J1«  14  The  fol- 

lowing is  a report  of  a similar  case. 

On  August  23,  1965,  a skilled  me- 
chanic, aged  fifty-seven,  was  brought 
to  the  accident  ward  at  Thomas  M. 
Fitzgerald  Mercy  Hospital  with  a 
physiologic  amputation  of  his  right 
hand.  The  hand  was  still  attached  to 
the  forearm  by  a bridge  of  skin  mea- 
suring one-half  inch  on  the  ulnar 
boarder  of  the  wrist  (Fig.  1).  All 
vessels,  nerves  and  tendons  had  been 
severed.  The  distal  phalanges  of  the 
third  and  fourth  fingers  were  ampu- 
tated. The  injury  was  caused  by  a 
metal  slicing  machine. 

When  first  seen,  the  patient  was  in 
shock  from  blood  loss  and  intravenous 
replacement  was  started  immediately. 
Replantation  was  decided  upon  and 
the  hand  was  packed  in  ice.  Anti- 
biotics were  started  prior  to  surgery. 

Surgical  Plan  and  Procedure 

The  patient  arrived  at  the  hospital 
one  hour  following  the  injury  and  was 
taken  to  the  operating  room  two  hours 
after  the  amputation.  The  initial  sur- 
gical step  was  to  identify  and  isolate 
the  cut  ends  of  the  following  anatomi- 
cal structures:  (1)  Two  dorsal  sub- 

cutaneous veins,  (2)  The  radial  and 
ulnar  arteries,  (3)  The  median  and 
ulnar  nerves,  (4)  The  distal  profundus 
tendons  and  5)  A proximal  motor. 
The  amputation  level  was  obliquely 
through  the  wrist,  causing  the  follow- 
ing skeletal  injuries: 

Comminuted  fracture  of  the  base  of 

the  first  metacarpal. 

■ Dr.  Bora  is  associated  with  the  de- 
partment of  orthopaedic  surgery.  Uni- 
versity of  P ennsylvania  Graduate 
School  of  Medicine,  Philadelphia,  and 
Dr.  DeSantis  is  surgical  resident  at 
Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia. 


Avulsion  of  the  proximal  half  of 
the  greater  multangular. 

Avulsion  of  the  distal  half  of  the 
navicular. 

The  amputation  line  then  continued 
between  the  lunate  and  radius,  and 
finally  between  the  triangular,  pisi- 
form and  the  distal  ulna. 

The  proximal  row  of  carpal  bones 
was  excised  and  the  hand  was  fixed 
to  the  forearm  by  crossed  Kirschner 
wires.  X-rays  were  taken  following  the 
stabilization  (Fig.  2). 

The  distal  arterial  tree  was  perfused 
with  a solution  of  100  mg.  of  heparin 
in  1,000  cc.  of  saline  (over  a fifteen- 
minute  period)  at  a rate  of  eighty 
drops  a minute.  The  run-off  was  good 
and  no  clots  were  observed  to  have 
been  extruded  from  the  perfused  ves- 
sels. Two  dorsal  veins  were  then  re- 
paired (Fig.  3)  and  the  distal  arterial 
tree  was  perfused  again  as  it  had  been 
previously  (Fig.  4).  The  run-off  re- 
mained good.  The  ulnar  artery  and 
nerve  (Fig.  5)  and  finally  the  radial 
artery  and  median  nerve  were  re- 


paired. All  four  structures  were  su- 
tured with  6-0  silk.  Following  arterial 
repair,  a pulse  was  observed  in  the 
radial  artery  but  not  in  the  ulnar 
artery  distal  to  the  anastomosis. 

The  distal  profundus  tendons  to  the 
thumb  and  four  fingers  were  then 
sutured  to  a proximal  motor,  time  not 
being  taken  to  be  sure  that  the  motor 
was  profundus.  The  extensor  carpi 
radialis  brevis  was  repaired  on  the 
dorsum  of  the  wrist.  Tendon  repair 
was  performed  with  4-0  silk. 

The  wound  was  irrigated  and  the 
dead  tissue  debrided.  Skin  edges  were 
approximated  with  4-0  silk.  Skin 
defects  remained  over  the  “anatomical 
snuff  box”  and  the  ends  of  the  central 
two  digits.  These  three  areas  were 
covered  with  split  thickness  skin  that 
was  taken  from  the  thigh.  At  the  ter- 
mination of  the  procedure  a long  arm 
cast  was  applied. 

Postoperative  Care 

Postoperatively,  the  hand  was 
placed  in  a neutral  position  and 
packed  in  ice.  The  cast  was  kept  dry 


Fig.  1.  Physiologic  amputation  of  right  hand. 
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Fig.  2.  X-rays  following  stabilization  of  hand. 


by  a plastic  covering.  The  patient  was 
placed  on  systemic  antibiotics;  anti- 
coagulants were  omitted.  After  forty- 
three  hours,  the  hand  was  removed 
from  ice  and  placed  in  an  elevated 
position  (Fig.  6).  The  extremity  was 
kept  elevated  for  two  weeks  and  was 
still  immobilized  when  the  patient 
was  discharged  from  the  hospital  one 
month  following  surgery. 

Capillary  filling  was  observed  six 
hours  after  removal  from  the  ice. 
Hand  viability  was  definitely  estab- 
lished seventy-two  hours  following  the 
injury  (Fig.  7).  The  status  of  the 
hand  at  discharge  one  month  after 
replantation  was  as  follows: 

1.  Hand  viability  giving  evidence  of 
a successful  vascular  anastomo- 
sis. 


2.  The  tinel  sign  had  moved  one 
inch  distal  to  the  anastomosis. 

3.  The  tinel  sign  had  not  advanced 
distal  to  the  median  nerve  anas- 
tomosis. 

4.  No  active  finger  motion  was 
present. 

Additional  reconstructive  proce- 
dures were  anticipated. 

Discussion 

This  surgical  emergency  presents 
several  problems.  The  initial  decision 
that  must  be  made  is  whether  to  at- 
tempt replantation  or  simply  revise  the 
stump  anticipating  a prosthesis.  The 
factors  which  influence  this  judgment 
are:  (1)  The  patient’s  age,  (2)  The 
patient’s  general  condition,  (3)  The 


Fig.  3.  Venous  repair.  Arrow  points  to  needle  in  vein  as  final  stitch  is  placed. 


amount  of  soft  tissue  injury  at  the 
amputation  site,  and  (4)  The  elapsed 
time  between  the  injury  and  arrival 
in  the  operating  room.  Generally 
speaking,  there  is  a better  chance  for 
a satisfactory  result  in  children.  We 
were  able  to  devote  all  of  our  energies 
to  replantation  of  the  amputated  hand 
because  our  case  had  no  other  injuries. 
Replantation  may  not  be  possible  if 
the  patient  has  sustained  multiple  in- 
juries or  has  a medical  disease  which 
would  preclude  an  extended  anes- 
thesia. The  amount  of  soft  tissue 
injury  at  the  amputation  site  has  a 
direct  relationship  to  primary  wound 


Fig.  4.  Distal  arterial  tree  being  per- 
fused. Needle  is  placed  in  ulnar 
artery. 


healing  and  therefore  to  the  final 
result.  The  sharp,  clean  wound  favors 
replantation  while  a crush  injury  in- 
fluences one  towards  a prosthesis. 
With  existing  techniques,  five  hours  is 
the  time  limit  for  attempting  the 
replantation  of  an  amputated  part;  if 
this  interval  is  exceeded,  it  is  inad- 
visable to  reattach  the  amputated  part 
but  instead  compromise  for  a pros- 
thesis. Eiken  2 has  shown  in  animal 
experimentation  that  five  to  six  hours 
of  ischemia  causes  serious  muscle 
damage  and  attempts  of  replantation 
after  this  interval  should  be  avoided. 
Lapchinsky  5 claims  satisfactory  func- 
tion following  replantation  of  pre- 
served extremities  for  more  than 
twenty-four  hours  in  dogs.  He  used 
an  artificial  circulation  unit  as  well 
as  cooling  to  preserve  the  amputated 
part  during  the  twenty-four  hour 
period.  The  present  five  to  six  hour 
limit  for  attempting  replantation  will 
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undoubtedly  be  lengthened  as  our 
ability  to  prevent  the  accumulation  of 
toxic  metabolites  in  the  amputated 
specimen  is  improved. 

The  choice  of  our  perfusate  was 
heparin  with  saline.  Mehl  and  his 
associates  9 did  extensive  studies  with 
various  combinations  of  solutions  and 
found  saline  with  heparin  to  be  most 
effective  in  clearing  the  micro-circula- 
tion. Chung-Wei,  et  al,1  and  Shorey, 
et  al,11  also  reported  using  this  com- 
bination with  considerable  success. 
There  are  also  encouraging  studies  us- 
ing low  molecular  weight  dextran 
which  has  the  advantage  of  adding 


Fig.  5.  Repair  of  ulnar  nerve  (left) 
and  ulnar  artery  (right). 


minimal  weight  to  the  amputated  tis- 
sue following  perfusion. 

A plan  of  surgical  reconstruction 
should  be  formulated  when  replanta- 
tion has  been  decided  upon.  The  fol- 
lowing approach,  used  in  this  case, 
was  similar  to  that  presented  by  Malt 
and  Harris.7 

1.  Identification  and  isolation  of  all 
structures  to  be  repaired. 

2.  Skeletal  stabilization. 

3.  Vascular  reconstruction — venous 
repair  first,  followed  by  arterial 
suture. 

4.  Nerve  repair. 

5.  Tendon  repair. 

6.  Skin  closure  following  irrigation 

and  debridement — skin  edges 

should  not  be  closed  under  ten- 
sion; it  is  better  to  use  skin  grafts. 

It  is  best  to  stabilize  the  skeleton 
before  doing  the  microsurgical  repair 
of  the  nerves  and  vessels.  This  affords 


protection  for  the  small  structures 
after  they  are  sutured.  Large  sub- 
cutaneous veins  on  the  dorsum  of  the 
hand  are  convenient  and  more  easily 
repaired  than  others.  It  is  best  to  re- 
pair the  veins  before  the  arteries  so 
that  there  will  be  an  outflow  channel 
for  the  blood  following  arterial  anas- 
tomosis. The  hand  can  normally  sur- 
vive and  function  reasonably  well  with 
either  the  ulnar  or  radial  artery.  How- 
ever, under  these  circumstances  it  was 
felt  that  an  attempt  should  be  made 
to  repair  both. 

Primary  repair  of  the  severed 
nerves,  if  this  is  surgically  feasible, 
seems  indicated.  Previous  reports 
demonstrate  that  delayed  repair  of  the 
nerves  encourage  the  formation  of 
permanent  contractures.  The  nerves 
were  repaired  primarily  with  6-0  silk, 
but  7-0  silk  would  have  been  better 
because  it  causes  less  fibroblastic  re- 
sponse at  the  site  of  neurorrhaphy. 
It  was  decided  to  repair  one  flexor 
tendon  to  each  digit  and  the  prime 
wrist  extensor  (extensor  carpi  radialis 
brevis).  This  prolonged  the  surgical 
procedure  but  prevented  muscular 
shortening  and  simplified  the  future 
identification  of  specific  musculoten- 
donous  units.  The  repair  of  both 


Fig.  6.  Hand  elevated. 


tendons  and  nerves  is  not  necessary 
for  survival  and  should  not  be  done 
primarily,  unless  the  patient  remains 
in  good  condition  as  the  operation 
progresses. 


Fig.  7.  Hand  viable  seven  days  postoperative. 
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Postoperative  immobilization  is  es- 
sential for  the  protection  of  the  vas- 
cular anastomosis  as  well  as  other 
structures  which  were  repaired.  The 
decision  to  place  the  hand  in  a neutral 
position  proved  to  be  unfortunate  be- 
cause of  the  considerable  amount  of 
edema  which  occurred  in  the  early 
postoperative  period.  It  would  have 
been  better  if  the  hand  had  been  ele- 
vated immediately  following  surgery. 
We  used  large  doses  of  antibiotics 
after  surgery,  and  believed  this  to  have 
been  an  important  factor  in  prevent- 
ing infection.  The  value  of  the  use 
of  systemic  anticoagulants  has  not 
been  clearly  defined,  although  Salz- 
man  10  feels  that  such  use  does  tend 
to  increase  the  amount  of  hematoma 
at  the  site  of  injury.  He  also  feels 
that  this  is  likely  to  do  more  harm 
than  whatever  good  the  heparin  might 
do  to  maintain  patency  of  the  arterial 
repair.  The  possibility  of  a large 
hematoma  forming  at  the  site  of  injury 
in  this  case  was  so  probable  with  the 
use  of  heparin  that  we  decided  against 
it. 

Cooling  should  be  used  preopera- 
tively.  Its  use  during  this  period  may 
lessen  a toxic  reaction  which  develops 
in  the  postoperative  period  that  is 
related  to  absorption  of  metabolic 
products  from  amputated  parts. 
Shorey,  et  al 11  demonstrated  that 
replantation  after  eight  hours  at  room 
temperature  will  kill  the  experimental 
host.  Cooling  to  40°  C.  and/or  using 
buffering  agents  (tri  hytroxy-mthyl- 
aminomethane)  lowers  the  mortality 
rate  considerably.  The  advantage  or 
disadvantage  of  cooling  during  the 
immediate  postoperative  period  has 
not  been  established  experimentally. 
It  was  thought  to  be  helpful  in  the 
instant  case  because  only  a minimal 
amount  of  postoperative  hematoma 


occurred.  Its  use  for  a twelve-hour 
period  rather  than  a forty-three  hour 
period  would  seem  to  have  been  more 
reasonable  because  of  the  difficulty 
that  developed  in  clearly  assessing  the 
vascular  status  of  the  hand  during  this 
interval. 

It  is  difficult  to  control  the  cooling 
effect  of  ice,  which  can  cause  tissue 
damage  as  occurs  in  frost  bite.  A 
cooling  chamber  which  can  be  regu- 
lated would  be  more  desirable. 

Summary 

The  following  points  should  be 
emphasized: 

1.  Preoperative  cooling  of  the  am- 
putated part. 

2.  The  need  to  isolate  all  structures 
to  be  repaired  as  the  first  step 
in  surgical  reconstruction. 

3.  The  skeletal  stabilization  of  the 
amputated  part  prior  to  defini- 
tive repair  of  the  vascular  struc- 
tures. 

4.  The  need  to  perfuse  the  distal 
arterial  tree  prior  to  venous  re- 
pair and  prior  to  arterial  repair. 

5.  The  importance  of  venous  anas- 
tomosis prior  to  arterial  repair. 

6.  The  placement  of  the  hand  in  an 
elevated  position  immediately 
following  surgery. 
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Addicts  no  Longer 
"Super  Criminals' 

The  Senate  cleared  the  path  for  a 
new  approach  to  narcotics  addiction 
which  would  substitute  hospital  treat- 
ment for  long-term  prison  sentences. 

The  Senate  approved  the  legislation 
by  voice  vote  without  dissent  and  sent 
it  to  a Senate-House  conference  com- 
mittee for  adjustment  of  differences 
with  a House  version. 

The  key  to  the  bill  is  civil  com- 
mitment for  the  addict  involved  in  a 
non-violent  crime.  It  would  provide 
voluntary  pre-trial  commitment  in  lieu 
of  prosecution  and  compulsory  post- 


conviction commitment  in  lieu  of 
punishment.  In  addition,  the  bill 
would  provide  voluntary  and  com- 
pulsory commitment  of  certain  addicts 
not  charged  with  any  crime.  The  ad- 
dicts would  be  committed  to  the  Sur- 
geon General  for  confinement  and 
treatment  in  a hospital  or  institution. 
Treatment  would  continue  within  the 
community  after  the  addict  is  dis- 
charged. 

Sen.  John  L.  McClellan,  D-Ark., 
who  brought  the  bill  to  the  Senate 
floor,  said  it  “affords  an  opportunity 
for  narcotics  addicts  who  wish  to  ex- 
tricate themselves  from  a hopeless  life 
of  addiction  and  crime  to  have  them- 
selves committed  for  treatment.” 


“It  also  affords  a civil,  non-penal 
procedure  for  the  compulsory  com- 
mitment of  addicts  not  charged  with 
a crime  so  they  may  be  cured  and 
rehabilitated  before  they  are  forced 
by  their  addiction  into  a repetitious 
pattern  of  addiction  and  crime,”  he 
added. 

Sen.  Thomas  J.  Dodd,  D-Conn., 
who  for  years  has  studied  the  problem 
of  narcotics,  said  the  bill  “will  lead 
to  a wiser,  more  humane,  and  more 
effective  treatment  of  narcotics  ad- 
dicts. . . .”  He  said  the  Senate  was 
undoing  the  mistake  of  ten  years  ago 
when  it  wrote  legislation  which  made 
“super-criminals  out  of  many  narcot- 
ics addicts. 
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Injuries  to  the  Hand 

The  essence  of  the  management  of  the  injured  hand  is  a planned  ap- 
proach leading  to  a reasonable  functional  result  with  early  rehabilitation.' 

HENRY  P.  ROYSTER,  M.D.  AND  WILLIAM  P.  GRAHAM,  III,  M.D. 


Any  discussion  of  hand  injuries 
has  great  latitude.  Thirty  to  40 
percent  of  the  more  than  two 
million  industrial  injuries  sustained 
annually  involve  the  upper  extremity. 
In  some  industries,  the  proportion  of 
hand  injuries  to  total  injuries  may 
exceed  50  percent.  Studies  have 
shown  that  only  15  percent  of  these 
injuries  are  due  to  poor  equipment, 
poor  lighting,  poor  design  or  machine 
failure.  Nearly  85  percent  of  trauma 
in  industry  is  caused  by  human  fail- 
ure. 

There  is  no  such  thing  as  a minor 
hand  injury.  Any  injury  to  the  hand 
represents  a potential  avenue  of  infec- 
tion, the  basis  for  possible  swelling, 
subsequent  stiffness  and  all  the  com- 
plications that  may  ensue  from  the 
most  severe  injury.  Because  of  this, 
most  hand  injuries  in  which  there  is 
any  depth  to  the  wounds  must  be 
examined  under  operating  room  con- 
ditions. “Examination”  is  preferable 
to  “exploration,”  for  the  word  “ex- 
ploration” has  a connotation  of  prob- 
ing and  prying,  while  the  designation 
“examination”  represents  the  careful, 
meticulous  observation  and  recording 
of  the  extent  and  character  of  the 
injury. 

Dr.  Erik  Moberg  has  emphasized 
that  the  physician  must  acquire  a true 

■ Dr.  Royster  is  chief  of  plastic  sur- 
gery service  at  the  Hospital  of  the 
University  of  Pennsylvania  and  presi- 
dent of  the  American  Association  of 
Plastic  Surgeons.  Dr.  Graham  is  resi- 
dent in  plastic  surgery  at  the  Hospital 
of  the  University  of  Pennsylvania. 

■ This  paper  was  adapted  from  a pre- 
sentation given  before  the  Physicians 
and  Surgeons  of  the  Pennsylvania 
Railroad. 

■ Supported  in  part  by  Clinical  Can- 
cer Traineeship  Grant  No.  CST-374- 
65,  and  No.  CST-374-B66. 


concept  of  the  possible  end  result  fol- 
lowing an  injury  to  the  hand  and  must 
have  an  idea  of  how  to  obtain  the 
result.  Without  this  basic  knowledge 
there  can  be  no  plan,  and  often  the 
success  or  failure  of  a satisfactory 
repair  lies  with  a plan  for  the  future. 
In  the  treatment  of  hand  injuries,  the 
plan  is  the  restoration  of  function, 
not  mere  reconstruction.  Satisfactory 
repair  resulting  in  good  function  re- 
quires experience.  Mere  suturing  is 
not  equatable  with  repair. 

The  patient’s  history  may  provide 
clues  that  will  give  suggestions  for 
particular  features  of  therapy.  The 
wounding  agent  must  be  known,  the 
place  of  injury,  the  attitude  of  the 
hand  at  the  time  of  injury,  the  sur- 
rounding circumstances  (namely  the 
degree  of  cleanliness),  whether  or  not 
the  hand  was  covered  and  the  time 
interval  between  first-aid  and  arrival 
at  the  hospital,  as  well  as  the  type  of 
first-aid  originally  given.  Also  impor- 
tant is  the  time  lapse  between  injury 
and  admission  to  the  hospital. 

The  facts  surrounding  the  time  of 
injury  and  the  related  circumstances 
are  insufficient  for  a future  plan.  The 
physician  should  also  determine  the 
patient's  age  and  sex,  appraise  his 
mentality,  his  handedness,  learn 
whether  or  not  he  has  had  a previous 
job-related  injury,  particularly  to  the 
hand.  The  physician  must  know  the 
patient’s  occupation,  his  hobbies, 
whether  or  not  there  are  other  associ- 
ated injuries  and  if  other  disabilities 
exist. 

The  examination  must  be  performed 
under  suitable  lighting  and  sterile  con- 
ditions. The  nutrition  of  parts,  the 
sensibility,  motor  function,  bone  in- 
jury and  injury  to  joints  and  liga- 
ments must  be  assessed.  X-rays  are 
necessary  but  may  be  obtained  in  the 
operating  room  rather  than  delay  the 
patient’s  passage  to  the  operating  room 
for  a series  of  x-rays  under  less  than 
ideal  conditions  in  the  x-ray  depart- 
ment. Dental  films  may  be  utilized 
for  precise  x-rays  of  individual  digits 
or  joints.  A detailed  description  of 


all  observations  should  be  made  and 
recorded. 

For  the  preparation  of  the  patient, 
copious  irrigation  of  the  wound  and 
cleansing  with  nonirritating  solutions 
are  preferred.  The  tourniquet  is  essen- 
tial and  parts  with  sensation  should 
not  be  discarded.  Many  of  these 
areas  may  later  be  used  to  provide 
sensory  coverage  for  an  insensitive 
digit.  It  may  be  necessary  to  excise 
non-viable  parts  extensively.  Dam- 
aged deep  tissues  must  be  removed, 
if  crushed,  to  avoid  necrosis  and 
greater  scar  formation. 

Tetanus  prophylaxis  is  imperative 
and  many  authors  use  antibiotics  at 
the  time  of  admission  and  carry  them 
through  the  first  postoperative  week. 
Above  all,  one  of  the  great  dictums 
of  medicine  must  be  followed:  pri- 

mum  non  nocere. 

The  factors  that  eventually  will  re- 
duce function  in  the  hand  are  pain, 
lack  of  tactile  gnosis,  lack  of  stability, 
lack  of  muscular  strength  and  reduc- 
tion of  mobility.  The  surgeon  must 
keep  in  mind  that  the  hand  is  a tool, 
and  the  arm  is  just  the  shaft.  The 
situation  must  be  accepted  and  end- 
less procedures  should  not  be  pursued 
to  save  a useless  part.  When  extra- 
ordinary means  are  required  to  re- 
store a small  amount  of  function, 
serious  consideration  must  be  given 
before  such  a procedure  is  under- 
taken. 

Hand  injuries  may  be  divided  into 
six  very  broad  classes  for  the  pur- 
poses of  discussion:  skin,  nerves,  ten- 
dons, bones  and  joints,  circulation, 
and  special  injuries. 

Skin 

Any  skin  wound  acts  as  an  avenue 
for  the  introduction  of  potential  infec- 
tion. In  the  case  of  puncture  wounds 
of  the  hand:  when  they  are  super- 

ficial, local  cleansing,  tetanus  prophy- 
laxis and  frequent  observation  usually 
suffice.  If  the  injury  is  deep,  and  care- 
ful examination  reveals  no  injury  to 
important  deep  structures,  cleanse  the 
local  area,  treat  the  patient  with  tet- 
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anus  prophylaxis  and  immobilize  the 
hand  for  a few  days  while  the  patient 
is  placed  on  antibiotic  therapy.  As 
many  puncture  wounds  of  the  hand 
are  those  inflicted  by  human  teeth, 
it  is  important  to  obtain  an  accurate 
history.  It  is  a great  disaster  to  treat 
inadequately  a human  bite  injury  be- 
cause of  incomplete  historical  facts 
and  later  to  see  the  patient  with  a 
fulminant  cellulitis  which  may  extend 
to  the  shoulder,  resulting  in  edema, 
stiffness  and  eventually  a permanent 
disability. 

Simple  lacerations  involving  only 
the  skin  may  be  cleansed  and  sutured 
primarily  with  excision  of  the  edges 
of  the  wound  as  indicated.  Examina- 
tion of  wounds  with  the  bleeding 
under  tourniquet  control  is  necessary. 
All  deeper  lacerations  should  be  care- 
fully examined  and  repaired  under 
adequate  anesthesia  in  an  operating 
room. 

The  avulsion  injuries  are  frequent 
among  hand  injuries.  They  may  be 
as  minor  as  a partial  thickness  loss 
of  the  skin  of  the  dorsum  or  a part 
of  the  digital  pad,  or  as  great  as  com- 
plete degloving  of  one  or  both  sur- 
faces of  the  hand.  Avulsion  injuries 
of  a minor  degree  may  be  treated  sat- 
isfactorily by  split  thickness  skin  grafts 
or  full  thickness  skin  grafts  taken 
from  an  inconspicuous  region.  Occa- 
sionally, a portion  of  the  avulsed  frag- 
ment may  be  suitable  for  use  as  a 
graft  for  coverage. 

Split  thickness  skin  grafts  may  serve 
as  permanent  or  temporary  biological 
dressings  in  major  avulsion  injuries 
that  are  superficial  and  unclean. 
Where  tissue  is  lost  at  a depth,  or 
where  tendons  are  exposed,  pedicle 
grafts  are  preferrable.  Although  these 
may  be  derived  in  various  ways,  the 
most  popular  is  the  abdominal  pedicle 
graft.  This  does  limit  the  patient  to  a 
great  extent,  and  prohibits  motion  at 
the  shoulder.  The  cross-arm  pedicle 
graft  is  often  satisfactory,  allowing  the 
patient  free  motion  of  the  shoulder 
of  the  injured  extremity,  not  a minor 
consideration  in  the  case  of  the  elderly 
person. 

It  must  be  appreciated  that  in  the 
accurate  appraisal  of  any  hand  injury, 
the  exploring  incision  must  be  ade- 
quate. All  too  often,  use  of  the  origi- 
nal wound  is  unsatisfactory  for  ade- 
quate examination  of  the  deeper  struc- 
tures which  may  have  been  injured. 
Once  the  wound  has  been  examined 
initially,  it  should  be  extended  in  a 
manner  to  give  full  visualization  to 
the  injured  areas. 


Tendons 

In  the  case  of  injury  to  flexor  ten- 
dons, if  the  wound  is  a clean  one 
caused  by  a sharp  instrument,  tendons 
at  the  wrist  are  immediately  repaired. 
The  choice  of  suture  is  up  to  the 
surgeon,  but  any  fine  nonabsorable 
suture  is  satisfactory. 

Immediate  repair,  particularly  of 
the  profundus  tendons,  should  be  ef- 
fected in  the  wrist  or  in  the  palm, 
proximal  to  the  digital  tunnel.  If  both 
the  sublimus  and  profundus  tendons 
are  injured  at  the  latter  level,  repair 
of  the  profundus  tendon  is  conducted 
with  excision  of  the  sublimis  in  the 
region  of  the  injury.  It  is  sometimes 
possible  to  repair  both  tendons  nearby 
one  another,  interspersing  the  area  of 
contact  with  one  of  the  lumbrical  mus- 
cles. 

It  is  important  to  know  the  attitude 
of  the  hand  at  the  time  of  injury.  If 
the  fingers  are  held  in  flexion  and  a 
laceration  is  sustained  across  them 
with  extension  to  the  neutral  position, 
the  laceration  to  the  skin,  flexor  ten- 
don sheath  and  flexor  tendon  will  be 
at  a distance  from  each  other.  Con- 
versely, if  the  same  finger  sustained  a 
laceration  in  extension,  these  three  in- 
jured areas  cannot  be  displaced  one 
from  the  other.  Although  consider- 
able controversy  exists  regarding  pri- 
mary tendon  repair  in  “no-man’s 
land,”  neither  primary  repair  nor  pri- 
mary tendon  grafts  in  the  area  be- 
tween the  distal  palmar  crease  and  the 
proximal  interphalangeal  joint  are  as 
popular  or  as  reliable  as  delayed  re- 
pair or  grafting.  If  there  is  an  injury 
to  the  profundus  tendon  at  this  level 
but  the  sublimis  remains  intact  when 
repair  is  effected  at  a later  date 
(either  by  primary  opposition  of  the 
cut  tendon  ends,  or  replacement  with 
a tendon  graft),  one  slip  of  the  sub- 
limis is  freed  to  allow  a greater  open- 
ing through  which  the  profundus  ten- 
don can  be  passed,  thus  adhesions 
may  be  avoided  at  this  level.  An  in- 
tact sublimis  should  not  be  sacrificed 
to  repair  a severed  profundus  tendon. 

The  aftercare  is  as  important  as  the 
tendon  approximation  itself.  A metic- 
ulously applied  dressing  is  required, 
usually  an  all  encompassing  circum- 
ferential plaster  cast,  with  substantial 
padding  and  maintenance  of  the  hand 
in  the  position  of  function.  Special  at- 
tention should  be  given  to  padding 
between  the  fingers  to  avoid  maceration 
and  to  hold  the  thumb  out  from  the 
palm  with  maintenance  of  the  thumb 
web  space. 


No  narcotics  should  be  given,  so  the 
physician  may  be  aware  of  any  throb- 
bing pain  the  patient  develops.  Throb- 
bing pain  is  the  hallmark  of  too  tight 
a dressing,  causing  the  development 
of  edema.  Immediate  measures  can 
be  taken  by  splitting  the  dressing  and 
reapplying  it  if  necessary.  The  sig- 
nificance of  this  cannot  be  underesti- 
mated. In  the  presence  of  nerve  in- 
jury, however,  throbbing  cannot  occur 
and  the  physician  must  rely  on  fre- 
quent inspection  to  avoid  missing  the 
onset  of  significant  edema  and  subse- 
quent vascular  compromise. 

All  extremities  should  be  elevated 
without  suspension,  although  they  may 
be  held  in  a trough  formed  from  a 
Thomas  splint.  Shoulder  and  elbow 
exercises  should  begin  on  the  day  of 
surgery  in  patients  who  have  short 
arm  casts  and,  as  soon  as  possible,  all 
but  the  necessary  joints  should  be  free 
for  complete  motion.  As  soon  as  the 
injured  part  is  sufficiently  healed  to 
allow  motion,  dynamic  splinting 
should  begin  where  indicated.  It  is 
advisable  to  instruct  the  patient  pre- 
operatively  in  the  exercises  desired. 

Nerves 

Most  of  the  nerve  injuries  seen  in 
the  hand  occur  at  the  wrist  level  where 
the  ulnar  and  median  nerves  are  par- 
ticularly vulnerable.  A point  of  cau- 
tion must  be  invoked  here,  as  iatro- 
genic injury  to  the  ulnar  nerve  can 
occur  when  an  eager  physician  has 
either  placed  a suture  ligature  or  a 
hemostat  on  the  ulnar  artery  which 
is  spurting  in  the  wound.  For  this 
reason,  the  management  of  all  bleed- 
ing in  the  wound  should  be  first  by 
tourniquet  control,  and  then  by  direct 
visual  clamping  of  the  vessel  without 
blind  probing  in  the  wound.  When- 
ever possible,  nerve  repair  should  be 
done  primarily  and  in  a meticulous 
technique  under  conditions  of  com- 
plete hemostasis  and  with  the  aid  of 
magnification. 

Age  is  an  important  factor  in  the 
prognosis  of  nerve  repair  and  regener- 
ation. With  primary  median  nerve  su- 
ture, two  point  discrimination  will 
often  return  to  patients  up  to  twenty 
years  of  age.  Above  this  age,  the 
return  is  extremely  variable  and  often 
disappointing.  It  is  rare  at  any  age 
to  see  return  of  normal  ulnar  motor 
function  in  the  hand.  The  motor 
branch  of  the  ulnar  nerve  leaves  the 
main  trunk  at  the  level  of  the  pisi- 
form bone  and  supplies  the  majority 
of  the  intrinsic  muscles  of  the  hand 
(two  lumbricals,  seven  interossei.  the 
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hypothenar  muscles  and  the  adductors 
of  the  thumb). 

Unfortunately,  by  the  time  regen- 
eration has  occurred,  atrophy  and 
fibrosis  of  most  of  these  muscles  has 
transpired.  Sensory  return  in  the 
ulnar  nerve  distribution  is  comparable 
to  that  seen  with  the  median  nerve. 
Despite  this  rather  pesimistic  outlook, 
all  nerve  repair  should  be  done  with 
extreme  accuracy  and  by  fine  suture 
techniques  as  soon  as  possible  after 
the  injury. 

In  the  severely  traumatized  hand, 
nerve  grafts  and  nerve  pedicle  grafts 
have  been  tried  with  uniformly  poor 
success.  Neuroma  formation  is  fre- 
quent not  only  at  the  level  of  injury 
in  the  median  and  ulnar  nerves,  but 
also  in  the  sensory  branches  of  the 
radial  nerve,  and  may  require  either 
excision  and  reanastomosis  or  neuroly- 
sis. For  patients  who  have  incom- 
plete nerve  severance,  and  a neuroma 
has  occurred,  neurolysis  rather  than 
excision  and  reanastomosis  is  recom- 
mended, if  function  has  returned  distal 
to  the  point  of  injury.  When  nerve 
injury  exists,  dynamic  splinting  is  of 
utmost  importance.  The  use  of  this 
technique  is  essential  to  preserve  joint 
motion  and  maintain  the  web  spaces 
for  later  tendon  transfers.  Digital 
nerves  injured  proximal  to  the  distal 
interphalangeal  joint  can  and  should 
be  repaired.  If  the  digital  nerves  are 
exposed  by  traumatic  amputation,  they 
should  be  transferred  dorsally  to  re- 
move the  inevitable  neuromata  from 
the  working  surface  of  the  hand.  Sim- 
ilarly, post  injury  neuromata  may  ne- 
cessitate such  transplantation. 

Bones  and  Joints 

Any  combination  of  bone  or  joint 
injury  may  be  seen  in  the  hand,  rang- 
ing from  the  minor  distal  tuft  crush 
injuries  to  severe  comminution  of  the 
phalanges  and  metacarpals.  In  the 
severe  crush  injuries,  molding  of  the 
hand,  fixation  with  K-wires  where 
possible  to  maintain  length,  and  in- 
corporation of  these  in  the  plaster  cast 
may  be  essential  to  achieve  a func- 
tioning extremity. 

Some  authors,  such  as  Moberg,  are 
hesitant  to  treat  the  mallet  or  base- 
ball finger  in  which  the  distal  phalanx 
is  flexed  because  of  avulsion  of  the 
common  extensor  tendon  at  its  inser- 
tion. The  acute  mallet  finger  may  be 
splinted  in  a plaster  finger-tip  cast  con- 
structed by  the  onlay  of  small  V2  inch 
strips  of  plaster  holding  the  distal 
phalanx  in  hyperextension  with  the 
proximal  interphalangeal  joint  in  flex- 
ion at  60-90°.  Initial  operative  inter- 


vention may  be  unnecessary  and  at 
least  half  of  these  injuries  do  not  re- 
quire further  treatment.  A large  pro- 
portion of  those  that  are  persistent  do 
not  provide  sufficient  disability  to  the 
patient  to  warrant  a surgical  proce- 
dure. 

Whenever  possible,  phalangeal  frac- 
tures and  injuries  to  the  collateral  liga- 
ments of  the  finger  should  be  treated 
in  the  position  of  function  by  plaster 
immobilization.  Metacarpal  fractures 
can  often  be  maintained  in  adequate 
length  and  alignment  by  plaster  im- 
mobilization, but  if  there  is  suffi- 
cient shortening  to  disrupt  the  trans- 
verse and  longitudinal  arches  of  the 
hand,  internal  fixation  with  Kirschner 
wires  would  be  necessary.  Others  re- 
quire open  reduction  and  fixation  with 
wire. 

For  injury  to  the  metacarpal  joint, 
arthrodesis  should  never  be  per- 
formed. An  arthroplasty  with  exci- 
sion of  the  fragment  and  a portion 
of  the  articular  surface  of  the  meta- 
carpal head  accepting  some  shorten- 
ing may  prove  satisfactory. 

Bennett  fractures  of  the  thumb  can 
be  managed  by  closed  reduction  and 
the  insertion  of  a K-wire.  If  this  does 
not  provide  anatomical  reduction,  an 
open  operation  is  necessary.  For  the 
chronic  non-union  of  a Bennett  frac- 
ture, arthrodesis  may  be  required. 

Circulation 

The  keynote  to  successful  rehabili- 
tation of  the  injured  hand  is  the  main- 
tenance of  adequate  circulation.  De- 
pending upon  the  nature  of  the  injury 
itself,  swelling,  edema  and  stiffness 
aggravated  by  tight,  improperly  ap- 
plied dressings  will  follow  impaired 
venous  return.  The  obstruction  of 
venous  drainage  from  the  hand  can 
have  a more  disastrous  effect  upon  its 
eventual  recovery  than  diminution  of 
arterial  flow.  Throbbing  pain  indi- 
cates swelling,  the  hallmark  of  inade- 
quate venous  drainage  from  the  ex- 
tremity. The  etiology  of  such  swelling 
must  be  sought  out  and  corrected 
immediately. 

Infections 

Infections  of  the  hand  contribute  to 
chronic  disability  and  prolonged  loss 
of  working  time.  One  of  the  simplest 
and  yet  at  times  most  refractory  prob- 
lems is  that  of  the  common  parony- 
chia. In  the  acute  instance,  it  is  often 
sufficient  to  treat  this  by  elevation  of 
the  eponychium  with  a no.  1 1 blade 
to  allow  the  pus  to  escape.  Systemic 
antibiotics,  frequent  warm  compresses 


and  elevation  with  immobilization  are 
integral  parts  of  the  treatment.  When 
granulation  tissue  has  developed  in  the 
nail  fold,  however,  it  is  usually  neces- 
sary to  excise  the  nail. 

All  patients  with  felons  should  be 
admitted  to  the  hospital  for  incision 
and  drainage  under  brachial  block 
anesthesia  or  general  anesthesia  rather 
than  digital  block  or  local  anesthesia. 
We  have  modified  our  treatment  of 
felons  in  recent  years,  with  an  inci- 
sion directly  over  the  point  of  fluctu- 
ance  rather  than  conforming  to  the 
well  known  common  incisions.  This 
frequently  avoids  the  appearance  of 
an  area  of  necrosis  between  the  point 
of  the  abscess  and  the  surgical  inci- 
sion, thus  decreasing  the  amount  of 
scar  formed  in  the  finger  tips.  The 
fish-mouth  type  of  incision  and  the 
use  of  through  and  through  drains 
are  to  be  condemned.  All  felons 
should  have  x-ray  examination  for 
osteomyelitis  or  necrosis  of  the  distal 
tuft  as  well  as  the  presence  of  a 
foreign  body. 

Tenosynovitis  of  the  flexor  tendons 
is  another  infection  which  has  come 
under  some  scrutiny  recently  for  the 
development  of  better  treatment.  The 
four  cardinal  signs  of  Kanavel  are 
well  known:  diffuse  symmetrical  swell- 
ing of  the  digit,  tenderness  along  the 
tendon  sheath,  the  resistance  to  exten- 
sion, and  maintenance  of  the  finger 
in  a slight  degree  of  flexion.  Massive 
antibiotic  therapy  is  essential.  Treat- 
ment of  the  patient  with  early  teno- 
synovitis includes  two  small  centrally 
placed  longitudinal  incisions,  one  just 
distal  to  the  metacarpal  phalangeal 
joint,  the  other  just  proximal  to  the 
distal  interphalangeal  joint  with  expo- 
sure of  the  tendon  sheath  and  the 
insertion  of  a polyethylene  catheter 
into  the  sheath  for  frequent  irrigation 
with  antibiotic  solutions.  If  the  tendon 
sheath  is  extremely  tense  and  there 
is  a great  deal  of  shaggy  necrotic 
material  present,  the  classical  mid- 
lateral incision  with  the  division  of 
the  tendon  sheath  throughout  its 
length  should  be  done. 

Perhaps  one  of  the  most  poorly 
treated  infections  of  the  hand  is  that 
of  diffuse  cellulitis.  In  the  patient 
population  of  a municipal  hospital  and 
in  the  active  emergency  ward,  the  usu- 
al source  of  this  infection  is  that  of 
a human  bite  injury.  The  hand  should 
be  immobilized  in  the  functional  posi- 
tion and  the  patient  treated  with  mas- 
sive doses  of  antibiotics,  preferably 
intravenous  penicillin  in  doses  of  thirty 
to  forty  million  units  per  day  for  a 
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week  to  two  weeks.  Frequent  warm 
compresses  should  be  applied,  and  the 
hand  maintained  in  the  position  of 
function  until  the  acute  process  has 
subsided,  then  gentle  limited  active 
motion  begun.  Elevation  is  essential 
and  the  patient  must  be  advised  of  a 
potentially  dismal  prognosis  in  the  face 
of  this  type  of  infection.  X-ray  exami- 
nation is  imperative  to  ascertain  the 
presence  or  absence  of  bone  injury 
and  foreign  bodies. 

Special  Nerve  Problems 

A frequent  problem,  more  often 
seen  in  women  than  in  men,  is  that 
of  carpal  tunnel  and  thoracic  outlet 
syndromes.  Distinguishing  between 
these  two  entities  can  be  difficult. 
Many  physicians  do  not  realize  that 
the  compression  of  the  median  nerve 
at  the  wrist  can  result  in  referred  pain 
to  the  upper  arm,  not  unlike  that  seen 
in  the  patient  who  has  nerve  compres- 
sion at  the  thoracic  outlet.  Often  the 
only  distinguishing  diagnostic  feature 
is  the  nerve  conduction  study  and 
electromyography.  A complete  de- 
compression of  the  carpal  tunnel  must 
be  performed  as  well  as  dissection  of 
the  median  motor  nerve  to  the  thenar 
muscles  may  be  necessary  for  those 
patients  whose  symptoms  do  not  re- 
spond to  injections  of  hydrocortisone 
into  the  carpal  tunnel.  At  times  an 
interfasicular  neurolysis  also  may  be 
required.  This  syndrome  may  herald 
the  onset  of  rheumatoid  disease  and, 
if  involvement  of  the  synovia  has  oc- 
curred, a complete  synovectomy  is 
sometimes  necessary. 

Thermal  Injury 

In  industry,  burn  injuries  to  the 
hand  are  all  too  frequent.  The  use 
of  the  dilute  silver  nitrate  dressing  in 
the  early  treatment  of  the  burned  hand 
may  not  be  satisfactory.  The  applica- 
tion of  an  occlusive  compression  dress- 
ing left  in  place  for  two  or  three  days 
and  then  changed  again  under  sterile 
conditions  is  preferable.  It  is  essential 
that  careful  watch  be  kept  on  these 
patients.  The  hand  must  be  main- 
tained in  a position  of  function  to 
afford  any  prospect  of  rehabilitation 
in  severely  burned  hands  and  also  to 
protect  against  unnecessary  deformity 
in  the  less  severely  traumatized  ex- 
tremities. With  the  development  of 
pain  or  the  presence  of  a circum- 
ferential burn,  we  do  not  hesitate  to 
incise  the  skin  the  length  of  the  lingers, 
the  length  of  the  palm,  or  the  entire 
length  of  the  extremity  including  the 
underlying  fascia,  as  need  be.  Usually, 
little  bleeding  results  from  this,  and 


if  performed  as  it  should  be — in  areas 
of  full  thickness  burns — there  is  no 
need  for  anesthesia.  The  amount  of 
bulging  of  subcutaneous  fatty  tissues 
that  will  occur  through  these  incisions 
is  remarkable. 

Littler  and  others  have  recom- 
mended immobilization  of  the  fingers 
in  the  position  of  the  function  by  the 
use  of  K-wires  where  necessary  to 
maintain  the  proper  positioning  in 
cases  in  which  swelling  and  the  sever- 
ity of  the  burn  preclude  the  ability 
to  hold  the  fingers  by  other  means. 
Whenever  possible,  the  hand  should 
receive  priority  in  the  burn  treatment 
and  perform  early  excision  of  3rd  de- 
gree areas  with  early  grafting.  Often, 
it  is  worthwhile  to  take  the  grafts  at 
the  time  of  excision  of  the  full  thick- 
ness burn  and  place  them  one  to  two 
days  later,  after  granulation  tissue  has 
had  an  opportunity  to  begin  develop- 
ing. 

Replantation 

The  glamour  of  the  reattachment 
of  traumatically  amputated  extremities 
has  permeated  the  lay  press.  Such 
surgical  exercises  must  be  undertaken 
with  careful  evaluation  and  planning. 
An  unwarranted  physical  and  psycho- 
logical cripple  may  result  from  too 
enthusiastic  an  endeavor  to  preserve 
a useless  extremity  with  the  neglect 
of  the  total  patient.  It  is  interesting 
that  Dr.  John  Constable,  after  the 
initial  two  upper  extremity  replanta- 
tions done  at  the  Massachusetts  Gen- 
eral Hospital  in  1962,  has  not  had 
occasion  to  perform  this  procedure 
again  despite  the  referral  of  many 
potential  cases  to  his  institution. 

Summary 

There  is  no  minor  injury  to  the 
hand.  Any  trauma  to  the  hand  has 
the  potential  to  produce  a disabling, 
crippling  result.  In  the  cases  of  open 
wounds,  the  hand  must  be  examined 


in  the  operating  room  with  adequate 
instruments,  light  and  anesthesia. 
Nerve  repairs  have  the  first  priority 
and  tendons  may  be  repaired  secon- 
darily, when  there  is  less  hemorrhage 
in  the  wound  than  with  the  initial 
injury.  Bone  and  joint  injuries  must 
be  individualized  and  often  require 
fixation  by  internal  means.  Judicious 
preservation  of  all  viable  and  sensible 
tissue  must  be  carried  out.  An  accu- 
rate interpretation  and  recording  of 
the  nature  and  the  extent  of  the  injury 
is  imperative. 

The  prevention  of  edema  and  fi- 
brosis by  careful  positioning  of  the 
hand,  meticulous  application  of  the 
dressing,  early  proper  mobilization 
and  constant  attention  to  details  are 
imperative  for  a good  functional 
result. 

The  essence  of  the  management  of 
the  injured  hand  is  a planned  approach 
leading  to  a reasonable  functional 
result  with  early  rehabilitation  and 
return  of  the  individual  to  his  normal 
occupation.  The  enthusiasm  of  the 
surgeon  must  be  monitored  by  the 
anticipated  result,  and  the  degree  of 
function  to  be  achieved  must  be  war- 
ranted by  the  amount  of  surgery  re- 
quired to  effect  it. 
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Etrafon:  A Three  Year  Study 

A three  year  study  in  office  practice  has  shown  the  drug  to  be  an  effective 
tranquilizer-antidepressant  for  the  relief  of  depression  secondary  to  illness 


RODERICK  W.  COOK.  JR„  M.D. 
Harrisburg,  Pennsylvania 

The  sick  patient  is  usually  an  anx- 
iously depressed  patient,  whether  the 
illness  is  organically  induced  or  psy- 
chogenically  inspired.  In  addition  to 
his  illness  and  discomfort,  the  sick 
ambulatory  patient  also  has  the  emo- 
tionally depressing  problem  of  at- 
tempting to  cope  with  his  environ- 
mental situation  (the  people  he  meets, 
his  job,  his  family,  etc.). 

The  introduction  of  tranquilizer- 
antidepressant  compounds  such  as 
Etrafon®*  is  paving  the  way  toward 
overcoming  such  secondarily  induced 
problems.  The  tranquilizer-antide- 
pressant is  a combination  of  amitripty- 
line, an  antidepressant,  and  perphena- 
zine, a potent  phenothiazine  tranquil- 
izer of  marked  effectiveness  and 
safety.  Both  compounds  have  been 
widely  and  successfully  used  for  some 
time  in  a variety  of  psychiatric  dis- 
orders. 

Since  this  combination  product  has 
been  well  studied  in  patients  suffering 


■ Dr.  Cook  is  on  the  staffs  of  Poly- 
clinic Hospital,  Harrisburg,,  Holy 
Spirit  Hospital,  Camp  Hill  and  Ma- 
sonic Hospital,  Elizabethtown.  He  is 
past  president  of  the  Arthritis  and 
Rheumatism  Foundation  and  is  note 
chairman  of  the  Medical  and  Scien- 
tific Committee  of  that  foundation. 


* Etrafon  ® is  a product  of  Schering  Corpora- 
tion, Union/Bloomfield,  N.J. 


from  depressed  states,1-7  it  was  felt 
that  an  analysis  of  the  compound  in 
illness  accompanied  by  depression 
would  be  a worthwhile  endeavor. 

Although  the  majority  of  my  pa- 
tients are  in  the  field  of  arthritis  and 
rheumatism,  I also  see  a large  number 
of  individuals  with  other  organic  or 
non-organic  disturbances.  It  was  de- 
cided to  examine  this  new  combina- 
tion in  those  conditions  where  the 
accompanying  depression  could  well 
be  a hindrance  or  obstructive  influ- 
ence to  the  physician  in  attempting 
to  bring  his  patients  back  to  their 
normal  functioning  selves. 

Specifically,  the  clinical  trial  was  to 
be  an  attempt  to  judge  the  com- 
pound’s value  as  adjunctive  therapy 
in  such  ambulatory  patients.  Judg- 
ment was  to  be  made  purely  on  evi- 
dence of  symptomatic  improvement  as 
manifested  primarily  by  patient  reac- 
tion and  physician-observed  behavior 
patterns. 

Clinical  investigation  as  to  the  ef- 
ficacy of  this  tranquilizer-antidepres- 
sant in  combating  depressive  states 
associated  with  organic  disorders  or 
of  purely  psychogenic  origin  was 
therefore  instituted  on  an  outpatient 
basis. 

Although  the  clinical  trial  was  to 
consist  of  uncontrolled  subjective  and 
objective  clinical  assessments,  I was 
of  the  opinion  that  a specially  devised 
scaled  rating  procedure  would  pro- 
vide us  with  a preliminary  value  judg- 
ment which  would  serve  as  a possible 
orientation  toward  a deeper,  more 
thorough  study  in  the  future.  Al- 
though uncontrolled,  I believe  sub- 
jective studies  have  as  much  value  as 
the  usual  double  blinds,  single  blinds, 
and  crossover  techniques.  They  add 
to  a broader  general  knowledge  and 
understanding  of  a drug's  effectiveness 
and  usefulness  and  often  provide  the 
practicing  physician  with  an  additional 
therapeutic  dimension. 


Methods  and  Materials 

Eighty  male  and  female  patients 
suffering  from  depression  resulting 
from  either  organic  or  non-organic 
causes  were  chosen  for  this  study.  The 
duration  of  the  study  was  initially 
planned  for  ninety  days.  The  results 
were  so  impressive,  however,  that  it 
was  decided  to  maintain  forty-one  of 
the  eighty  patients  on  the  drug  for  an 
extended  period  of  time — in  this  in- 
stance. three  years. 

Patients  were  informed  that  compo- 
nents of  their  symptomatology  regard- 
less of  concomitant  pathology  were 
directly  related  to  their  depressive 
state  and  that  the  drug  was  being  sup- 
plied on  a clinical  trial  basis.  All  the 
patients — their  personalities  and  emo- 
tional states — were  known  to  the  au- 
thor. 

Patients  were  asked  to  report  for 
re-evaluation  at  regular  intervals. 
During  the  initial  examination,  a com- 
plete blood  count,  blood  urea  nitrogen 
(BUN),  and  post-prandial  blood 
sugars  were  performed.  Serum  po- 
tassiums and  cholesterols  were  also 
determined  in  a few  patients. 

These  studies  were  repeated  inter- 
mittently on  some  patients,  especially 
when  untoward  side  reactions  were 
reported.  All  laboratory  data  were 
repeated  at  the  end  of  the  study. 

Additional  therapy,  depending  upon 
the  adjunctive  diagnosis  and  where 
deemed  advisable,  was  instituted  to 
combat  any  organic  components  or  to 
provide  symptomatic  therapy  for  psy- 
choneurotic manifestations.  All  the 
drugs  which  may  have  been  utilized 
in  conjunction  with  the  combination 
were  commercially  available  and  ap- 
proved by  the  Federal  Drug  Adminis- 
tration (FDA). 

Initially,  the  patients  were  classified 
as  those  with  organic  disease  and  those 
who  presented  no  clinical  manifesta- 
tions of  organic  disease.  Because  of 
the  investigator’s  specialty  type  of 
practice,  however,  it  was  decided  to 
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subdivide  the  study  into  those  de- 
pressed patients  with  non-organically 
related  pathology,  organic  disease,  and 
those  with  rheumatoid  arthritis  or  a 
rheumatoid  disorder.  [TABLE  I] 

Dosage  varied  and  was  based  strictly 
on  the  judgment  of  the  clinical  in- 
vestigator and  the  degree  of  emotional 
instability.  Attempts  were  made  to 
correlate  the  degree  of  depression  with 
the  amount  of  drug  prescribed 
throughout  the  entire  study.  More 
specifically,  dosage  ranged  from  40- 
100  mg.  amitriptyline  and  8-16  mg. 
perphenazine  daily  according  to  the 
degree  of  emotional  instability.  No 
attempt  was  made  to  correlate  rate  or 
milligram  relevance. 

Patients’  depressions  were  judged 
and  graded  according  to  a scale  de- 
vised by  the  author.  Grade  I or 
mild  depression  were  those  patients 
in  whom  the  depression  did  not  inter- 
fere with  their  daily  activity.  Grade 
II  or  moderate  depression  were  those 
patients  where  the  depression  inter- 
fered with  their  daily  activities  but 
permitted  them  to  function  in  society. 
Grade  III,  or  the  moderately  severe 
depressed  patient,  were  those  who 
functioned  poorly  in  society,  but  were 
aware  of  their  surroundings  and  did 
not  require  hospitalization. 

Initially,  follow-up  evaluations  were 
held  to  a minimum  of  thirty  days. 
Later,  visits  were  more  frequent,  usu- 
ally every  fifteen  to  twenty  days,  de- 
pending upon  the  efficacy  of  the  drug 
and/ or  the  progression  of  the  disease. 

Results,  as  noted  above,  were  cor- 
related solely  on  clinical  improvement 
as  judged  primarily  by  the  patient’s 
subjective  reaction  and  physician- 
observed  objective  improvement.  Side 
effects  were  noted.  If  side  effects 
proved  too  objectionable,  the  drug  was 
discontinued. 

Results 

Of  the  eighty  patients  initially 
started  in  this  study,  seventy-one  com- 
pleted the  three  month  program  and 
nine  were  dropped  for  various  rea- 
sons. Forty-one  were  retained  for  the 
three  year  evaluation.  [See  Table  I] 
Of  the  fifty-three  without  related  or- 
ganic disease,  thirty-one  were  greatly 
improved,  twelve  were  moderately 
improved,  six  showed  no  improve- 
ment, and  four  discontinued  the  drug’s 
use.  Those  patients  in  whom  great 
improvement  was  noted  were  elated 
with  the  marked  relief  of  their  depres- 
sive states.  In  most  instances,  relief 
began  to  occur  between  the  fifth  and 
seventh  day  following  institution  of 


therapy.  It  should  be  mentioned  that 
once  relief  was  achieved,  it  often  be- 
came difficult  to  convince  the  patient 
to  discontinue  the  use  of  this  drug. 

It  was  in  this  group  of  patients 
(without  related  organic  disease)  that 
the  most  dramatic  response  to  the 
combination  was  noted  and  also  the 
most  marked  weight  gain  was  evi- 
denced. The  weight  gain  obviously 
was  concomitant  with  improvement  in 
their  feeling  of  well  being. 

With  the  cessation  of  the  study, 
four  of  these  patients  reverted  to  their 
pre-study  depressive  states.  Despite 
further  antidepressant  or  other  forms 
of  tranquilizing  therapy,  they  con- 
tinued to  regress  and  required  hos- 
pitalization and  psychiatric  care. 

Of  the  forty-one  patients  in  the 
three  year  study,  twenty-four  of  the 
so-called  depressed  (non-organically- 
related)  patients  maintained  their  good 
results:  marked  improvement,  twenty; 
improvement,  four. 

In  those  patients  with  organic  dis- 
ease, exclusive  of  any  rheumatoid  dis- 
order, a definite  improvement  in  their 
depressive  reactions  was  noted.  This 
improvement,  of  course,  did  not  alter 
the  basic  organic  disease  present  nor 
change  the  required  therapeutic  regi- 
men for  the  primary  disorder.  It  did 
make  the  care  of  these  individuals  less 
burdensome  for  the  physician  and  the 


family.  In  the  three  month  study,  two 
of  these  patients  were  greatly  im- 
proved, seven  improved,  five  showed 
no  improvement,  and  two  discon- 
tinued therapy. 

The  only  undesirable  side  effect 
noted  in  these  patients  was  weight 
gain.  Because  of  the  nature  of  their 
disorders,  weight  gain  was  considered 
undesirable  by  the  author.  It  should 
be  recorded,  however,  that  these  pa- 
tients were  reluctant  to  have  the  phy- 
sician discontinue  their  drug  therapy 


after  the  elimination  of  the  depressive 
component  of  their  illness.  It  should 
also  be  noted  that  when  the  drug  was 
discontinued,  the  depression  frequent- 
ly did  not  recur.  In  the  three  year 
portion  of  this  study,  twelve  patients 
maintained  their  improvement. 

Those  patients  with  rheumatoid 
arthritis — chronic  progressive  and 
acute  intermittent  types — were  placed 
on  this  medication  in  order  to  (1) 
combat  the  depressive  reaction  fre- 
quently encountered  in  this  chronic 
painful  disease,  and  (2)  to  evaluate 
the  possibility  of  counteracting  the 
weight  loss  that  most  of  these  people 
have. 

The  results  with  the  drug  in  this 
particular  disorder  were  as  good  as  we 
could  hope  for  in  a difficult  disturb- 
ance. In  the  three  month  study,  five 
improved,  three  showed  no  improve- 
ment, and  three  discontinued  therapy. 
In  the  three  year  study,  two  continued 
to  maintain  improvement.  Three  of 
the  rheumatoid  patients  showed  no 
change.  The  remaining  three  who  im- 
proved or  maintained  their  improve- 
ment did  not  wish  to  return  to  the 
office  at  regular  intervals.  This  is 
understandable,  for  there  are  always 
some  patients  who,  once  they  feel  well, 
do  not  wish  to  revisit  their  physicians, 
particularly  if  it  involves  several  visits 
annually.  No  amount  of  cajoling  will 


make  any  difference  or  change  their 
attitude. 

The  depressive  component  in  pa- 
tients in  this  portion  of  the  study  was 
in  those  patients  whose  arthritic  symp- 
toms were  helped  by  other  therapeutic 
modalities.  In  those  patients  whose 
arthritis  continued  to  flare,  the  prepa- 
ration, as  with  any  antidepressive  in 
such  a difficult  situation,  did  not  seem 
to  alter  the  depressive  state.  Hence, 
it  was  concluded  that  the  organic  dis- 
ease which  precipitated  the  organic 


TABLE  I 


Effectiveness  of  Tranquilizer-Antidepressant* 
in  Secondarily  Related  Depressions 


Non-Organie 

Organic 

Organic 

(Rheumatoid) 

3 mo. 

3 yrs. 

3 mo.  3 yrs. 

3 mo. 

3 yrs. 

Greatly  Improved 

31 

20 

2 

0 

0 

Improved 

12 

4 

7 12 

5 

2 

No  Improvement 

6 

5 

3 

3 

Discontinued  Study 

4 

2 

3 

Totals 

53 

24 

16  12 

11 

5 

* Etrafon  ® 
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reaction  and  the  psychiatric  state  sec- 
ondary to  the  disease  process  is  best 
amenable  to  the  usual  forms  of  ther- 
apy where  efforts  are  directed  to  the 
disorder  per  se.  As  an  added  point, 
although  weight  gain  appeared  with 
the  other  disorders  in  the  study,  it 
did  not  occur  in  people  with  active 
rheumatoid  arthritis  or  its  variants 
even  though  larger  doses  were  utilized. 

Comments 

During  the  course  of  this  investiga- 
tion, it  became  obvious  that  Etrafon® 
was  efficacious  in  ameliorating  the 
depressive  states  of  patients  with  or 
without  organic  disease.  Under  close 
medical  supervision,  the  improvement 
of  the  depressive  state  occurred  within 
a period  of  five  to  seven  days  and 
was  maintained  throughout  the  dura- 
tion of  therapy.  It  was  also  possible 
during  the  improved  mental  state  to 
decrease  the  dose  of  Etrafon®  in  all 
patients.  It  was  apparent  that  this 
improvement  was  maintained  as  long 
as  therapy  was  continued  or  for  as 
long  as  the  concomitant  organic  com- 
ponent of  the  disease  process  was  con- 
trolled. In  those  depressed  patients  in 
whom  organic  disease  such  as  chronic 
disabling  progressive  arthritis,  was 
present,  no  improvement  could  be  es- 
tablished by  other  accepted  medical 
regimens.  Etrafon,  although  weakly 
efficacious  in  alleviating  the  depressive 
component,  was  also  ineffectual.  Ob- 
viously and  understandably,  in  such 
cases  it  is  not  drug  medication  but 


arrest  of  the  disease  which  could 
achieve  the  result  desired. 

Side  Effects 

Side  effects  reported  included,  in 
descending  order,  the  usual  ones  for 
drugs  of  this  type:  weight  gain,  dry 
mouth,  bad  taste,  blurred  vision,  dizzi- 
ness, restlessness,  and  drowsiness.  The 
most  frequently  encountered  side  effect 
was  that  of  weight  gain.  The  weight 
gain,  of  course,  reflected  the  new  sense 
of  improvement  in  the  patient’s  symp- 
tomatology. In  those  patients  in  whom 
a debilitating  disease  was  present,  de- 
spite the  weight  gain,  the  drug  ob- 
viously had  no  effect  upon  the  nutri- 
tional status  or  metabolism  of  the 
patient. 

Discontinuance  of  therapy  because 
of  side  effects,  in  most  instances,  was 
based  on  the  severity  of  the  patient’s 
illness  rather  than  on  any  particular 
side  effect  produced  by  the  prepara- 
tion. 

Conclusions 

It  is  apparent  that  Etrafon®  greatly 
enhances  the  practicing  physician’s 
armamentarium  in  treating  anxiety 
and  depressive  states  in  outpatients. 
If  the  drug  is  used  in  the  accepted 
manner,  side  effects  are  minimal  and 
without  significant  consequence.  Its 
ease  of  administration,  the  multiplicity 
of  dosage  availability,  and  the  patient’s 
acceptance  of  this  drug  because  of  its 
rather  rapid  and  significant  effective- 
ness are  also  worthy  of  note. 


The  following  three  points  sum  up 
my  opinion  of  the  drug: 

(1)  Etrafon®  is  an  effective  prepa- 
ration for  combating  anxiety/ depres- 
sive states  secondarily  induced  by 
organic  or  non-organic  disorders. 

(2)  The  compound  also  serves  as 
an  adjunctive  preparation  in  amelio- 
rating the  depressive  components  of 
a basic  organic  disorder  when  admin- 
istered concomitantly  with  other  ther- 
apeutic modalities. 

(3)  The  combination  apparently 
provides  a synergistic  effect  since  both 
drugs  given  separately  do  not  appear 
to  be  as  efficacious  in  the  indications 
examined  as  the  compound  alone. 
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Etrafon:  A Case  Report 

A patient  survives  after  ingestion  of  thirty  tablets  of  the  drug  in  a 
single  dose  and  has  no  residual  adverse  psychopharmacologic  effects 


FREDERICK  P.  LOPRETE,  M.D. 
Philadelphia,  Pennsylvania 

Seven  cases  of  overdose  of  Etra- 
fon® have  been  reported  but  not 
yet  published.  For  this  reason, 
this  report  of  an  eighth  case  is  sub- 
mitted. Two  deaths  (both  in  children) 
have  followed  ingestion  of  thirty-two 

■ Dr.  Loprete  is  medical  consultant 
to  the  reception  center.  Eastern  Men- 
tal Health  Center,  Commonwealth  of 
Pennsylvania  Department  of  Public 
Welfare,  Philadelphia. 


and  fifteen  tablets,  respectively.  Five 
persons  have  survived  after  ingestion 
of  fifty-four,  twenty-seven,  twenty, 
fifteen,  and  two  tablets  respectively 
(TABLE  I). 

Etrafon  is  a combination  of  per- 
phenazine (Trilafon®),  a phenothia- 
zine  compound  used  as  an  anti- 
anxiety agent,  and  amitriptyline 
hydrochloride,  an  antidepressant  agent 
that  acts  primarily  on  the  central 
nervous  system  but  is  not  a mono- 


amine oxidase  inhibitor.  Etrafon  is 
available  in  tablet  form  in  three  con- 
centrations, only  one  of  which  is  rele- 
vant here:  2 mg.  perphenazine  and 

25  mg.  amitriptyline  hydrochloride  per 
tablet.  The  manufacturer’s  literature 
recommends  that  the  total  dose  not 
exceed  nine  tablets  per  day. 

Case  Report 

The  patient  was  a forty-year-old, 
married  male  who  was  brought  to  the 


FEBRUARY,  1967 


65 


TABLE  I 


Cases  of  Overdose  of  Etrafon  ® 


Age 

Person's 

Sex 

Circumstance* 

No.  of  Tablets 
Ingested  in 
Single  Dose 

Total  Dose,  mg. 
Perphenazine  Amitriptyline 

Result 

3 

Unknown 

ACC 

32 

64 

800 

Death 

2 

F 

ACC 

15 

30 

375 

Death 

Survival.  Discharged 

43 

F 

ASA 

54 

108 

1,350 

2 days  later. 

Survival.  Apparently 

23 

F 

ASA 

27 

54 

675 

normal  within  24  hours. 

5 

M 

ACC 

20 

40 

500 

Survival 

3 

M 

ACC 

15 

30 

375 

Survival 

Survival.  Discharged 

7 mos. 

F 

ACC 

2 

4 

50 

4 days  later. 

Survival.  Ambulatory 

40** 

M 

ASA 

30 

60 

750 

same  day 

* ACC:  accidental.  ASA:  apparent  suicide  attempt. 
**  Case  being  reported  in  this  paper. 


emergency  room  of  Woman’s  Medical 
College,  Philadelphia,  at  10  a.m.  on 
July  18,  1966  after  having  reportedly 
filled  a prescription  for  thirty  Etrafon 
tablets  and  ingested  the  whole  vial 
about  an  hour  before  admission.  He 
was  hyperactive,  kicking  and  scream- 
ing, and  had  to  be  restrained.  Alleged- 
ly he  had  been  having  marital  diffi- 
culties and  had  made  another  suicide 
attempt  six  week  previously.  Gastric 
lavage  was  performed,  and  one  pill 
was  found  in  the  stomach  contents. 
At  1 p.m.  the  patient  was  transferred 
to  the  Reception  Center,  Eastern  Men- 


tal Health  Center.  Philadelphia.  Phys- 
ical examination  showed  him  semi- 
coniatose  with  stertorous  breathing,  a 
blood  pressure  of  90/60,  respiration 
of  8/min.,  and  pulse  of  92/min.  No 
corneal  or  peripheral  reflexes  were 
elicited.  Movement  was  apparent 
upon  testicular  and  ocular  pressure. 
The  eye  examination  revealed  small 
pupils,  sluggish  to  light  and  accom- 
modation. There  was  no  cupping  of 
the  optic  nerve  head.  Cardiovascular 
examination  showed  a normal  sinus 
rhythm  and  no  murmurs  in  any 
valvular  area.  No  rales  were  detect- 
able. There  was  some  intermittent 
tracheobronchial  wheezing.  The  pa- 
tient was  put  upon  shock  blocks  and 
given  100  mg.  methylphenidate  hydro- 
chloride (Ritalin®)  and  20  mg.  Met- 
arminol  Bitartrat  (Pressonex®)  intra- 
muscularly. At  2:15  p.m.  an  intra- 
venous infusion  of  2,000  cc.  10  per- 
cent glucose-saline  infusion  containing 
40  cc.  Berocca® — C and  100  mg. 
Ritalin  was  begun.  The  blood  pressure 
was  120/80.  At  3 p.m.  urinary  out- 
flow was  good.  The  pupils  reacted  to 
light  and  accommodation  more  rapid- 
ly. Corneal  and  peripheral  reflexes 
were  sluggish.  By  4:30  p.m.  the  in- 
fusion had  been  completed  and  the 
patient  was  groggy  but  ambulatory. 

The  next  morning  the  patient  re- 
ceived a psychiatric  evaluation  result- 
ing in  a diagnosis  of  Psychotic  Depres- 
sive Reaction.  The  patient  was  trans- 
ferred that  afternoon  to  the  Philadel- 
phia Psychiatric  Center.  In  a recent 
communication  (August  5,  1966)  it 
was  learned  that  the  patient  has  had 


no  residual  adverse  psychopharma- 
cologic  effects.  He  is  receiving  250 
mg.  thioridizine  hydrochloride  (Mel- 
laril®) orally  four  times  a day. 

Comment 

This  is  the  third  instance  of  an  ap- 
parent suicide  attempt  (none  success- 
ful) by  overdose  of  Etrafon.  Of  five 
reported  instances  of  accidental  over- 
dose, two  have  had  a fatal  outcome 
(a  three-year-old  child  and  two-year- 
old  child  who  took  thirty-two  and  fif- 
teen tablets  of  Etrafon,  respectively). 
Three  other  children  who  took  twenty, 
fifteen,  and  two  tablets,  respectively, 
survived. 

Etrafon  appears  to  be  a useful  anti- 
psychotic, anti-depressive  agent  with 
a relatively  high  safety  factor. 


Reprints 

Copies  of  this  article  are  available 
in  quantity  at  the  following  prices: 

1 to  9 copies  @ $1.00  each 

10  to  24  copies  @ $ .75  each 

25  to  49  copies  @ $ .60  each 

50  to  99  copies  @ $ .35  each 

Larger  quantity  prices  upon  re- 
quest. 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 

rhe  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist’s 
representation 


m 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel  ®?  "Symmetrel”  (amantadine  HC1)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel  (amantadine  HCl)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  influenza  A.  (Asian). 

.not  a vaccine  or  antibiotic, but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  ol  the  host  cell  without  affecting  vital  cell  I unctions, 
.specifically  active  against  all  influenza  A_.  viruses  tested  to  date. 

.not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibod)  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel  means  to  your  patient 

.possible  immediate  influenza  AL,  protection  when  taken  following  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A.,  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  Symmetrel*  (Amantadine  HCl)  prevents  virus  invasion1 


R3DLETS 
PROTEIN  MANTLE 
NUCLEIC  ACID 


ifpjpf 


CELL  MEMBRANE 


SYMMETREL*  (Amantadine  HCl)  MOLECULES 

CELL  CYTOPLASM 


Our  current  knowledge  leads  us  to  believe  “Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane— effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist’s  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A Journal  of  Bacteriology  90, 623  (1965). 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  the  influenza  virus  invades  and  destroys 


the  untreated  cell 


CELL 
CELL  CYTOPLASM 


RECEPTOR  AREA 


VACUOLE 


Safety  of  Symmetrel  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A._.  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  AL>. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza Al,  or  tor  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HC1. 
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Symmetrel’ 

(Amantadine  HC1) 


A molecular  barrier  to  virus  penetration 


arrest  diarrhea 

in  • gastroenteritis  • acute  infections^ 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 


The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 Yz  tsp.  3 times  daily 

6-12  months 

. Yz  tsp.  4 times  daily 

1-2  years . . 

. 5 mg.^f^^^^^^/2tsp.  5timesdaily 

2-5  years . . 

. 6 mg.^^-  1 tsp.  3 times  daily 

5-8  years . . 

. ^ tr\g. ^ 1 tsp.  4 times  daily 

8-12  years  . 

10  1 tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


why  wonder  about  a drug 

when  you  know 

IOIXT.OMYtlX 

DEMETHY1CHL0RTETRACVCL1NE 

produces  1-2  “extra”days’  activity 


Days  123 
duration  of  therapy,  tetracycline 

4 

5 

duration  of  activity,  tetracycline 

one  300  mg  tablet  b.i.d.  1 

duration  of  therapy 
DECLOMYCIN  demethylchlortetracyc 

mm 

ine 

or 

duration  cf  activity 
DECLOMYCIN  demethylchlortetracyc 

— 

ine 

H 

■1 

one  150  mg  capsule  q.i.d. 

1-2  “extra”  days’  activity 

after  the  last  dose  to  protect  against  relapse 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallc  gic  reactions  have  been  reported.  Patients  should 
avoid  c act  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate,- 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate  in 
hyperexcitability  and  in  ogitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  couse  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
ond  increased  motor  activity  are  common  and  ord  - 
narily  mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
ogranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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With  Hygroton,  you’ll  discover  that  you  can  almost 
always  use  fewer  tablets  than  is  possible  with  other 
diuretics. 


You  may  be  told  that  a new  short-acting  diuretic  was 
found  more  effective  than  Hygroton  in  congestive  heart 
failure  — but  this  was  when  twice  the  manufacturer’s 
maximum  recommended  dose  was  given.*  At  the  max- 
imum recommended  dose  for  both  diuretics,  two 
tablets  of  Hygroton  were  far  and  away  more  effective 
than  five  tablets  of  the  other  diuretic  in  producing 
natruresis  and  weight  loss.  And  at  these  dosages, 
Hygroton  costs  only  Vh  as  much  as  the  other  diuretic. 


Since  the  discovery  of  chlorothiazide,  the  trend  has 
been  away  from  short-acting,  multiple-dose,  high-cost 
diuretics.  With  Hygroton  you  can  usually  do  the  job 
with  just  one  tablet  a day,  or  every  other  day. 

More  than  any  of  the  newer  diuretics,  Hygroton  brings 
dosage  and  cost  of  medication  down  to  earth. 

*Brest,  A.  N.,  et  New  Drugs  5:329,  1965. 
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Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  disease.  Warning:  With  administration  of  enteric-coated 
potassium  supplements,  the  possibility  of  small  bowel  lesions  should  be  kept  in  mind.  Precautions:  Reduce  dosage 
of  concomitant  antihypertensive  agents  by  at  least  one-half.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Electrolyte  imbalance  and  potassium  depletion  may  occur;  take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease,  and  in  patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Side  Effects:  Dizziness,  weakness,  nausea,  vomiting,  hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia,  thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria  and  purpura,  epigastric  pain,  or  G.l.  symptoms  after  prolonged  5 
administration.  Average  Dosage:  One  tablet  (100  mg.)  with  breakfast  daily  or  every  other  day.  Availability:  Tablets  x 
of  100  mg.  in  bottles  of  100  and  1000.  For  full  details,  see  the  complete  prescribing  information.  6524-V(B) 
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Male  Homosexuality 

This  experientially  determined  pattern  of  mal-adaptation  can  be  altered 
by  individual  treatment  but  group  psychotherapy  is  a superior  method 


SAMUEL  B.  HADDEN,  M.D. 
Philadelphia,  Pennsylvania 

It  is  my  belief  that  homosexuality  is  a 
experientially  determined  pattern 
of  mal-adaptation.  While  the  in- 
nate endowments  of  the  individual 
may  be  a factor  in  its  cause,  the 
experiences  which  one  has  in  the 
developmental  period,  as  well  as  some 
unfortunately  missed,  are  of  greatest 
importance  in  determining  one’s  sex- 
ual adjustment.  I believe  that  any 
personality  defect  that  is  experienti- 
ally determined  can  usually  be  altered 
by  corrective  psychotherapeutic  ex- 
perience and  that  there  is  growing 
awareness  that  group  psychotherapy 
can  be  effective  in  the  treatment  of 
homosexuality  as  well  as  other  per- 
sonality and  character  defects.1’  2>  3-  4 
In  studying  the  life  histories  of 
homosexuals,  certain  experiences  oc- 
cur with  such  frequency  that  they 
must  be  considered  significant  as  eti- 
ologic  factors.  I do  not  believe  that 
any  one  experience  is  specific,  but 
certain  experiences  predispose  in  such 
a way  that  eventual  exposure  to  and 
opportunity  for  homosexual  experi- 


■ Dr.  Haddan  is  associated  with  Phil- 
adelphia General  Hospital  and  consul- 
tant to  Misericordia,  Bryn  Mawr  and 
Fitzgerald  Mercy  Hospitals.  He  is 
past  president  of  the  American  Group 
Psychotherapy  Association  and  is  a 
delegate  from  PMS  to  the  American 
Medical  Association. 
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ence  may  determine  this  choice  of 
sexual  mal-adaptation  in  the  already 
mal-adjusted  person. 

Disturbed  child-parent  relationships 
as  factors  in  the  development  of  homo- 
sexuality are  well  recognized.  The 
harsh,  threatening  mother  who  stimu- 
lates fear  and  possible  intense  hatred 
has  been  presented  as  an  important 
contributor.  The  mother  who  cas- 
trates her  son  by  being  overly  pro- 
tective and  seductive  has  also  been 
recognized  as  one  who  has  prevented 
the  son  from  making  an  effective  mas- 
culine identification.  While  an  effec- 
tive father  may  prevent  the  develop- 
ment of  homosexuality,  when  the 
mother  is  either  harshly  or  seductively 
castrating,  some  fathers  are  the  prin- 
cipal contributor.  The  harsh,  reject- 
ing father  prevents  a positive  identifi- 
cation with  masculinity  and  often  his 
labeling  the  timid  son  a “sissy”  or 
“fairy”  seems  to  be  an  important  deter- 
mining factor.  With  such  a father, 
the  boy  turns  to  the  mother  for  pro- 
tection and  his  elevation  of  her,  and 
all  femininity,  to  a pedestal  of  invio- 
lability often  follows.  A meek  father 
who  passively  accepts  the  castrating 
dominance  of  the  mother  gives  the 
son  nothing  desirable  with  which  to 
make  masculine  identification  and  the 
boy  in  such  a home  is  more  likely  to 
become  homosexual  than  the  one 
whose  father  is  absent. 

The  home  in  which  the  parents 
show  a healthy  respect  for  each  other 
and  accept  the  role  nature  has  as- 
signed them  is  not  one  likely  to  breed 
a homosexual,  but  where  there  is 
rivalry  for  dominance  the  confusing 
situation  makes  effective  identification 
impossible  and  is  a significant  etiologic 
factor. 

In  my  experience  with  male  homo- 
sexuals, they  almost  universally  recog- 
nize that  they  were  mal-adjusted  at 
the  time  they  started  school.  Many 
were  recognized  by  their  parents  as 
needing  psychiatric  assistance  much 
earlier.  In  analytical  examination  of 
the  pre-school  period  of  life  it  is  usu- 


ally revealed  that  the  boy  who  became 
homosexual  never  felt  accepted  by  and 
never  felt  comfortable  in  relationships 
with  his  age  peers.  Quite  often  be- 
cause of  parental  interference  he  was 
prevented  from  participation  in  the 
play  activities  with  other  children  and 
had  little  opportunity  of  running, 
romping,  rolling  around,  tugging, 
wrestling  and  scrambling  with  his 
peers  from  the  toddling  stage  to  the 
kindergarten  or  school  age.  I firmly 
believe  that  the  deficiency  in  this 
experience  is  a very  significant  one  in 
determining  inability  to  make  effective 
relationships  with  age  peers,  not  only 
at  this  time,  but  in  all  subsequent 
periods  of  life.5  A defective  image 
of  self  is  established  and  its  persistence 
is  an  important  factor  in  the  homo- 
sexual. 

During  the  rough  and  tumble  play  j 
that  characterizes  this  period,  minor  j 
injuries  and  lesser  bumps  are  fre- 
quently sustained.  When  this  occurs  I 
there  is  usually  a brief  time  out  to 
nurse  the  injury  and  all  of  the  play- 
mates are  concerned  and  sympathetic. 
Soon  play  is  resumed  and  the  injury 
accepted  as  incidental.  Anger  and  re- 
sentment are  quickly  dissipated  and 
there  is  no  harboring  of  a grudge. 
Such  little  hurts  are  a small  price  to  j 
pay  for  the  wonderful  feeling  of  be- 
longing to  the  group  of  considerate 
“buddies.” 

None  of  the  disturbing  experiences 
cited  or  even  the*  deprivation  of  the 
opportunity  for  the  scrambling  period  j 
of  play  are  to  be  regarded  as  specific 
causes  of  homosexaulity.  Combina-  | 
tions  of  experiences,  however,  may 
cause  one  to  feel  so  inadequate  and  ' 
inferior  to  masculine  peers  that  the  i 
desire  for  acceptance  is  strong  enough 
to  make  one  willing  to  be  utilized  as  II 
a sexual  object  by  a male  considered 
more  masculine  than  himself.  Many  I 
times  the  partner  is  actually  less  mas-  |j 
culine  but  he  represents  a projection  , 
of  what  he  wishes  he  were.  This  may 
be  his  only  way  of  terminating  his  | 
loneliness  and  aloofness. 

PENNSYLVANIA  MEDICINE 


In  many  instances,  homosexuality  is 
a continuation  of  childhood  or  adoles- 
cent play  begun  while  quite  young 
with  equally  mal-adjusted  peers  or 
younger  children.  A considerable 
number  of  boys  who  have  had  no 
particular  sexual  experience  at  puberty 
know  that  their  only  interest  is  in 
boys.  They  fear  girls  and  feel  so  in- 
adequate sexually  and  otherwise  that 
they  begin  homosexual  activity  only 
when  an  advance  is  made  by  an  older 
male  who  is  often  in  a relative  posi- 
tion of  authority. 

Harlow  and  his  collaborators  G’  7’  8>  9 
have  shown  in  their  studies  of  the 
development  of  the  affectional  system 
in  monkeys  that  the  age  peer  group 
play  experience  is  of  great  importance 
in  developing  a normal  heterosexual 
pattern.  In  their  experiments,  mon- 
keys raised  in  absolute  isolation  for 
six  months  to  a year  or  longer,  when 
placed  in  contact  with  other  monkeys 
of  both  sexes  of  the  same  ages  who 
were  simularly  raised  in  isolation, 
never  develop  normal  heterosexual 
patterns  of  behavior.  Other  monkeys, 
reared  without  contact  with  their 
mothers  or  other  adult  monkeys  but 
permitted  to  have  play  opportunities 
with  monkeys  of  their  own  age  of 
both  sexes  from  an  early  age.  desipte 
the  absence  of  contact  with  mature 
adult  monkeys,  will  develop  normal 
patterns  of  monkey  sexual  behavior. 
Copulation  and  breeding  will  occur 
normally  in  those  who  had  age  peer 
play  experience  but  not  in  those  de- 
prived of  such  experience. 

These  observations  by  Harlow,  like 
any  observations  made  on  lower  ani- 
mals, cannot  easily  be  applied  to  hu- 
man behavior.  The  absence  of  effec- 
tive peer  group  play  relationships  in 
the  scrambling  period  of  development, 
however,  is  such  a consistent  finding 
in  male  homosexuals  that  I think 
Harlow's  experiments  lend  validity  to 
my  belief  that  lack  of  opportunity  for 
age  peer  play  from  the  time  a child 
is  able  to  toddle  until  he  enters  kinder- 
garten or  school  is  the  most  important 
single  factor  in  the  development  of 
male  homosexuality. 

The  child  who  is  anxious  or  fearful 
of  contact  with  his  age  peers  at  the 
time  he  enters  school,  whether  or  not 
he  becomes  homosexual,  is  seldom 
able  to  make  up  for  the  deficiencies 
of  the  period  during  which  he  was 
deprived  of  normal  scrambling  play 
with  its  warm  and  reassuring  physical 
contact. 

Observations  being  reported  from 
studies  made  of  children  reared  in  a 


kibbutz  in  Israel  tend  to  support  the 
importance  of  integration  with  one’s 
peer  group  in  the  pre-school  period 
as  a significant  experience  in  the  con- 
sistent development  of  a normal  het- 
erosexual adjustment. 

In  the  kibbutz,  babies  are  cared  for 
in  a communal  nursery  by  trained 
nurses  and  housemothers.  Their  own 
mothers  nurse  and  feed  them  during 
the  day  and  along  with  the  father 
spend  time  with  them  each  evening. 
When  they  are  able  to  walk,  they  are 
transferred  to  a toddler’s  group,  usu- 
ally made  up  of  eight  children.  There 
they  are  taught  to  feed  themselves, 
are  gradually  toilet  trained  and  begin 
to  interact  with  their  age  mates.  From 
there  on  they  remain  with  the  same 
group  through  the  high  school  years. 

At  the  age  of  five  or  six,  the  group 
begins  kindergarten,  where  formal  in- 
struction is  initiated.  After  the  com- 
pletion of  one  year,  they  are  then 
transferred  to  a building  where  they 
are  housed  with  older  children,  al- 
though their  group  is  kept  close  to- 
gether in  its  sleeping  and  living 
quarters.  They  continue  to  share  the 
same  quarters,  toilet  and  bathing  fa- 
cilities on  a bi-sexual  basis  through 
high  school. 

In  a commentary  on  the  results  of 
kibbutz  living,  M.  Prymes  states: 
“Experience  with  older  kibbutz  chil- 
dren revealed  the  usual  percentages  of 
neuroses,  requiring  treatment  but 
an  absence  of  perversion  or  de- 
linquency.” 10 

The  problem  of  the  small  child  in 
adjusting  to  changes  in  nurses  and 
housemothers  in  the  toddler  stage  and 
the  limited  contact  with  their  mothers 
and  fathers  could  well  account  for  the 
insecurity  and  neurotic  patterns  which 
develop.  The  intimate  and  rough  and 
tumble  group  play  that  goes  on  con- 
stantly in  the  pre-school  period  en- 
ables each  child  to  develop  the  feel- 
ing of  belonging  to  his  peer  group 
and  to  develop  meaningful  relations 
with  the  others.  This  kind  of  experi- 
ence may  account  for  the  absence  of 
perversion  and  delinquency  in  the 
kibbutz-reared  children.  Spiro,11  in 
his  study  of  the  kibbutz,  also  con- 
cluded that  “Homosexuality  seems  to 
be  entirely  non-existent.” 

Belonging  to  one’s  peer  group  at 
puberty  is  of  great  importance,  for  it 
is  then  that  sexual  drive  becomes  more 
assertive;  sexual  discussions  are 
meaningful  and  interest  in  the  opposite 
sex  becomes  active.  To  be  a member 
of  a group  that  discusses  girls  and 
pools  its  knowledge  and  ideas  and 


begins  group  contacts  with  girls  is  to 
be  fortunate.  The  group  can  be  the 
bridge  over  which  one  travels  to  an 
adult,  responsible  heterosexual  adjust- 
ment. Heterosexual  adjustment  is  very 
difficult  without  the  support  of  one’s 
peer  group. 

The  views  stated  to  this  point  focus 
attention  on  those  early  life  experi- 
ences which  predispose  to  the  develop- 
ment of  homosexual  mal-adjustment. 
In  homosexuality,  as  well  as  in  other 
patterns  of  mal-adaptation  which  are 
experientially-determined,8  corrective 
experience  may  be  provided  best  by 
group  psychotherapy  because  it  pro- 
vides experience  that  cannot  be  pro- 
vided in  individual  therapy.  In  group 
treatment,  the  male  homosexual  finds 
acceptance  by  individuals  who  have 
found  their  homosexuality  unaccept- 
able and  are  seeking  a heterosexual 
adjustment.  Acceptance  in  such  a 
group  can  motivate  the  individual  to 
work  toward  a heterosexual  adjust- 
ment. The  banter,  the  teasing,  and 
the  blunt  critical  comments  of  the 
group  serve  as  a verbalized  equivalent 
of  the  scrambling  kind  of  play  so 
important  in  the  pre-school  life  of  the 
child.  Through  these  verbalized  reas- 
suring comments  of  the  group,  he  is 
able  to  gain  confidence  and  to  feel 
wanted,  not  as  a sexual  object,  but 
as  a friend  at  an  adult  masculine  level. 
He  begins  to  think  of  himself  more 
as  “all  man”  and  begins  to  expand 
his  heterosexual  integration  and  to 
participate  more  effectively  in  the 
heterosexual  groups  in  which  he  finds 
acceptance.  It  is  common  during 
group  sessions  with  homosexuals  for 
the  group  to  criticize  an  individual 
and  denounce  many  of  his  traits,  but 
invariably  someone  says,  “We 
wouldn't  tell  you  these  things  if  we 
didn’t  like  you  and  didn't  want  you 
to  continue  with  us.”  On  these  occa- 
sions the  seemingly  accused  one  reas- 
sures the  group  that  he  appreciates 
their  telling  him  of  his  shortcomings 
and  assures  them  of  his  intention  to 
remain  with  them  and  continuing  his 
efforts  to  change. 

My  own  practical  experience  has 
shown  even  the  individual  treatment 
of  homosexuality  is  not  a fruitless 
undertaking  but  that  group  psycho- 
therapy in  groups  made  up  exclusively 
of  homosexuals  offers  increased  like- 
lihood of  success.  The  interaction  and 
the  autobiographical  material  brought 
out  in  group  sessions  affords  us  an 
opportunity  to  understand  better  the 
experiences  which  contribute  to  the 
development  of  a homosexual  adapta- 
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tion.  Better  understanding  of  the  fac- 
tors which  contribute  to  the  develop- 
ment of  homosexuality  should  aid  in 
the  prevention  of  the  mal-adjustment. 

Summary  and  Conclusions 

1 . We  consider  homosexuality  to  be 
an  experientially  determined  pattern 
of  mal-adaptation  and  as  such  it  is 
amenable  to  treatment. 

2.  Disturbed  child-parent  relation- 
ships and  inter-parental  conflict  con- 
tribute to  the  development  of  various 
patterns  of  mal-adaptation. 

3.  Lack  of  effective  scrambling  peer 
play  relationships  in  the  toddling  and 
pre-school  period  is  a most  important 
factor  in  creating  the  loneliness  and 
aloofness  that  predisposes  to  homo- 
sexuality. 

4.  Effective  rough  and  tumble  peer 
play  relationships  may  compensate  for 
defective  child-parent  and  inter-paren- 
tal relationships. 

5.  Homosexuality  can  be  altered  by 


individual  treatment  but  group  psycho- 
therapy is  a superior  method. 

6.  As  our  knowledge  of  etiologic 
factors  increases,  prevention  can  be 
anticipated. 
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Cardiovascular  Briefs 


Medical  School  and  Post-Graduate 
Training  in  Cardiovascular  Diseases 


Hus  the  teaching  of  heart  diseases  in 
medical  schools  changed? 

Basically,  the  program  is  the  same: 
lectures  and  laboratory  studies  plus 
close  student-teacher  contacts.  It  still 
remains  the  extension  of  knowledge 
from  the  familiar  to  the  new,  from 
fundamental  concepts  to  details  and 
from  book  to  patient.  The  old  course 
in  physical  diagnosis  still  charms  and 
exhilarates  students  with  their  first  pa- 
tient contacts.  At  the  same  time  it 
dismays  them  with  their  inability  to 
detect  anything  intelligible  from  the 
daily  use  of  their  new  stethoscopes. 
Nevertheless,  today  they  have  some 
aids,  such  as  recordings  of  heart 
sounds  and  phonocardiograms.  The 
latter  reinforces  the  auditory  image 
with  a visual  one.  These  and  other 
tools  have  helped  the  understanding 
of  particular  heart  sounds,  such  as 
splits  and  gallops. 

Doesn’t  this  overlook  the  human  side 
of  medicine? 

In  an  emotionally  charged  field  such 
as  heart  disease,  the  study  of  human 
nature,  psychology  and  psychiatry  are 
particularly  important.  Today  the 
medical  schools  do  not  neglect  this, 
and  in  many,  psychiatry  is  taught  dur- 
ing the  entire  four  years.  This  back- 
ground is  important  when  an  intern 
comes  to  us.  While  there  is  no  sub- 
stitute for  experience,  today’s  students 
quickly  realize  the  importance  of  re- 
assurance, the  threatening  significance 
of  chest  pain  to  most  patients  and  the 
harm  that  can  be  caused  by  diagnosing 
erroneously  or  even  suggesting  the 
presence  of  heart  disease. 

Are  there  other  differences  which  help 
today’s  students? 

The  organization  of  all  teaching  ef- 
forts to  coordinate  the  work  of  other 


departments  is  essential.  Only  then 
will  the  intern  see  the  total  picture  of 
a disorder.  Full-time  physicians  who 
concentrate  on  teaching  and  the  ad- 
vantages of  the  various  teaching  aids 
add  up  to  quicker  learning  and  a more 
complete  understanding. 

If  this  teaching  method  is  followed  in 
medical  school,  what  remains  for  the 
graduate  to  learn  during  internship? 

The  internship  emphasizes  the  trans- 
lation of  knowledge  into  effective  ac- 
tion. It  remains  an  introduction  to 
responsibility.  The  intern  gains  an  in- 
creasing familiarity  with  patients,  dis- 
eases, and  the  technics  for  diagnosing 
and  treating  them.  Now  it  is  possible 
to  correlate  the  electrocardiograms, 
vectocardiograms,  angiograms  and 
cardiac  catheterizations  carried  out  on 
the  same  patient.  If  the  young  physi- 
cian has  taken  the  history  and  ex- 
amined the  patient,  a valuable  teach- 
ing exercise  is  acquired,  more  valu- 
able than  any  lecture  or  book.  The 
physician  particularly  interested  in  car- 
diac problems  will  gradually  in  later 
years  be  given  the  opportunity  to 
carry  out  all  essential  heart  studies 
under  appropriate  supervision. 

Just  how  deep  are  the  changes  in 
the  internship?  Aren’t  they  just  win- 
dow dressing”? 

No.  I believe  that  almost  all  hos- 
pitals make  a sincere  effort  to  teach 
their  interns  well.  For  example,  on  one 
of  our  services  that  emphasizes  cardi- 
ology, we  include  the  service  of  our 
cardiovascular  surgeons.  This  under- 
lines today’s  interdependence  of  medi- 
cine and  surgery  rather  than  emphasiz- 
ing the  old  rivalries.  This  method 
demonstrates  the  continuity  of  patient 
care.  It  also  aids  the  intern  in  a safe 


selection  of  cardiac  patients  eligible 
for  surgical  help.  The  various  physi- 
cians who  read  electrocardiograms  and 
vectocardiograms  and  who  perform 
cardiac  catheterizations  all  make 
rounds  on  the  same  service.  It  is  this 
type  of  cooperation  that  teaches  a 
well-rounded  picture  of  heart  disease 
today. 

Is  it  true  that  interns  in  the  modern 
hospitals  don't  do  much  more  than  sit 
in  on  conferences  of  various  types? 

While  it  is  true  that  I.V.  teams, 
laboratory  technicians  and  others  have 
greatly  relieved  the  intern  of  many 
chores,  it  is  also  true  that  most  hos- 
pitals have  fewer  interns  and  a greater 
number  of  beds.  However,  it  must 
be  kept  in  mind  that  the  patient  turn- 
over is  faster  than  it  used  to  be  and 
today’s  intern  admits  and  is  respon- 
sible for  more  patients  than  the  house 
officer  of  20  to  30  years  ago.  The 
bulk  of  the  interns’  learning  is  still 
at  the  bedside.  The  advances  in  all 
fields  of  medicine  and  the  increased 
number  of  essential  conferences  rep- 
resent the  time  we  have  salvaged  from 
routine  work. 

■ William  G.  Leaman,  Jr.,  M.D. 
questions  E.  Wayne  Martz,  M.D.,  Di- 
rector of  Medical  Education,  St.  Fran- 
cis General  Hospital.  Pittsburgh,  Penn- 
sylvania. 

William  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical,  Cardiol- 
ogy of  the  American  Heart  Associa- 
tion, edited  this  Brief  for  the  Council 
on  Scientific  Advancement,  in  cooper- 
ation with  the  Pennsylvania  Heart 
Association. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 
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THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN  Gradumet  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg. 

a 

15  mg.  a 

DESBUTAL  10  Gradumet 

FRONT 

a 

SIDE 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

* * 

'-^0 

J 

DESBUTAL  15  Gradumet 

FRONT 

a 

SIDE 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

t 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
re  lease.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 
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PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 

of 


controlling 
gour  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  1 5 mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sen itive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient.  
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Gradumt  -Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Industry  Looks  At  Hospital  Planning 


Those  responsible  for  long-range  planning  must  be  aware  of  the  many 
dynamic  forces  that  work  to  change  the  character  of  a hospital  and  the 
demands  made  upon  it  by  the  community. 

LESLIE  B.  WORTHINGTON 
President 

United  States  Steel  Corporation 


I make  no  claim  to  being  an  au- 
thority on  hospital  planning,  and 
I am  certainly  not  an  expert  on 
health  care.  My  role  is  simply  that 
of  a member  of  industry,  and  a citizen, 
who  has  a very  special  interest  in  this 
community  and  the  health  facilities  and 
services  available  to  its  people. 

Those  of  us  whose  responsibilities 
reside  primarily  in  business  and  in- 
dustry do  have  a very  keen  interest 
in  both  the  quality  and  the  quantity 
of  health  care  facilities  in  the  com- 
munities where  we  maintain  plants 
and  offices.  There  are  a number  of 
reasons  for  this  interest,  including 
some  that  are  economic. 

Company-paid  hospitalization  plans 
for  employees  and  their  families,  as 
one  example,  are  a sizable  cost  item 
in  business  these  days.  In  U.  S.  Steel 
the  total  benefits  paid  for  hospital  and 
medical  expenses,  including  sickness 
and  accident  benefits,  reached  more 


■ This  article  is  based  on  a presenta- 
tion made  by  Mr.  Worthington  to  the 
meeting  of  the  Institute  for  Hospital 
Long-Range  Planning  Committees, 
Hospital  Planning  Association  of  Al- 
legheny County,  held  on  November 
8, 1966  in  Pittsburgh. 


than  $44  million  in  1965.  This  equal- 
led about  two-thirds  of  the  pension 
benefits  that  we  paid  to  former  em- 
ployees last  year,  and  I might  add 
that  it  was  a 22  percent  increase 
over  our  hospitalization  and  related 
costs  of  two  years  earlier. 

When  you  consider  that  employ- 
ment costs,  of  which  hospitalization 
plans  are  a part,  represent  the  largest 
cost  of  doing  business  today,  you  can 
see  that  business  management  has  a 
very  special  responsibility  to  keep 
abreast  of  what  happens  in  the  health 
care  area. 

As  you  well  know,  95  percent  or 
more  of  all  the  hospital  beds  in  Amer- 
ica are  operated  by  public  or  private 
nonprofit  institutions.  I am  not  sure 
what  the  latest  and  most  accurate 
figures  are,  but  I would  estimate  that 
something  more  than  two-thirds  of  the 
funds  collected  in  metropolitan  hos- 
pital fund  drives  are  contributed  by 
business  and  industry. 

Over  the  past  two  years,  the  United 
States  Steel  Foundation  has  directed 
thirteen  percent  of  its  total  grants 
into  support  of  medical-health  proj- 
ects, including  hospital  expansion  and 
modernization  programs.  And  this 
Foundation  is  only  one  of  nearly  two 
thousand  business-industry  financed 
organizations  providing  assistance  to 
health  care  and  diverse  social  needs 
of  today. 

So  from  this  standpoint,  also,  busi- 
ness management  has  an  obligation  to 
be  aware  of  how  this  money  is  being 
spent.  It  must  seek  to  do  what  it  can, 
and  to  assist  where  it  can,  in  directing 
hospital  capital  development  toward 
maximum  effectiveness. 

Let  me  hasten  to  add,  however,  that 
industry’s  concern  in  the  health  care 
field  goes  considerably  deeper  than  the 
economic  reasons,  as  important  as  they 
may  be.  Contrary  to  a rather  popular 
myth,  businessmen  have  a sincere  in- 
terest in  the  people  within  their  com- 
panies. 


We  realize  that  the  general  health 
of  each  employee  and  the  members 
of  his  family  is  of  importance  to  him, 
and  to  the  realization  of  his  personal 
aspirations  both  on  and  off  the  job. 
And  this  means  that  we  must  look 
beyond  the  plant  gates  to  the  quality 
of  the  essential  services  which,  in  our 
modern  society,  we  consider  the  mea- 
sure of  a good  community. 

Health  services,  of  course,  are  very 
personal.  It  is  not  for  any  company 
to  try  to  influence  its  employees  in 
their  personal  selection  of  a hospital 
when  they  are  in  need  of  one.  And 
in  this  age  of  the  automobile,  em- 
ployees no  longer  reside,  necessarily, 
in  the  immediate  vicinity  of  the  plant 
or  office  where  they  work. 

This,  then,  is  why  industrial  firms 
in  areas  like  Allegheny  County  must 
look  at  the  total  configuration  of 
health  services  available  to  their  em- 
ployees. It  explains  why  we  have  a 
strong  interest  in  maintaining  a uni- 
formly high  quality  of  hospital  care 
throughout  the  area. 

So  when  you  put  together  all  of 
these  reasons — those  that  are  eco- 
nomic and  those  that  are  people- 
related — I think  the  businesses  and 
industries  of  Allegheny  County  do 
have  an  obligation  to  look  at  hospital 
planning,  and  to  be  of  assistance  where 
they  can  in  making  this  planning  a 
coordinated  effort. 

Coordination 

For  coordinated,  and  not  competi- 
tive, planning  is  the  sound,  practical 
and  more  efficient  approach  to  realiz- 
ing the  highest  quality  of  health  care 
resources  which  is  your  goal,  and 
which  is  our  desire  for  our  people  in 
industry. 

To  stress  a coordinated  approach  as 
opposed  to  a competitive  approach 
may  sound  like  heresy,  coming  from 
someone  who  is  a strong  champion 
of  America's  free  competitive  enter- 
prise system.  Let  me  explain. 
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Competition  has  a very  definite  role 
to  play  in  most  areas  of  American 
life.  Competition  helps  hospital  ad- 
ministrators to  keep  their  costs  at  a 
minimum,  as  suppliers  of  medical 
needs  and  hospital  equipment  com- 
pete against  one  another  for  the  busi- 
ness. 

Competition  between  steel  com- 
panies, between  steel  and  competitive 
materials  and  between  construction 
companies  and  construction  methods, 
plays  a major  part  in  getting  the  most 
out  of  every  capital  dollar  spent  for 
hospital  expansion  and  rebuilding. 

Of  course  this  is  the  purpose  of 
commercial  competition.  It  is  the 
reason  why,  in  a free  market  economy, 
we  are  able  to  get  consistently  more 
value  for  the  dollars  we  spend.  To- 
gether with  the  basic  objective  of  pro- 
viding a fair  return  to  stockholders, 
competition  has  proved  itself  to  be 
the  best  method  for  attracting  the 
most  practical  solutions  to  the  most 
difficult  problems. 

Competition  among  voluntary  hos- 
pitals, however,  can  tell  a different 
story.  The  evidence  indicates,  I be- 
lieve, that  where  such  competition 
results  in  unnecessary  duplication  of 
health  services,  it  is  not  always  a force 
for  good,  but  can  actually  work 
against  the  community’s  best  interests 
by  wasting  the  community’s  resources. 

And  perhaps  the  reason  for  this  lies 
in  the  fact  that  while  private  com- 
panies must  provide  goods  and  ser- 
vices in  order  to  make  money,  hos- 
pitals must  have  money  in  order  to 
provide  service.  In  the  voluntary  hos- 
pital field,  as  you  well  know,  there 
are  no  private  risk  takers.  There  is 
no  profit. 

Capital,  for  the  most  part,  comes 
from  the  community.  There  is  no 
thought  of  financial  gain  on  the  part 
of  the  donors,  but  rather,  a hope  that 
the  entire  community  might  gain 
through  improved  service. 

Admittedly,  service  itself  can  be  a 
competitive  factor  in  the  commercial 
world.  We  know  this  quite  well  in 
the  steel  industry,  and  in  U.  S.  Steel, 
we  say  that  our  business  is  no  longer 
one  of  producing  and  selling  steel 
products,  but  rather  the  marketing  of 
a steel-centered  service. 

With  ten  thousand  varieties  of  steel 
that  can  have  different  properties, 
shapes,  sizes  and  coatings,  we  can — 
and  do — tailor-make  steel  to  perform 
almost  any  kind  of  job,  under  any 
kind  of  conditions.  All  of  this  exper- 
tise in  steelmaking  has  value,  how- 


ever, only  if  steel  consumers  know 
about  it  and  can  utilize  it  in  their 
operations.  So  we  must  provide  metal- 
lurgical, research  and  various  other 
services  which  help  to  make  us  more 
competitive  in  the  marketplace. 

But  the  key  to  competitive  service 
in  industry  is  the  ability  to  supply 
each  customer  with  the  right  kind  of 
products,  at  the  right  time,  and  at  the 
right  price.  And  this  involves  the  same 
essential  factors  that  you  have  come 
here  today  to  talk  about — effective 
long-range  planning  that  is  coordi- 
nated with  the  needs  of  the  markets 
that  you  hope  to  serve. 

Like  you  in  the  hospital  field,  most 
industrial  long-range  planning  groups 
are  dealing  with  limited  amounts  of 
capital.  They  must  make  each  dollar 
of  expenditure  provide  maximum  ser- 
vice. In  steel,  for  example,  it  is  not 
practical  or  possible  for  every  mill  to 
have  its  own  primary  steelmaking  fa- 
cilities. And  certainly,  one  would 
quickly  go  broke  if  he  tried  to  produce 
the  complete  range  of  steel  products 
in  every  area  where  he  established 
production  facilities. 

What  I am  talking  about  with  re- 
gard to  industry,  of  course,  is  simply 
good,  intelligent  management.  And  I 
am  sure  that  what  you  are  seeking  in 
the  hospital  field,  with  regard  to  giv- 
ing the  maximum  service  at  the  mini- 
mum cost,  is  that  same  type  of  man- 
agement. 

A number  of  both  American  and 
foreign  professors  of  business  manage- 
ment feel  that  this  nation’s  industrial 
pre-eminence  does  not  rest  on  our 
technology  and  high  capital  investment 
per  employee  alone. 

Management  Techniques 

They  believe  that  another  major 
factor  is  the  way  we  have  been  able 
to  manage  our  industrial  resources  to 
obtain  the  most  efficient  and  produc- 
tive use  of  America’s  technology,  capi- 
tal investment  and  skilled  people. 

If  this  is  true,  and  I believe  it  is, 
then  it  seems  to  me  that  it  is  a factor 
to  be  recognized  in  areas  other  than 
business  and  industry.  Just  as  busi- 
ness management  is  accepting  a 
broader  range  of  social  responsibilities, 
so  I believe  those  in  the  social  and 
community  service  fields  must  become 
more  business-minded. 

There  is  a need  for  greater  under- 
standing of  modern  management  tech- 
niques, even  beyond  your  present 
familiarity  with  these  tools  and  their 
application.  And  I say  this  not  be- 


cause these  techniques  are  a part  of 
business,  but  because  I think  they  can 
make  the  job  of  managing  commu- 
nity services  less  difficult  and  more 
efficient. 

I have  heard  Governor  Scranton 
and  others  in  government  talk  of  a 
similar  need  in  their  field.  They  talk 
of  applying  modern  management 
methods  to  the  job  of  running  the 
business  of  government  in  the  best- 
balanced  interests  of  today’s  society.  , 

In  the  hospital  field,  which  is  our 
interest  here  today,  there  is  more  in- 
volved than  the  medical  resources  of 
treatments,  equipment,  pharmaceuti- 
cals and  so  on.  There  must  also  be 
the  factor  of  good  management. 

And  in  health  care,  as  in  business, 
this  quality  of  management  must  be 
evident  in  the  area  of  long-range  plan- 
ning. Good  management,  after  all,  is 
the  setting  and  achieving  of  predeter- 
mined objectives.  It  is  careful  analysis 
of  anticipated  needs,  and  astute  plan- 
ning to  realize  those  needs,  in  keep- 
ing with  the  fact  that  capital  funds 
are  never  sufficient  to  do  all  that  any 
long-range  planning  group  would  like 
to  do. 

There  is  abundant  evidence  that 
America  has  reached  some  key  point 
in  the  evolution  of  its  society.  Sudden- 
ly, we  seem  to  be  discovering  that  | 
what  was  adequate  yesterday  is  inade- 
quate today  and  woefully  short  of 
what  we  would  like  to  have  tomorrow. 

I’m  sure  this  audience  is  acutely 
aware  of  this  restless  stirring  in  the 
American  conscience.  We  see  it  here 
in  Allegheny  County  in  the  increasing 
attention  being  directed  toward  mass 
transportation,  education,  recreation 
and  much  more. 

The  important  question,  of  course, 
is  how  do  we  achieve  all  that  we  want 
to  achieve.  We  may  be  an  affluent 
nation,  but  America  possesses  no 
“Golden  Pitcher” — if  you  recall  your 
nursery  tales — out  of  which  can  be 
poured  an  endless  amount  of  capital 
assistance. 

Government  funds  cannot  fill  the 
gap.  Government  is  not  a productive 
force  in  our  society,  and  what  taxes 
syphon  off  for  re-distribution  at  the 
state  and  national  levels  simply  re- 
stricts the  amount  of  local  funds 
available  for  local  use. 

What  effect  then  will  demands  for 
more  social  progress  in  other  areas 
have  upon  the  capital  funds  available 
for  health  care  needs?  Perhaps  we 
can  blame  "Ben  Casey”  and  “Dr. 
Kildare,”  but  the  fact  remains  that 


88 


PENNSYLVANIA  MEDICINE 


Americans,  including  the  citizens  of 
Allegheny  County,  are  more  aware  of 
what  constitutes  good  medical  service. 
They  expect  to  receive  the  benefit  of 
the  advanced  medical  practices  that 
they  know  exist — and  they  want  them 
here,  now,  in  this  community. 

Sound  Planning 

And  this  is  why  I believe  that  to- 
day's meeting  has  come  at  a very 
appropriate  time.  For  it  is  in  sound 
planning  for  the  future — planning  that 
is  coordinated  to  reflect  a keen  aware- 
ness of  the  total  needs  of  this  com- 
munity— that  you  can  work  toward 
providing  the  maximum  service  at  the 
minimum  cost. 

It  is  now  almost  ten  years  since 
the  hospitals  of  this  County  approach- 
ed the  local  business  community  for 
support  in  developing  a systematic 
approach  to  coordinated  planning  of 
hospital  development.  The  first  step, 
as  most  of  you  know,  was  a land- 
mark report  prepared  by  the  Pennsyl- 
vania Economy  League  which  led 
directly  to  the  formation  of  the  Hos- 
pital Planning  Association. 

Perhaps  it  would  be  in  order  to 
review,  briefly,  the  role  of  the  Associa- 
tion. And  the  first  point  that  should 
be  stressed,  is  that  the  main  theme  is 
still  what  it  was  when  the  Association 
was  established  as  a citizen-sponsored, 
nonprofit  organization  six  years  ago: 
to  encourage  and  stimulate  each  hos- 
pital in  the  County  to  develop  its  own 
sound  planning  process. 

In  short,  the  Association  has  no  de- 
sire to  coerce  any  hospital  into  a pre- 
formed mold.  It  does  not  have,  and 
does  not  want,  such  authority.  It  is 
not  interested  in  force-fed  programs 
that  might  impinge  on  the  right  of  any 
patient  to  choose  his  own  physician 
and  his  own  mode  of  hospital  care. 

The  sole  purpose  of  the  Hospital 
Planning  Association  is  one  of  de- 
veloping a coordinated  plan  for  hos- 
pital capital  development  and  hence, 
hospital  services  in  Allegheny  County. 
Certainly  this  is  in  the  interest  of  both 
the  hospitals  and  the  public  they  serve. 

What  the  Association  asks  of  each 
hospital,  then,  is  simply  that  element 
of  good  management  which  I men- 
tioned a moment  ago.  It  asks  for  an 
effective  long-range  planning  process 
that  is  continuous,  and  which  enjoys 


some  formality  through  an  established 
Long-Range  Planning  Committee. 
And  we  recognize  that  the  effective- 
ness of  such  a committee  in  each  hos- 
pital depends  on  active  participation 
by  all  segments  of  the  medical  staff, 
plus  the  representation  of  key  hospital 
trustees  and  administrative  personnel. 

Good  long-range  planning,  of 
course,  cannot  be  done  in  a vacuum. 
Those  responsible  must  be  aware  of 
the  many  dynamic  forces  that  work 
to  change  the  character  of  a hospital 
and  the  demands  that  are  made  upon 
it  by  the  community. 

Those  of  us  affiliated  with  the  Hos- 
pital Planning  Association  who  spend 
our  working  days  in  industry  know 
quite  well  that  change  can  often  be 
painful.  But  we  also  know  that  change 
is  inevitable,  and  the  most  effective 
pain-reliever  is  a willingness  to  accept 
this  fact. 

lust  as  industry  confronts  changing 
technology,  changing  markets,  chang- 
ing practices  and  procedures,  so  in 
the  hospital  field  you  face  changing 
medical  practices,  changing  physician- 
hospital  relationships  and  changing  re- 
lations between  physicians  and  the 
communities.  I should  think,  however, 
that  in  an  area  where  preventive  medi- 
cine has  proved  its  value  so  outstand- 
ingly, participants  in  hospital  planning 
should  recognize  that  by  anticipating 
and  preparing  for  change,  they  can 
lessen  its  impact  considerably. 

The  approach  of  the  Hospital  Plan- 
ning Association,  underlining  the  inde- 
pendence of  each  individual  hospital 
in  Allegheny  County,  provides  a 
unique  service  in  an  area  where  a co- 
ordinated pattern  of  over-all  commu- 
nity service  has  become  essential.  The 
staff  of  the  Association  is  prepared  to 
offer  assistance  at  every  step  through- 
out the  entire  planning  process. 

But  the  burden  of  success,  as  it 
should  be  in  such  a voluntary  ap- 
proach, lies  with  each  independent 
hospital.  Each  must  make  its  own 
separate  determination  of  the  people 
it  will  serve  and  the  services  it  will 
provide.  And  while  none  can  or 
should  seek  to  be  all  things  to  all 
people,  the  Association  believes,  and 
the  experience  of  the  past  six  years 
trends  to  prove,  that  there  is  a definite 
role  for  each  institution  to  play. 

We  already  have  in  this  County 


some  of  the  finest  medical  facilities 
available  anywhere  in  the  world.  Our 
job  is  to  build  upon  this  base — with 
purpose,  with  logic,  and  with  our  one 
objective  being  the  finest  hospital  care 
and  attention  for  every  resident  at  the 
lowest  possible  cost  to  the  community. 

It  is  not  intended  to  be  an  easy  job 
—but  then,  nothing  worth-while  is  ever 
easily  attained.  Considering  all  the 
trends  evident  in  America  today,  how- 
ever, I think  it  is  an  essential  task. 
We  shall  either  do  the  job  voluntarily 
and  independently,  or  failing  this,  we 
shall  find  ourselves  carrying  out  the 
plans  of  some  central  authority  claim- 
ing to  represent  the  will  of  the  people. 

In  short,  it  is  no  longer  a question 
of  whether  a voluntary  community 
health  institution  will  systematically 
plan  its  future.  Today,  it  is  absolutely 
essential,  and  I am  sure  that  the 
leadership  which  I have  encountered 
on  hospital  planning  committees  in 
this  County  will  not  waver  in  accept- 
ing this  challenge. 

I understand  that  in  the  science  of 
physiology,  there  is  an  effect  referred 
to  as  “synergism.”  That  is,  certain 
different  materials  mixed  together  can 
produce  a final  effect  greater  than  the 
sum  of  their  separate  parts.  I also 
understand,  from  my  own  experience, 
that  what  is  true  in  scientific  matters, 
is  frequently  true  in  the  affairs  of 
people. 

This  is  the  kind  of  effect  that  the 
Hospital  Planning  Association  is  seek- 
ing to  bring  about.  Separately,  the 
hospitals  of  this  County  are  great 
forces  for  community  service  and  a 
vital  source  of  fine  ideas,  talent  and 
leadership  in  the  health  care  field. 

But  brought  together  in  a spirit  of 
cooperation,  and  with  a determination 
to  achieve  a mutual  fulfillment  of  the 
total  needs  of  this  community,  the 
Association  believes  its  combined  tal- 
ents and  ideas  and  leadership  can  be- 
come infinitely  greater  than  the  sum 
of  its  separate  parts. 

And  if  I can  presume  to  speak  for 
another  segment  of  this  County — its 
business  management — I can  tell  you 
that  our  goal  is  simply  to  help  you, 
and  to  help  others  where  we  can,  to 
reach  the  higher  ideals,  the  greater 
achievements,  the  finer  nation  and 
world  that  is  and  always  has  been 
the  true  American  dream. 
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OFFICIALLY  ENDORSED 


DISABILITY  INSURANCE  PROGRAMS 

ACCIDENT  AND  HEALTH  PROTECTION 


Indemnities  up  to  $150.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 
pital benefits  and  surgical  protection  available  for  both 
members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 

MAJOR  HOSPITAL  EXPENSE  PROTECTION 

$7,500  Maximum  Benefits  after  $500  deductible  for  both 
members  and  dependents. 

This  protection  may  be  retained  for  life! 


HIGH  LIMIT  ACCIDENTAL  DEATH,  DISMEMBERMENT 
AND  PERMANENT  TOTAL  DISABILITY 


Maximum  limit  $150,000  member;  $75,000  wife  of 
member.  New  low  cost  of  $ .85  per  thousand  per  year. 
Full  principal  sum  paid  for  permanent  and  total  dis- 
ability from  bodily  injury. 
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Communication  A Three  Part  Series 

Part  II  The  Hidden  Assumptions 

Finding  and  examining  several  of  the  hidden  assumptions  that  can 
lead  to  distorted  communications  between  doctor  and  patient 


(MICHELE  TOLELA 
Denver,  Colorado 

ell,  doctor,  I feel  real  funny  in 
my  stomach.  . . . No,  not  there 
lower.  . . . Oh,  it’s  not  the 
stomach?  Well,  it’s  kind  of  like  hav- 
ing a gun  inside  that  shoots  bullets, 
and  then  my  stomach  feels  like  it 
shrinks.  You  know  what  I mean.” 

Doctor,  you  might  or  might  not 
know  what  your  patient  means.  Your 
patient  might  or  might  not  know  what 
you  mean  when  his  prescription  reads 
“Three  capsules  a day,  before  each 
meal.” 

Your  diagnosis  depends  partly  on 
the  information  you  get  from  the  pa- 
tient. This  is  communication.  Your 
advice  to  the  patient  is  only  helpful 
to  the  extent  he  understands  what  is 
to  be  done  and  how  to  do  it.  This 
is  communication. 

Because  communicative  behavior  is 
an  integral  part  of  our  lives,  we  rarely 
examine  it.  We  usually  do  not  ques- 
tion the  assumptions  on  which  it  is 
based.  Many  of  these  assumptions  are 
quite  sound.  Others  are  fallacious,  in- 
adequate, and  misleading. 

I It  is  our  purpose  here  to  examine 
and  attack  three  of  these  misleading 
assumptions.  First,  we  assume  that 
what  we  communicate  about  is  “out 
there”;  something  outside  ourselves. 
This  assumption  is  slightly  short  of 
being  a half-truth. 

A second  assumption  that  colors  our 
attitude  toward  communication  is  that 
words  have  meanings  and  that  mean- 
ings can  be  transferred.  This  assump- 
tion is  false. 

The  third  assumption  we  are  going 
to  examine  is  a corollary  of  the  second. 
It  is  that  human  communication  is  es- 
sentially a logical  exercise  in  which 
verbal  symbols  have  a fixed  content. 
This  assumption  is  actively  vicious.  It 
can  kill  people — your  patients. 

® This  article  is  the  second  in  a three 
part  series  on  communication , the  first 
of  which  appeared  in  the  January 
issue. 


Let  us  consider  faulty  assumption 
in  number  one.  Upon  making  a diag- 
nosis do  you  not  assume  you  are  re- 
porting inferences  about  the  physical 
condition  of  the  patient — inferences 
stemming  from  observation  of  symp- 
toms “out  there?” 

This  seems  so  obvious  that  it  might 
irritate  you  to  have  it  suggested  that 
something  else  is  happening. 

However,  when  we  talk  or  write  we 
are  not  just  describing  what  happened 
outside  of  us;  we  are  describing  an 
interaction  between  what  happened  in 
the  outside  world  and  what  happened 
inside  ourselves.  Let  us  see  how  we 
come  to  be  involved  in  that  process. 

First,  we  know  that  the  events  we 
talk  about,  describe,  or  communicate 
about  have  been  selected  by  our  senses 
out  of  an  infinitely  large  number  of 
available  events.  We  know  that  our 
nervous  system  can  only  react  to  a few 
of  all  the  stimuli  that  impinge  upon 
it  at  a given  moment.  Our  spectrum 
of  visible  light,  for  example,  is  a very 
little  band  of  all  the  waves  or  particles 
of  energy  that  mechanical  instruments 
can  now  detect.  This  neuro-physiolo- 
gical  filtering  is  accompanied  by  a 
psychological  filtering.  We  tend  to 
perceive  things  in  terms  of  ourselves. 
The  way  we  look  at  the  world  is  col- 
ored by  our  position  in  space  and 
time,  our  assumptions,  our  expecta- 
tions, our  past  experiences,  our  habits, 
our  needs,  and  our  fears.  We  recog- 
nize things  by  what  experience  we 
have  had  with  them  before.  We  take 
to  any  given  perception  a lifetime  of 
learnings  and  tend  to  see  the  new 
situations  in  terms  of  the  old. 

"All  the  world  is  yellow  to  a jaun- 
diced eye.”  As  a scientist  you  some- 
times make  observations  with  the  help 
of  an  instrument,  such  as  a micro- 
scope. When  you  report  your  obser- 
vations, you  take  the  trouble  to  include 
a statement  about  the  instrument.  This 
is  necessary  if  another  scientist  is  go- 
ing to  evaluate  your  report. 


In  a manner  of  speaking,  your 
nervous  system  is  a marvelous  hook- 
up of  instruments,  with  fully  as  much 
variability  as  is  found  between  differ- 
ent kinds  of  microscopes.  Yet  we 
ignore  this  and  forget  to  report  (to 
ourselves)  on  the  kind  and  condition 
of  our  “instruments”  when  we  make 
statements  about  what  we  have  ob- 
served with  them.  It  is  not  wicked 
for  a color-blind  man  to  fail  to  report 
the  presence  of  the  color  to  which  he 
is  blind,  but  that  does  not  prove  the 
color  is  not  present. 

As  a matter  of  fact,  we  not  only 
fail  to  report  about  our  nervous  “in- 
struments” when  making  statements 
about  what  they  tell  us,  we  usually 
fail  to  take  notice  of  them  at  all.  So 
we  talk  about  what  is  “out  there” 
without  recognizing  that  we  are  really 
talking  about  an  interaction  between 
our  own  nervous  systems  and  the 
stimuli  supplied  from  “out  there.” 

Like  the  color-blind  man,  each  of 
us  is  subject  to  an  internal  set  of 
physiological  and  psychological  filters. 
A value  judgment  like  “So  and  So  is 
a good  doctor”  is  as  much  a statement 
about  the  doctor  as  it  is  a report  on 
the  evaluator’s  yardsticks  and  criteria. 

The  implications  of  the  transaction- 
al nature  of  reality  are  of  prime  im- 
portance for  our  daily  communica- 
tions. Because  of  the  physiological 
and  psychological  differences  between 
human  filter  systems,  and  because  no 
two  persons  are  in  the  same  position 
in  space  and  time,  no  two  individuals 
can  perceive  exactly  the  same  thing 
when  they  look  at  the  same  object. 
Many  of  the  communication  break- 
downs we  witness  can  be  attributed 
to  a lack  of  awareness  of  this  basic 
proposition.  Many  of  the  arguments 
we  get  into  arise  because  we  think  we 
are  talking  about  what  is  going  on  in 
the  world  around  us  while  we  are  ac- 
tually talking  more  about  our  own  way 
of  perceiving  that  world. 
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Now  to  the  second  assumption  that 
colors  our  attitude  toward  communi- 
cation. It  is  that  words  have  mean- 
ings and  that  meanings  can  be  trans- 
ferred. We  all  know  the  story  of  the 
person  who,  when  asked  why  he  called 
a pig  a “pig,”  replied  “because  it  is 
so  dirty.” 

This  might  be  far-fetched  but  we  all 
have  heard  discussions  about  “proper” 
language  or  “real”  meaning  of  certain 
words. 

Where  is  meaning  if  words  are  only 
scratches  of  ink  on  a piece  of  paper 
and  speech  is  only  air  waves  set  in 
motion  by  our  articulatory  mecha- 
nism? Can  meaning  be  a physical 
thing  that  we  find  on  a piece  of  paper 
or  in  the  air?  We  might  not  really 
believe  this  but  we  behave  as  though 
we  believed  it.  We  tell  people  to  look 
in  the  dictionary  fo  find  the  meaning 
of  a word.  We  cling  wholeheartedly 
to  the  fallacy  that  the  use  of  words 
will  insure  understanding  on  the  part 
of  our  listener,  unless  he  is  too  ig- 
norant to  know  the  meanings  words 
have.  We  exhibit  all  too  often  what 
David  Berio1  calls  the  “I  told  them” 
syndrome:  because  we  utter  words, 
we  believe  someone  else  will  under- 
stand them  the  way  we  mean  them. 
And  then  we  are  faced  with  the  hard 
reality  of  a misunderstanding,  and  are 
prone  to  blame  the  other  person  be- 
cause “we  told  him  in  plain,  simple 
English.” 

Meanings  are  not  in  words,  how- 
ever. Meanings  are  in  people.  They 
are  learned,  they  are  personal,  they 
are  our  own.  As  Berio  states,  “We 
learn  meanings,  we  add  to  them,  we 
distort  them,  forget  them,  change 
them.  We  cannot  find  them.  They 
are  in  us,  not  in  messages.” 

Fortunately  we  find  people  who 
have  meanings  somewhat  similar  to 
ours.  To  that  extent  we  can  commu- 
nicate. However,  communication  does 
not  consist  of  the  transmission  or 


1 David  K.  Berio  “ The  Process  of  Communica- 
tion,” Holt,  Rinehart  and  Winston,  1960. 


transfer  of  meanings  from  person  to 
person.  Again  Berio  states:  “Mean- 
ings are  not  transmittable,  not  trans- 
ferable. Only  messages  are  transmit- 
table and  meanings  are  not  in 
messages,  they  are  in  the  message- 
users.”  Many  arguments  arise  from 
the  false  belief  that  a word  has  a 
specific  meaning  and  that  one  who 
uses  the  word  intends  to  express  that 
meaning.  “Democracy”  for  an  Ameri- 
can is  not  “Democracy”  for  a Rus- 
sian. “Appendectomy”  for  a 7 year- 
old  is  probably  not  “Appendectomy” 
for  an  adult. 

The  false  assumption  that  meanings 
are  in  words  leads  to  the  third  dan- 
gerous assumption  that  whatever  is 
taking  place  in  human  communication 
is  something  essentially  logical.  We 
believe,  too  naively  perhaps  that  com- 
munication is  a verbal  game  involving 
words,  spoken  or  written,  and  that 
once  we  know  the  rules  of  the  game 
(language)  we  should  play  it  success- 
fully. Communication,  however,  is 
more  than  a verbal  game.  It  involves 
people  and  people  have  feelings  that 
color  how  they  behave,  what  they  say, 
and  how  they  understand  what  they 
see  or  hear.  People  feel,  and  we  for- 
get it  all  too  often.  People  fear  and 
love,  respect  and  admire;  people  get 
angry;  people  get  hurt.  Perhaps  be- 
cause of  a long  tradition  of  pragma- 
tism, perhaps  because  our  culture 
distrusts  emotional  involvement,  we 
tend  to  dismiss  feelings.  If  we  go  so 
far  as  to  recognize  that  we  do  have 
some,  we  certainly  are  not  prepared 
to  talk  about  them.  So  we  push  them 
aside  and  deal  with  people  on  a “ra- 
tional” basis.  This  is  not  to  say  that 
men  are  not  rational.  The  point  is 
that  men  have  feelings  and,  whether 
we  like  it  or  not,  those  feelings  are 
part  of  any  human  transaction.  Feel- 
ings tend  to  be  expressed  through  non- 
verbal communication.  Smiles, 
frowns,  gestures,  facial  expressions, 
tone  of  voice,  are  all  ways  of  express- 
ing feelings.  Much  of  the  time  we 


are  not  aware  of  what  we  communi- 
cate through  our  non-verbal  behavior 
Oftentimes  our  non-verbal  communi- 
cations are  incongruent  with  our  ver- 
bal messages.  When  a doctor  listens 
to  a patient,  tells  him  he  feels  very 
concerned,  and  at  the  same  time 
glances  impatiently  at  his  watch,  which 
of  the  messages  will  the  patient  be- 
lieve? 

The  charge  of  the  Light  Brigade  at 
Balaclava  was  not  the  last  occasion  on 
which  disaster  followed  hard  upon  the 
assumption  we  have  been  discussing. 
At  Balaclava  it  was  a non-verbal 
“communication”  containing  no 
known  meaning  at  all  which,  when 
interpreted  “logically,”  set  Lord  Car- 
digan and  his  Six  Hundred  off  on 
their  suicidal  ride.  The  Six  Hundred 
were  victims  of,  among  other  things, 
a “misunderstanding.” 

Depending  on  the  three  fallacious 
assumptions  just  described,  we  believe 
that  we  all  know  how  to  communi- 
cate and  therefore  do  not  need  to 
learn.  We  are  probably  willing  to 
concede  that  communication  is  a com- 
plex process.  Communication  is  not 
a discrete  phenomenon  beginning  with 
the  first  word  uttered  between  two 
people  and  ending  when  the  last  word 
has  been  heard.  A communicative  act 
has  a history  in  the  past  and  pitfalls  in 
the  future.  It  is  influenced  by  the  as- 
sumptions, the  expectations,  the  past 
experiences  of  the  communicators.  It 
will  influence  the  communicators’  be- 
havior in  the  future.  It  is  simply  un- 
realistic to  assume  we  automatically 
know  all  the  factors  that  come  into 
play  to  make  a communicative  rela- 
tionship what  it  is  at  a given  moment. 
It  is  more  fruitful,  more  challenging 
perhaps,  to  adopt  a somewhat  hum- 
bler attitude  and  look  at  communica- 
tion as  a complex  process  that  has  to 
be  learned; that  can  be  learned. 


NEXT  MONTH:  Some  useful  as- 

sumptions and  some  other  devices 
which  can  help  improve  communica- 
tion between  doctor  and  patient. 


Drug  Research  Costs  Up: 
New  Products  Down 

Expenditures  on  prescription  drug 
research  and  development  reached  a 
new  high,  but  fewer  new  products 
actually  reached  the  market  in  1966 
than  during  any  single  year  on  record. 

C.  Joseph  Stetler,  president  of  the 
Pharmaceutical  Manufacturers  Asso- 
ciation (PMA),  said  the  situation  was 


attributable  to  several  factors,  includ- 
ing difficulties  encountered  under  fed- 
eral drug  regulations.  He  said  the 
1962  federal  drug  amendments  had 
necessitated  increasingly  lengthy,  cost- 
ly periods  for  manufacturers  to  de- 
velop technical  information  required 
by  the  government.  Stetler  added  that 
more  time  also  has  been  required  by 
the  Food  and  Drug  Administration  for 
processing  applications. 


Total  research  and  development 
expenditures  during  1966  were  esti- 
mated by  Stetler  at  about  $400  mil- 
lion. He  said  only  eleven  basic  new  I 
products  had  been  marketed  in  the 
year,  compared  with  twenty-three  in  I 
1965,  seventeen  in  1964,  eighteen  in 
1963,  twenty-eight  in  1962,  and  forty-  * 
one  in  1961.  The  peak  year  was  1959 
when  sixty-three  new  products  were 
introduced. 
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Part  II— Federal  Gift  Tax 

Financial  Planning 

Several  popular  methods  a physician  may  employ  to  effectively  utilize 
gift  tax  exemptions  as  a legal  means  of  reducing  tax  impact  on  assets 


WILLIAM  F.  DELAFIELD 
Philadelphia,  Pennsylvania 

The  Federal  gift  is  also  a graduated 
tax  and  is  equivalent  to  about 
75%  of  the  estate  tax.  Since  as- 
sets given  away  are  removed  from  the 
top  estate  tax  rates  and  are  subject  to 
the  bottom  end  of  the  gift  tax  brackets, 
the  tax  savings  resulting  from  a gift 
of  assets  is  far  greater  than  just  the 
difference  in  the  rate  schedules.  Addi- 
tionally, under  the  gift  tax  laws  each 
person  may  give  each  year  $3,000  or 
less  to  as  many  other  persons  as  he 
or  she  wishes  without  reporting  a gift 
or  incurring  a gift  tax.  It  should  be 
stated  that  this  is  the  most  common 
method  employed  to  make  tax  free 
gifts.  Also  each  person  may  give  away 
a total  of  $30,000  once  during  his  life- 
time without  gift  tax. 

If  a spouse  joins  in  a gift,  a married 
couple  may  give  $6,000  to  as  many 
persons  as  they  wish  each  year  even 
though  the  assets  all  belong  to  one  or 
the  other  of  them.  In  this  event,  while 
no  gift  tax  is  incurred,  a gift  tax  in- 
formation return  must  be  filed.  This 
permits  married  couples  to  split  gifts 
between  themselves  for  the  computa- 
tion of  gift  taxes  just  as  they  are  per- 
mitted to  split  their  income  for  the 
computation  of  Federal  income  taxes 
by  filing  a joint  return. 

To  demonstrate  the  use  of  these 
gift  tax  exemptions  and  the  effect  of 
splitting  the  gift,  let  us  again  take  the 
case  of  the  physician  with  a $300,000 
net  estate  after  debts  and  expenses, 
and  assume  he  wishes  to  give  $50,000 
to  each  of  his  two  adult  children,  and 
that  his  wife  consents  to  the  gift.  The 
result  would  be  approximately  as 
shown  in  TABLE  I. 

The  above  program  would  reduce 
the  estate  for  the  wife,  but  the  chil- 
dren would  receive  $100,000  through 
this  gift  method  at  an  approximate 
gift  tax  cost  of  only  $1,400.  It  is 

® This  is  the  second  in  a three  part 
series  on  financial  planning,  the  first 
of  which  appeared  in  the  January 
issue. 


strongly  pointed  out  that  gifts  should 
not  be  made  for  tax  savings  alone, 
but  should  be  tested  against  their  real 
usefulness  to  the  recipient  and  the 
economic  effect  on  the  donor  and  his 
wife.  If  all  these  factors  can  be  re- 
solved satisfactorily,  the  results  can  be 
significant. 

Gift  Trusts 

Another  consideration  is  the  man- 
ner in  which  gifts  are  made.  The 
example  assumed  the  gifts  were  made 
outright  to  the  two  adult  children; 
however,  it  may  be  that  the  gifts 


$500  for  the  gift  to  that  child  since  the 
$6,000  annual  gift  tax  exclusion  could 
not  be  fully  used.  The  reason  is  that 
while  the  gift  would  be  complete  and 
irrevocable  in  trust  for  the  child,  he 
would  not  have  in  himself  the  unre- 
stricted benefit  of  the  total  sum  given; 
but  rather  only  the  income  from  it 
and  the  use  of  the  principal  for  his 
benefit  as  judiciously  determined  by 
the  Trustee. 

Other  types  of  gift  trusts  are  receiv- 
ing considerable  current  attention. 
One  of  these  is  a trust  which  may  be 
established  for  a minor  with  the  in- 


should be  made  in  certain  types  of  come 

TABLE  I 

either  used 

for  him  by  the 

Net  Estate 

$300,000 

Gifts 

100,000 

New  Net  Estate 

$200,000 

Estate  tax  on  V2  of  $300,000— 

$17,900 

Estate  tax  on  V2  of  $200,00= 

4,800 

Saving  in  Estate  Tax 

$13,100 

Amount  of  each  gift 

$50,000 

Annual  Exclusion 

6,000 

Physician’s  exemption 

30,000 

Net  taxable  gift 

$14,000 

Gift  Tax 

$700 

Total  gift  tax  on  2 gifts  of  $50,000  each* 

1,400 

Net  tax  saving 

$11,700 

* Assumes  that  wife  will  also  use  her  $30,000  lifetime  exemption. 

trusts.  When  trusts  are  used  the  gift 
tax  impact  may  be  changed,  but  gen- 
erally speaking  it  will  still  be  advan- 
tageous as  compared  to  the  Federal 
Estate  Tax.  For  instance,  if  one  of  the 
children  in  our  example  had  been 
handicapped  and  needed  the  protection 
of  a gift  in  trust  for  his  benefit,  the 
gift  tax  would  be  increased  by  about 


Trustee  or  accumulated  for  him  dur- 
ing his  minority  and  until  he  reaches 
age  twenty-one.  This  type  of  trust 
can  be  most  beneficial  in  that  the  in- 
come from  the  assets  placed  in  trust 
is  either  taxed  to  the  minor  or  to  the 
trust  if  it  is  accumulated.  Obviously 
both  the  child  and  the  trust  would 
pay  income  taxes  in  low  brackets 
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affording  a substantial  income  tax  sav- 
ing to  the  family  group  and  providing 
the  child  with  a very  nice  gift  of 
principal  assets  and  accumulated  in- 
come when  he  reached  his  majority 
without  the  payment  of  any  further 
taxes  of  any  kind.  This  type  of  trust 
would  be  irrevocable  and  the  assets 
placed  in  it  would  be  removed  from 
the  estate  of  the  donor  of  the  trust, 
thus  also  affording  estate  tax  savings. 

Another  popular  type  of  trust  is 
that  which  is  established  to  pay  the 
income  to  a dependent  parent  or  rela- 
tive for  a term  of  ten  years  or  for 
the  life  of  the  dependent.  For 
example,  our  physician  with  the 
$300,000  net  estate  might  be  provid- 


Children  s Hospital 
Receives  Grant 

The  Children’s  Hospital  of  Phila- 
delphia Home  Care  program  has  re- 
ceived from  the  U.S.  Children’s 
Bureau  a grant  of  $38,722  to  continue 
what  is  believed  to  be  the  only  chil- 
dren’s home  care  program  in  the 
country. 

According  to  Frederick  B.  Becker, 
M.D.,  medical  director  of  the  pro- 
gram, the  project  was  created  about 
a year  ago  to  determine  whether  or 


ing  his  aged  mother  with  $200  a month 
support.  By  placing  approximately 
$50,000  of  assets  in  a trust  which 
would  yield  5%  and  by  directing  his 
Trustee  to  pay  the  $2,500  of  annual 
income  of  the  trust  to  his  mother  in 
monthly  installments,  he  could  relieve 
himself  of  this  payment  from  his 
after  income  tax  dollars.  If  we  further 
assume  that  he  is  in  the  50%  income 
tax  bracket  it  obviously  now  costs  him 
about  $4,800  each  year  to  provide  his 
mother  with  $2,400.  If  he  foregoes 
$2,500  of  income  from  his  $50,000, 
he  is  in  effect  only  giving  up  $1,250 
each  year  so  that  over  a period  of 
ten  years  or  more  the  increase  in  the 
physician’s  net  spendable  income  will 


not  comprehensive  health  services 
could  be  provided  to  children  in  their 
homes. 

To  date,  123  children  have  been 
safely  cared  for  at  home.  Dr.  Becker 
reported  that  the  project  aims  to  either 
shorten  the  hospital  stay  of  children 
or  provide  an  alternative  to  hospital 
admission  with  its  subsequent  emotion- 
al impact  and  possible  economic  hard- 
ship on  families. 

Mrs.  Margaret  Dempski,  R.N.  ad- 
ministrative director  of  the  home  care 
program,  noted  that  24  of  the  cases 
handled  at  home  were  children  with 


be  substantial.  At  the  end  of  the  ten- 
year  period  or  when  the  physician’s 
mother  died,  the  assets  in  the  trust 
would  revert  to  the  physician  so  that 
he  would  again  have  his  $50,000  and 
the  $2,500  of  income  from  it.  By 
placing  assets  in  this  type  of  term 
trust,  while  they  are  not  removed  from 
the  estate  of  the  donor,  such  a trust 
may  be  established  with  little  or  no 
gift  tax  depending  on  its  size  since 
both  of  the  gift  exemptions  may  be 
applied. 

NEXT  MONTH: 

Term  Trust  Variations 

lead  poisoning. 

She  pointed  out  that  some  children 
fail  to  show  symptoms  of  poisoning 
even  though  they  have  absorbed  lead. 
These  youngsters  can  be  tested  for 
elevation  of  lead  in  the  hospital’s  out- 
patient department.  The  de-leading 
process,  however,  is  then  carried  out 
in  the  youngster’s  home  under  Chil- 
dren's home  care  program.  In  addi- 
tion to  the  actual  de-leading  of  the 
patient,  the  representative  of  the  com- 
munity nursing  service  begins  to  work 
with  the  family  along  the  lines  of 
health  supervision. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration-,  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 
Streptococci 


V-Cillin  K" provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methici  1 lin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0. 1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M..  New  England  J.  Med. ,269  1019,  1963, 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R : Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'SL... 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful]  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin, 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  muc 
less  common  with  administration  of  oral  penicillin  than  with  intramusc 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  < 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin 
administered,  measures  for  treating  anaphylaxis  should  be  readi 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  f 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamin 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ovt 
growth  of  antibiotic-resistant  organisms,  in  such  a case,  antibiotic  o 
ministration  should  be  stopped  and  appropriate  measures  taken 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-O! 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg  (200,000  unit 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg  of  body  weight  divid- 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a di 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  c 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  D' 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
rheumatic  fever  or  congenital  heart  disease  may  be  200.000  units  or  ] 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extn  1 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,C  I 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  d<  ; 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  ; 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderar  < 
severe  pneumococcus  pneumonia  has  been  treated  effectively  v 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  gi 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pro 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  ' 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  sypt  - 
should  have  a dark-field  examination  before  receiving  penicillin  < I 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U S P 125  mg  (200,000  units)  ' 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,  ) 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  ^ 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


The  Dilemma  of  the 

The  American  Boards  of  Medicine 
and  Pediatrics  have  announced  re- 
cently that,  henceforth,  residency  pro- 
gram approval  will  be  contingent  upon 
the  presence  of  at  least  one  full-time 
departmental  physician.  Since  univer- 
sity hospitals  already  ful-fill  such  re- 
quirements, these  new  regulations  are 
obviously  directed  at  the  numerous 
community  hospital  residency  pro- 
grams. 

The  “teaching  hospital”  designation, 
one  which  many  institutions  proudly 
boast  has,  as  its  most  important  foun- 
dation, the  training  of  house  officers. 
Many  have  achieved  recognition  as 
outstanding  centers  of  medical  care 
and  practice  while  being  independent 
of,  or  only  tenuously  linked  to,  medi- 
cal schools.  Several  obvious  dilemmas 
now  appear: 

1 ) Can  a community  hospital 
flourish  without  the  stimulation  of 
house  officers  or  medical  students? 

2)  In  which  direction  is  medical 
practice  proceeding?  If  full-time 
staff  members  are  appointed,  what 
will  be  their  duties,  responsibilities, 
privileges,  and  relationship  to  the 
part-time  staff? 

3)  Is  the  increased  cost  of  full- 
time staff  physicians  justified  in 
terms  of  the  return  to  the  commu- 
nity and,  how  will  such  cost  be 
funded? 

There  is  little  doubt  that  the  en- 
thusiasm, intellectual  curiosity  and 
quest  for  knowledge  of  the  medical 
neophyte  acts  as  a stimulus  to  the 
attending  staff.  The  physician  whose 
professional  knowledge  and  decisions 
are  under  scrutiny  is  more  thought- 
ful in  his  management  and  more 
sensitive  to  the  judgment  of  his  col- 
leagues. Competent  consultations  are 
encouraged,  professional  care  im- 
proves, and  ancillary  services,  such 
as  nursing,  medical  records,  labora- 
tory, and  housekeeping,  sensitive  to 
the  level  of  professional  activity,  tend 
to  follow  suit.  General  deterioration 
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Community  Hospital 

of  care  has  often  been  noted  as  a 
sequel  to  the  loss  of  house  staff  train- 
ing programs.  Furthermore,  many 
communities  and  governmental  agen- 
cies seem  sensitive  to  these  concepts 
and  are  often  reluctant  to  support 
hospitals  whose  teaching  programs 
have  dwindled  or  been  revoked. 

What  of  the  role  of  the  private 
practitioner?  Is  the  mushrooming  of 
full-time  staffs  in  the  university  cen- 
ters a portent  of  things  to  come  in 
the  community  hospital?  Indeed  it  is! 
Not  only  have  the  specialty  boards 
provided  an  impetus  toward  hospital 
practice,  but  the  federal  government’s 
recent  legislation  creating  centers  for 
the  treatment  of  heart  disease,  stroke 
and  cancer  indicate  greater  specializa- 
tion and  centralization  with  ever  en- 
larging salaried  staffs.  With  utilization 
committees,  fee  limitations,  privilege 
restrictions  and  omnipotent  medical 
administrators  here  or  around  the 
corner,  the  laissez  faire  concept  of 
American  medical  practice  seems 
doomed. 

Society  has  a right  to  know  whether 
private  practitioners  can  provide  the 
dynamism  to  grow  with  the  knowl- 
edge explosion,  to  provide  outstanding 
patient  care,  to  police  themselves  and 
to  call  “a  spade  a spade”  by  con- 
trolling delinquents.  Are  dedicated 
physicians  burdened  with  long  hours, 
relatively  inefficient  practices  and  a 
variety  of  interests  and  responsibilities 
obligated  to  an  “out”  position  while 
“outsiders,”  appointed  to  positions  of 
authority  control  their  professional 
destinies? 

While  the  practicing  physician  has 
often  been  subject  to  the  benevolent 
despotism  of  the  “executive  commit- 
tee” of  his  hospital  medical  staff, 
economic  and  social  checks  and  bal- 
ances have  tended  to  prevent  excesses. 
He  is  now  faced  with  full-time  physi- 
cians, granted  dictatorial  powers,  lead- 
ing comfortable  salaried  lives  without 
the  worries  and  expense  of  practice 
administration  and  resents  being  dele- 
gated to  the  role  of  unreimbursed 


pawn  in  a program  whose  growth  may 
cause  further  degradation  of  his  posi- 
tion. It  now  appears  possible  that  the 
autocracy  of  salaried  “outsiders,”  re- 
sponsible not  to  the  staff  which  they 
administer,  but  to  nonprofessional 
sources  of  power  may  be  substituted, 
thus  encroaching  upon  the  traditional 
right  of  the  medical  staff  to  govern 
itself.  Furthermore,  the  extension  of 
private  practice  privilege  to  the  sal- 
aried physician  often  poses  an  econom- 
ic threat  with  all  the  ramifications  of 
“unfair  competition.” 

The  community  hospital  then,  buf- 
fetted  by  the  competition  and  high 
quality  of  the  university  center,  the 
economic  threat  of  burgeoning  high- 
salaried  positions,  and  the  possible 
loss  of  the  teaching  hospital  appela- 
tion,  is  in  danger  of  alienating  its  own 
medical  staff  unless  a rapproachement 
is  reached  between  the  full-time  staff 
and  the  disillusioned  part-timers. 

It  must  recognize,  in  addition,  that, 
although  greater  control  of  the  profes- 
sion may  be  anticipated,  the  self-em- 
ployed physician  will  likely  continue 
to  bear  the  brunt  of  medical  practice 
in  this  country.  How  then  may  he  be 
protected,  supported — even  nurtured 
— at  a time  when  third  party  regula- 
tion is  rampant  and  what  can  be  done 
to  minimize  these  stresses? 

It  is  proposed  that: 

a)  Wherever  possible,  full-time 
physicians  should  be  drawn  from 
the  most  select  members  of  the 
local  medical  community,  thus  min- 
imizing the  “insider-outsider”  clash 
and  generally  maintaining  the  status 
quo. 

b)  Wherever  practicable,  private 
practice  privileges  should  not  be  per- 
mitted to  full-time,  salaried  physi- 
cians. Clinic  and  service  patients 
should  be  utilized  maximally.  Pri- 
vate patients  should  be  regularly 
used  in  teaching — the  only  excep- 
tion being  a specific  request  for  ex- 
cusal,  for  cause,  by  the  attending 
physician. 
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c)  The  role  of  the  medical  staff 
in  its  own  administration  should  be 
protected  against  the  inequitable 
transgressions  and  usurpations  of 
the  salaried  staff,  wherever  possible. 

d)  Teaching  and  non-teaching 
staffs  should  be  appointed — with  the 
former  composed  of  individuals  ex- 
pressing the  necessary  willingness, 
ability  and  professional  competence. 
This  group  should  be  compensated 
in  some  way  for  its  time  and  efforts, 
either  in  the  form  of  increased  bed 
quotas,  intern  coverage,  relief  from 
clinic  assignment,  or  financial  re- 
muneration. 

There  is  no  reason  why  community 
hospitals  cannot  flourish;  this  requires 
the  total  cooperation  of  their  staffs. 

Michael  M.  Geduldig,  M.D. 

Reprinted  from  the  Dauphin  Coun- 
ty Academician,  Oct.,  1966. 


Which  End  of  the  Horse? 

Pennsylvania  finally  has  its  Com- 
prehensive Mental  Health  Law.  For 
this  much  credit  must  go  to  the  Gov- 
ernor, to  those  Legislators  who  rose 
above  partisan  politics  for  its  passing, 
and  above  all  to  the  dedicated  effort 
of  our  Commissioner  of  Mental 
Health,  Doctor  William  Camp. 

The  major  thrust  of  the  new  law 
lies  in  the  intent  to  bring  processes 
of  treatment  and  prevention  into  the 
heart  of  every  community,  that  these 
may  be  available  to  all  citizens  of  the 
Commonwealth  regardless  of  age,  race 
or  economic  status.  The  chief  instru- 
ment by  which  this  is  to  be  accom- 
plished will  be  the  Community  Mental 
Health  Center,  a coordinated  set  of 
services  for  every  county  that  will  pro- 
vide outpatient,  emergency,  diagnostic 
and  partial  care  facilities,  plus  after- 
care and  rehabilitation.  Certain  gen- 
eral hospitals,  plus  an  expansion  of 
present  state  mental  hospital  facilities, 
will  provide  inpatient  care  and  ex- 
tended hospitalization  to  back  up  the 
community-based  services. 

The  impact  of  this  ambitious  under- 
taking upon  present  patterns  of  private 
and  clinic  practice,  not  only  in  psy- 
chiatry but  in  medicine  as  a whole, 
will  be  profound.  The  place  of  the 
private  practitioner  under  (he  new 
scheme  of  things  is  uncertain.  Due 
to  a long  standing  manpower  shortage 
which  the  comprehensive  plan  will 
only  more  clearly  reveal  it  will  un- 
doubtedly be  necessary  to  call  upon 
available  professionals  of  all  categories 


for  consultation,  staffing  and  fee-for- 
service  activities.  Much  use  will  have 
to  be  made  of  non-professional  work- 
ers whose  qualifications,  training  and 
function  have  not  even  yet  been  fully 
defined.  If  we  in  medicine  wish  to 
see  the  essentially  medical  nature  of 
mental  illness  given  proper  recognition 
we  must  make  ourselves  available  for 
involvement  in  all  levels  of  the  im- 
plementation of  this  new  program. 

As  befits  a good  and  lasting  law, 
only  a skeletal  outline  for  the  pro- 
gram has  been  defined.  The  fleshing 
out  will  require  much  work  on  the 
part  of  Doctor  Camp  in  consultation 
with  the  various  groups  which  helped 
to  formulate  the  original  proposal  on 
which  the  present  law  is  based.  The 
governing  regulations  which  they  will 
evolve  must  reflect  the  stipulations  set 
by  the  Federal  and  State  governments. 
Hopefully  these  regulations  will  spell 
out  a balance  between  the  local,  the 
state  and  the  federal  areas  of  power 
and  responsibility. 

Here  is  the  heart  of  the  matter: 

Will  this  plan  represent  a genuine 
teaming  up  of  the  three  responsible 
participants — a workable  troika?  Or 
will  it  be  another  three  on  a horse, 
with  the  counties,  whose  financial 
share  is  the  least  and  whose  power 
to  establish  policy  lies  chiefly  in  its 
local  Mental  Health  Director  and  his 
Advisory  Board,  clinging  precariously 
to  the  less  distinguished  end? 

This  last  must  not  be.  The  proper 
blending  of  private  and  public  treat- 
ment resources  cannot  effectively  be 
done  by  federal  fiat,  and  only  clumsily 
by  state  regulation.  The  counties  must 
have  the  freedom  to  shape  and  develop 
their  resources  to  meet  local  need — 
acknowledging  of  course  the  right  of 
the  State  to  set  and  monitor  general 
standards,  so  long  as  these  standards 
effect  a true  concensus  of  all  respon- 
sible resources  including  medicine. 

Organized  medicine  must  take  an 
active  role  in  both  local  planning  and 
collaborative  interaction  with  the  office 
of  Mental  Health  during  these  next 
crucial  months  when  the  program  will 
be  shaped.  What  is  taking  place  in 
the  province  of  psychiatry  is  an  im- 
portant reflection  of  changes  sweeping 
the  entire  field  of  medicine.  Shall  we 
be  at  least  on  the  horse,  or  do  we 
run  along  behind  with  a broom? 

James  T.  McLaughlin,  M.D. 

Associate  Editor 

Reprinted  from  the  Bulletin  of  the 
Allegheny  County  Medical  Society , 
55,  18,  1966. 


Dramatic  Title  Versus 
Descriptive  Label 

The  name  of  the  game  is  The  Name 
when  it  comes  to  labeling  federal  ac- 
tivities in  the  field  of  health  care,  says 
an  editorial  in  the  current  (January 
2)  Journal  of  the  American  Medical 
Association. 

If  the  name  of  the  program  is  right, 
it’s  difficult  to  oppose  it  and  avoid 
being  labeled  “a  bad  guy,”  the  editorial 
points  out. 

Who,  for  instance,  wants  to  oppose 
“The  Drug  Abuse  Control  Amend- 
ments of  1965?”  To  do  so  implies 
that  one  favors  drug  abuse. 

A closer  look  at  the  bill,  however, 
reveals  it  is  not  concerned  with  drug 
“abuse,”  but  with  control  and  distri- 
bution of  stimulant  and  depressant 
drugs. 

“The  floodgates  have  opened,  and 
we  may  anticipate  a deluge  of  dra- 
matic titles  which  are  capsulated  value 
judgments  rather  than  descriptive  la- 
bels,” says  the  editorial. 

The  following  bills  recently  became 
law  or  are  awaiting  Presidential  sig- 
nature: “The  Child  Safety  Act  of 

1966,”  “The  Water  Quality  Act,”  and 
the  “Economic  Opportunity  Act 
Amendments.” 

The  newest  catch  title  is  “Preventi- 
care,”  a newly  proposed  federal  pro- 
gram for  multiphasic  health  screening 
of  all  persons  over  50  years  of  age. 

“Now  there,  truly,  is  a press  agent’s 
dream  (title),”  the  editorial  said, 
“which  will  enlighten  no  one  but  will 
appeal  to  all  who  seek  easy  solutions.” 

Said  the  editorial: 

“Physicians  are  not  opposed  to  the 
constructive  recommendations  incor- 
porated in  many  of  these  acts.  In- 
deed, the  American  Medical  Associa- 
tion has  vigorously  supported  some  of 
the  bills  cited.  We  believe,  however, 
that  prejudgment  inhibits  constructive 
debate.  Neither  sugar-coated  titles  nor 
the  opposite  strategy  of  scare  cam- 
paigns serve  the  populace  well  in  the 
long  run.  Medical  legislative  titles 
presented  to  the  Congress  and  to  a 
mature  public  should  be  characterized 
by  a forthright  approach  if  medical 
problems  of  this  decade  are  to  be 
solved  most  effectively.” 
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Secretary  Visitation 
Program  Proving 
Successful 

The  Board  of  Trustees  and  Coun- 
cilors last  year  directed  the  start  of 
a program  designed  to  provide  in- 
formation to  county  medical  society 
secretaries. 

The  program  involves  a day-long 
working  visit  to  PMS  headquarters. 
Each  secretary  singly  has  the  oppor- 
tunity to  visit  PMS  staff  members  in 
charge  of  each  of  the  principal  areas 
of  State  society  activity.  The  day-long 
orientation  provides  an  increased 
awareness  of  how  the  State  society 
staff  can  be  used  by  the  county  society 
as  a source  of  information  and  ma- 
terial helpful  at  the  local  level. 

The  following  excerpts,  taken  from 
letters  received  from  several  county 
society  secretaries,  note  the  apparent 
success  of  the  program. 

“.  . . found  it  extremely  profitable 
and  informative.  I think  it  is  an 
extremely  valuable  program  for 
county  societies  and  maybe  at  some 
time  in  the  future  thought  could  be 
given  to  including  perhaps  one  other 
interested  officer — the  President  or 
President-Elect  might  be  a good  man 
to  think  about,  particularly  during 
his  election  year  rather  than  actual- 
ly when  in  office.” 

J.  A.  Collins,  Jr.,  M.D. 

Secretary-T  reasurer 

Montour  County  Medical  Society 

“I  had  read  and  heard  about  the 
various  committees,  councils  and 
commissions,  but  visiting  the  de- 
partments brought  each  one  more 
into  focus  so  that  I have  a clearer 
picture  of  the  PMS  and  what  it 
tries  to  do.  Just  visiting  the  build- 
ing, meeting  the  staff  and  seeing 
how  the  membership  records  are 
handled  will  give  a new  meaning 
to  my  duties  as  secretary.  I would 
think  that  such  a visit  would  be 
of  value  to  even  experienced  secre- 
taries.” 

Harold  O.  Closson,  M.D. 

Secretary 

Adams  County  Medical  Society 


PMS  Calendar 

PENNSYLVANIA  MEDICAL  SOCIETY  ANNUAL  SESSION 

1967:  September  27-30 

Sheraton  Hotel,  Philadelphia  (118th) 

1968:  October  7-12 

Penn-Sheraton  Hotel,  Pittsburgh  (119th) 

1969:  October  12-18 

Sheraton  Hotel,  Philadelphia 

(120th) 

OFFICER'S  CONFERENCE 

1967:  April  27-28 

1968:  April  25-26 

1969:  April  24-25 

1970:  April  16-17 

BOARD  MEETING 

1967  January  25-26 

New  Headquarters  Building 

March  15-16 

New  Headquarters  Building 

May  17-18 

New  Headquarters  Building 

August  2-3 

New  Headquarters  Building 

September  26-27 

Sheraton  Hotel,  Philadelphia  (Convention) 

1968  January  17-18 

New  Headquarters  Building 

March  20-21 

New  Headquarters  Building 

May  15-16 

New  Headquarters  Building 

August  7-8 

New  Headquarters  Building 

Presidents:  Past,  Present  and  Future.  Wilson  C.  Everhart,  M.D.  (left),  new 
president  of  the  Dauphin  County  Medical  Society,  discusses  the  coming  year’s 
activities  with  his  father,  Edgar  S.  Everhart,  M.D.,  1931  president  and  John 
H.  Harris,  Sr.,  M.D.,  1948  president  of  the  county  society.  Dr.  Harris  is  cur- 
rently President-elect  of  the  Pennsylvania  Medical  Society. 
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Fifty  Years  of  Service 


A testimonial  award  in  recognition  of  fifty  years  of  medical 
service  will  be  presented  to  seventy-eight  Pennsylvania  physicians 
this  year.  The  award,  given  by  the  Pennsylvania  Medical  Society 
to  graduates  of  the  classes  of  1 91 7,  recognizes  service  “faithfully 
performed  in  the  traditional  ideals  of  the  medical  profession.” 
Physicians  to  be  recognized  in  1967  include: 


ADAMS 

Ira  Henderson 


ALLEGHENY 

Ralph  J.  Askin 
Antonio  Bianco 
John  J.  Horwitz 
Marvin  C.  Johns 
S.  Moyer  Kalen 
William  S.  McEllroy 
Alexander  Milligan 
J.  West  Mitchell 
Henry  M.  Ray 
Byron  E.  Snow 
E.  J.  Truschel 
Abe  K.  Weaver 

BERKS 

Simon  B.  Glick 
Ralph  L.  Reber 

BLAIR 

Ralston  O.  Gettemy 
H.  Fred  Moffitt 

CAMBRIA 

Horace  B.  Anderson 

CARBON 

Albert  N.  Redelin 

COLUMBIA 

Roland  F.  Wear 

CRAWFORD 

Edgar  J.  Werle 

CUMBERLAND 

W.  Baird  Stuart 

DAUPHIN 

Paul  Dodds 
Harold  F.  Lanshe 


DELAWARE 

Alexander  Fadil 
Edgar  W.  Kemner 
Albin  R.  Rozploch 

ERIE 

Lemuel  A.  Lasher 

FRANKLIN 

Robert  B.  Brown 
Walter  H.  Wishard 

LACKAWANNA 

Joseph  F.  Comerford 
Lewis  C.  DrufFner 
Martin  B.  Finneran 
James  R.  Skeoch 

LEBANON 

Harry  F.  Gockley 

LEHIGH 

Henry  E.  Guth 

LUZERNE 

William  V.  Coyle 
Harry  W.  Croop 
Elijah  M.  Ellsworth 
Max  Tischler 

MONTGOMERY 

Carl  F.  Bigoney 

NORTHAMPTON 

George  A.  Petrulias 

NORTHUMBERLAND 

John  W.  McDonnell 
Emily  R.  Shipman 
Isadore  E.  Smigelsky 


PHILADELPHIA 

Isaac  Andrussier 
Samuel  Baron 
Frieda  Baumann 
Henry  L.  Bockus 
Frank  W.  Burge 
J.  James  Cancelmo 
James  F.  Carrell 
Kirksey  L.  Curd 
Morris  L.  Fuchs 
Lloyd  B.  Greene 
Frederick  E.  Keller 
Baldwin  L.  Keyes 
Frank  D.  Levy 
Thomas  M. McMillan,  Jr. 
Abraham  M.  Ornsteen 
Herman  W.  Ostrum 
Michael  Platt 
Harry  L.  Rogers 
Henry  Sangree 
Leo  F.  Scanlan 
Russell  C.  Seipel 
Alfred  R.  Seraphin 
John  A.  Sharkey 
James  C.  Small 
Roscoe  W.  Teahan 
William  J.  Thudium 
Miriam  Warner 
Ruth  H.  Weaver 

SCHUYLKILL 

Harry  W.  Baily 
Carl  W.  Espy 
C.  Earle  Stevenson 

WESTMORELAND 

Carl  B.  Campbell 

YORK 

Herman  A.  Gailey,  Sr. 
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Annual  Report  on  Medical  Education 


American  medical  education  has 
undergone  significant  changes  in  the 
past  year,  and  more  changes  are  on 
the  way. 

This  is  the  picture  presented  by  the 
American  Medical  Association’s  Coun- 
cil on  Medical  Education  in  its  66th 
annual  report.  The  massive  report 
shows  these  things: 

— Total  enrollment  is  at  a new  high 
in  U.S.  medical  Schools.  Total  en- 
rollment is  32,835,  up  from  last 
year’s  32,428. 

— Sixteen  new  medical  schools  are 
continuing  their  development  pro- 
grams. The  new  schools  are  ex- 
pected to  be  graduating  an  addi- 
tional 1,062  medical  students  an- 
nually by  the  mid-1970s. 

— By  1975,  10,000  U.S.  medical  stu- 
dents will  be  graduated  annually, 
according  to  medical  school  deans’ 
estimates. 

— The  total  graduated  from  U.  S.  medi- 
cal schools  during  the  past  year  is 
7,574,  163  more  than  the  preceding 
year,  and  an  alltime  high. 

— The  total  of  internship  and  resi- 
dency positions  offered  in  U.S. 
hospitals  (54,866)  has  increased  al- 
most two  per  cent  in  the  past  year. 

— There  has  been  a 47  per  cent  in- 
crease this  year  in  hospitals  with  a 
major  medical  school  affiliation.  A 
total  of  275  hospitals  now  have  such 
an  affiliation. 

— Special  studies  by  the  AMA  Coun- 
cil on  Medical  Education,  published 
in  the  report  for  the  first  time,  show 
that  some  states  contribute  more 


Sears- Roebuck  Appoints 
Rowland  to 
Advisory  Board 

Five  physicians,  including  George 
A.  Rowland,  M.D.,  of  Millville,  have 
been  appointed  to  four-year  member- 
ships on  the  Medical  Advisory  Board 
of  the  Sears-Roebuck  Foundation.  The 
appointments  were  made  by  the  AMA 
Board  and  were  announced  by  Dr. 
F.  J.  L.  Blasingame,  AMA  executive 
vice-president.  Membership  to  the  ad- 
visory board  rotates  every  two  years 


medical  graduates  than  they  get 
back  as  trained  physicians,  notably 
New  York,  Pennsylvania,  Illinois, 
and  New  Jersey.  On  the  other 
hand,  some  states,  particularly  Cali- 
fornia, Louisiana,  Missouri,  and 
North  Carolina,  annually  receive 
greater  numbers  of  trained  physi- 
cians than  their  contributions  of 
medical  graduates. 

— Several  major  studies  of  medical 
education  have  been  published  re- 
cently. Many  factors  outlined  in 
these  reports  foretell  major  changes 
in  the  future  of  medical  education, 
the  report  said.  Major  reports  sum- 
marized include  the  reports  of  the 
AMA-appointed  Citizens  Commis- 
sion on  Graduate  Medical  Educa- 
tion, the  AMA  Ad  Hoc  Commit- 
tee on  Education  for  Family  Prac- 
tice, the  National  Commission  on 
Community  Health  Services,  the 
report  to  the  Association  of  Ameri- 
can Medical  Colleges  by  Lowell  T. 
Coggeshall,  M.D.,  and  the  reports 
of  the  Endicott  House  Summer 
Study  on  Medical  Education  and 
the  Fort  Lauderdale  Conference  on 
Medical  Services  and  Medical  Edu- 
cation. 

—Another  special  study  of  the  Coun- 
cil, based  on  statistics  compiled  by 
the  AMA,  shows  that  foreign  medi- 
cal graduates  make  up  29  per  cent 
of  trainees  now  enrolled  in  U.S. 
graduate  medical  education. 

Fifteen  countries  now  provide  75 

per  cent  of  all  the  foreign  graduates 

serving  residencies  in  this  country. 

Twenty-four  percent  of  these  are  from 


with  one-half  of  the  board  retiring  at 
that  time.  Current  appointees  will 
start  their  term  June,  1967. 

Poison  Prevention 
Week  Set 

The  week  of  March  19,  1967  will 
be  set  by  Presidential  proclamation 
as  Poison  Prevention  Week.  Goal  of 
the  week  is  to  alert  adults  to  the  prob- 
lem of  accidental  poisoning  and  offer 
methods  of  prevention,  primarily  the 
prevention  of  accidental  poisoning 
among  children. 


the  Philippines,  1 1 percent  from  India, 
and  five  percent  from  Iran.  Seven- 
teen percent  of  the  total  come  from 
Spanish-speaking  nations,  40  percent 
are  from  nations  of  the  Far  East,  10 
percent  from  the  Middle  East,  14  per- 
cent from  Latin  America,  and  1 2 
percent  from  Europe. 

As  of  Sept.  1,  1965,  there  were 
47,082  U.S.,  Canadian  and  foreign 
medical  graduates  in  graduate  medi- 
cal education  leading  toward  licensure, 
general  or  specialty  practice,  or  spe- 
cialty board  certification. 

Of  this  total,  9,670  (21  percent) 
were  interns,  31,687  (67  percent) 
were  residents,  and  5,725  (12  percent) 
were  in  other  types  of  training. 

Americans  also  go  abroad  for  medi- 
cal study.  A few  enter  Canadian  medi- 
cal schools,  and  considerably  more 
turn  to  medical  schools  in  other  coun- 
tries. The  Institute  of  International 
Education  reported  that  in  1965-66, 
there  were  2,215  U.S.  citizens  work- 
ing toward  medical  degrees  in  foreign 
schools.  An  additional  233  were  work- 
ing toward  degrees  in  one  of  the  medi- 
cal sciences.  This  group  (2,448)  rep- 
resented 13  percent  of  the  18,198  U.S. 
citizens  studying  abroad  last  year. 

Said  a JAMA  editorial:  “Despite 
the  high  ratio  of  physicians  to  the 
general  population  and  the  high  quality 
of  medical  education  and  patient  care 
in  the  United  States  as  compared  with 
that  in  the  world  around  us,  appar- 
ently medicine  and  the  public  in  gen- 
eral are  not  content  that  we  have 
achieved  all  that  is  possible  and  de- 
sirable. Few,  if  any,  in  medicine 
would  not  agree  that  we  should  strive 
constantly  to  higher  levels  of  success.” 


The  Pennsylvania  Medical  Society 
is  set  to  assist  county  societies  in  pro- 
moting the  week.  General  desk  size 
posters  are  available  upon  request  to 
county  societies  who  wish  to  distribute 
them  to  their  members,  along  with 
leaflets  for  distribution  to  patients. 
News  releases  and  radio  spot  an- 
nouncements expressing  the  physi- 
cian's concern  about  poison  prevention 
are  being  issued  to  newspapers  and 
radio  stations. 

Requests  for  promotion  material 
may  be  directed  to  the  PMS  Council 
on  Public  Service. 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


WELCOME,  NEW  MEMBERS! 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY 

L.  Reed  Altemus,  Jr.,  M.D.,  Magee-Womens  Hospital, 
Pittsburgh  15213. 

Daniel  M.  Enerson,  M.D.,  Veteran’s  Administration  Hos- 
pital, Pittsburgh  15240. 

Andrew  G.  Gerenyi,  M.D.,  660  Lincoln  Avenue,  Pitts- 
burgh 15202. 

Robert  W.  Herb,  M.D.,  220  Meyran  Avenue,  Pittsburgh 
15213. 

David  A.  Hiles,  M.D.,  130  Marian  Avenue,  Glenshaw 
15116. 

Roy  E.  Kerry,  M.D.,  353  Holiday  Park  Dr.,  Pittsburgh 
15239. 

Fred  A.  Lee,  M.D.,  X-Ray  Department,  Children’s  Hospi- 
tal, Pittsburgh  15213. 

Harold  Weiss,  M.D.,  5556  Bartlett  Street,  Pittsburgh 
15217. 

Lowell  W.  Wilder,  M.D.,  3948  Greensburg  Pike,  Pitts- 
burgh  15221. 

Joseph  A.  Zahorchak,  M.D.,  3124  Royal  Avenue,  Pitts- 
burgh 15235. 

BERKS  COUNTY: 

Arthur  F.  Oplinger,  M.D.,  2509  Perkiomen  Ave.,  Read- 
ing 10606. 

Kent  E.  Weaver,  M.D.,  2509  Perkiomen  Ave.,  Reading 
10606. 

BLAIR  COUNTY: 

William  J.  Aigner,  M.D.,  2301  Broad  Ave.,  Altoona 
16601. 

BUCKS  COUNTY: 

Javad  Abdollahian,  M.D.,  76-B  Gatehouse  Apt.,  Beverly,  j 
N.  J.  08010. 

John  W.  Raiford,  M.D.,  49  Pinewood  Dr.,  Levittown 
19054. 

Perry  Grossman,  M.D.,  195  Penn  Avenue,  Telford  18969. 

Chung  H.  Lyou-Kim,  M.D.,  N.J.N.P.I.,  Box  1000.  Prince- 
ton, New  Jersey. 

CENTRE  COUNTY: 

William  W.  Potter,  III,  M.D.,  232  S.  Burrows  St. 
State  College  16801. 

COLUMBIA  COUNTY 

William  J.  Straughen,  M.D.,  Bloomsburg  Hospital 
Bloomsburg  17815. 
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DELAWARE  COUNTY 

David  W.  Devon,  M.D.,  224  MacDade  Blvd.,  Folsom 
19033. 

Robert  C.  Reed,  M.D.,  Yale  Avenue  and  Chester  Road, 
Swarthmore  19081. 

ERIE  COUNTY 

Robert  J.  Demuth,  M.D.,  1611  Peach  Street,  Erie  16501. 

Oscar  R.  Gunther,  M.D.,  516  Chestnut  Street,  Erie 
16507. 

Gerald  R.  Lloyd,  M.D.,  200  Maple  Avenue,  Corry  16407. 

LUZERNE  COUNTY 

Kenneth  W.  Scott,  M.D.,  Retreat  State  Hospital,  Hun- 
lock  Creek  18621. 

MONTGOMERY  COUNTY 

Charles  T.  Macy,  M.D.,  641  Salford  Ave.,  Lansdale 
19446. 

Gerald  A.  Perch,  M.D.,  266  Wendy  Way,  King  of 
Prussia,  19406. 

William  R.  Truscott,  M.D.,  117  Meadowood  Dr.,  Lans- 
dale 19446. 

Claus  L.  Anderson,  M.D.,  331  Barby  Rd.,  Blue  Bell 
19422. 

N.  Craig  Baumm,  M.D.,  Shadynook,  833  Andorra  Rd., 
Lafayette  Hills  19144. 

Betty  Jane  S.  Gerstley,  M.D.,  900  Homestead  Rd., 
Jenkintown  19046. 

Mark  Gordon,  M.D.,  400  Glenway  Rd.,  Erdenheim,  Phil- 
adelphia 19118. 

George  W.  Hartzell,  Jr.,  M.D.,  Pottstown  Hospital, 
Pottstown  19464. 

Emanuel  B.  Hudock,  Jr.,  M.D.,  1430  Markley  St.,  Norris- 
town 19401. 

Warren  M.  Jones,  M.D.,  Somerset  House,  Bethlehem  Pike, 
Ft.  Washington  19034. 

PHILADELPHIA  COUNTY: 

Max  A.  Elias,  M.D.,  Norristown  State  Hospital,  Norris- 
town 19401. 

Anthony  M.  Giampetro,  M.D.,  1 14  Ormond  Ave.,  Cherry 
Hill,  N.  J.  08034. 

Ann  M.  Hirschhorn,  M.D.,  230  N.  Broad  St.,  Philadelphia 
19102. 

Emil  P.  Liebman,  M.D.,  8434  Fayette  St.,  Philadelphia 
19105. 

Benedict  F.  Magsamen,  M.D.,  3400  N.  Broad  St.,  Phila- 
delphia 19140. 

George  E.  Maha,  M.D.,  212  Tally  Ho  Dr.,  Ambler  19002. 

Athole  G.  McNeil,  M.D.,  Dept,  of  Anesthesiology,  Jef- 
ferson Hospital,  Philadelphia  19107. 

A.  Odabashian,  M.D.,  520  Twin  Oak  Dr.,  Havertown 
19083. 

Richard  T.  Padula,  M.D.,  Jefferson  Medical  College, 
Philadelphia  19107. 

Michael  Rabbino,  M.D.,  Hahnemann  Hospital,  Phila- 
delphia 19102. 

W.  E.  B.  Scott,  M.D.,  Jefferson  Hospital,  Philadelphia 
19107. 

j.  Charles  Shagass,  M.D.,  Eastern  Pennsylvania  Psychiatric 
Institute,  Philadelphia  19129. 

WESTMORELAND  COUNTY: 

Thayer  K.  Morrow,  Westmoreland  Hospital  Association, 
Greensburg  15601. 
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With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  lVs  grains)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital. % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Woman  s Auxiliary 

Officials  for  the  Year  1966-1967 


PRESIDENT 
Mrs.  Manuel  A.  Bergnes 
1735  West  Main  Street 
Norristown  19401 

FIRST  VICE-PRESIDENT 
Mrs.  Delmar  R.  Palmer 
226  West  26th  Street 
Erie  16508 

RECORDING  SECRETARY 
Mrs.  Ralph  S.  Blasiole 
881  East  Beau  Street 
Washington  15301 

SPEAKER,  HOUSE  OF 
DELEGATES 
Mrs.  James  W.  Minteer 
505  Hyde  Avenue 
Ridgway  15853 


First  District — Mrs.  Richard  C. 
Taylor,  354  Valley  Road,  Merion  Sta- 
tion 19066. 

Second  District — Mrs.  Leroy  A. 
Gehris,  808  North  Third  Street,  Read- 
ing 19600. 

Third  District — Mrs.  Victor  J.  Mar- 
gotta,  2001  Adams  Avenue,  Scranton 
1 8509. 

Fourth  District — Mrs.  Luther  H. 
Cone,  R.  D.  #1,  Box  204,  Paxinos 
17860. 


American  Medical  Association  Edu- 
cation and  Research  Foundation:  Mrs. 
J.  Antrim  Crellin,  2031  Locust  Street, 
Philadelphia  19103. 

Archives:  Mrs.  Ralph  S.  Blasiole, 
881  East  Beau  Street,  Washington 
15301. 

Bylaws:  Mrs.  John  M.  Wagner, 

112  Colburn  Avenue,  Clarks  Summit 
1841 1. 

Community  Service:  Mrs.  Charles 
P.  Sell,  4090  West  Tilghman  Street, 
Allentown  18104. 

Conference:  Mrs.  Philip  K.  Hen- 
sel,  10  North  30th  Street,  Camp  Hill 
17011,  and  Mrs.  Lloyd  S.  Persun, 
Jr.,  131  Paxtang  Avenue,  Harrisburg 
17111. 

Convention:  Mrs.  Malcolm  W. 

Miller,  242  Hemlock  Road.  Wynne- 
wood  19096,  and  Mrs.  William  A. 
Sodem  m,  Hopkinson  House  2102, 
Washington  Square  South,  Philadel- 
phia 191  '6. 

Disastei  Mrs.  P.  Ray  Meikrantz, 


Officers 

PRESIDENT-ELECT 
Mrs.  Jacob  Ripp 
1047  Beechwood  Boulevard 
Pittsburgh  15206 

SECOND  VICE-PRESIDENT 
Mrs.  Arthur  E.  Pollock 
114  Ruskin  Drive 
Altoona  16601 

TREASURER 
Mrs.  Frank  J.  Corbett 
Fayetteville  17222 

CORRESPONDING  SECRETARY 
Mrs.  John  H.  Eves 
149  Union  Street 
Doylestown  18901 

EXECUTIVE  SECRETARY 
Mrs.  Arlene  C.  Oyler 
Taylor  Bypass  and  Erford  Road 
Lemoyne  17043 

District  Councilors 

Mrs.  Jacob  Ripp,  Chairman 
Fifth  District — Mrs.  Stephen  D. 
Lockey,  1911  Millersville  Pike,  Lan- 
caster 17603. 

Sixth  District — Mrs.  Frederick  R. 
Gilmore,  Skyline  G-G  Ranch,  Rock- 
ton  15856. 

Seventh  District — Mrs.  William  R. 
Adams,  210  Ben  Avenue,  Mill  Hall 
17751. 

Eighth  District — Mrs.  David  J. 
Keck,  7 East  Main  Street,  Fairview 
16415. 

State  Committee  Chairmen 

1601  West  Market  Street,  Pottsville 
17901. 

Educational  Fund:  Mrs.  Newton 

W.  Hershner,  Jr.,  601  East  Keller 
Street,  Mechanicsburg  17055. 

Finance:  Mrs.  Axel  K.  Olsen,  742 
Stoke  Road,  Villanova  19085. 

Health  Careers:  Mrs.  Kenneth  S. 

Brickley,  35  West  Main  Street,  Lock 
Haven  17745. 

International  Health  Activities: 
Mrs.  John  P.  Hamill,  16  Saxman 
Drive,  Latrobe  15650. 

Legislation:  Mrs.  Robert  L.  Hard- 
ing, 2815  Fairview  Road,  Camp  Hill 
17011. 

Medical  Benevolence  Fund:  Mrs. 

Joseph  L.  Moretto,  Glen  Road,  New 
Castle  16101. 

Membership:  Mrs.  Delmar  R. 

Palmer,  226  West  26th  Street,  Erie 
16508. 

Members-at-Large:  Mrs.  Delmar  R. 
Palmer,  226  West  26th  Street,  Erie 
16508. 


IMMEDIATE  PAST  PRESIDENT 
Mrs.  Lucian  J.  Fronduti 
1043  Manor  Road 
New  Kensington  15068 

THIRD  VICE-PRESIDENT 
Mrs.  Lloyd  S.  Persun,  Jr. 

131  Paxtang  Avenue 
Harrisburg  17111 

FINANCIAL  SECRETARY 
Mrs.  Axel  K.  Olsen 
742  Stoke  Road 
Villanova  19085 

PARLIAMENTARIAN 
Mrs.  Alfred  W.  Crozier 
6847  Juniata  Place 
Pittsburgh  15208 


Ninth  District — Mrs.  Daniel  H. 
Bee,  555  Water  Street,  Indiana  15701. 

Tenth  District — Mrs.  Morgan  F. 
Taylor,  110  Windy  Ghoul  Drive, 
Beaver  15009. 

Eleventh  District — Mrs.  Clarence  J. 
McCullough,  424  East  Wheeling 
Street,  Apt.  D-4,  Washington  15301. 

Twelfth  District — Mrs.  Edward  G. 
Werhun,  1 1 Park  Avenue,  Wilkes- 
Barre  18702. 


Mental  Health:  Mrs.  Claude  H. 

Butler,  309-A  Towne  Place.  King  of 
Prussia  19406. 

Necrology:  Mrs.  Alfred  T.  John- 

son, 2240  Penn  Avenue,  West  Lawn 
19609. 

Nominations:  Mrs.  Lucian  J.  Fron- 
duti, 1043  Manor  Road,  New  Kens- 
ington 15068. 

Program:  Mrs.  Richard  C.  Reinsel, 
1314  Monroe  Avenue,  Wyomissing 
19610. 

Publications:  Mrs.  James  R.  Dun- 
can, 1004  Elmhurst  Road.  Pittsburgh 
15215. 

Public  Health:  Mrs.  Earl  K.  Sipes, 
24  North  18th  Street,  Allentown 
18104. 

Publicity:  Mrs.  William  L.  Kanen- 
son,  1122  Countryside  Drive,  Harris- 
burg 17110. 

Rural  Health:  Mrs.  George  A.  Poe, 
Samuel  G.  Dixon  Hospital,  South 
Mountain  17261. 

Safety:  Mrs.  John  A.  Schneider, 

75  Standish  Boulevard.  Pittsburgh 
15228. 
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millin'  lost  the  battle  of  Waterloo 

W BECAUSE  HE  WAS  TOO  FAT / 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890,  i 
THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  M 

HIS  INTELLIGENCE  INFORMATION.  IT  WAS  A M 

MATTER  OF  MERE  INDOLENCE  AND  THIS  M 

INDOLENCE  WAS  CAUSED  BY  FAT." 

SOURCE:  JAMA  186165  (OCT  5)  1963. 


ACCORDING  TO  DRS.  SHIPMAN  AND 
V*  PLESSET  “APPARENTLY  NO  DIETER 

SUCCEEDS  WHO  IS  VERY  ANXIOUS  OR  DEPRESSED."* 

THE  AMBAR  FORMULA  PROVIDES  METHAMPHETAMINE 
TO  HELP  ELEVATE  THE  MOOD  AND  PHENOBARBITAL 

TO  HELP  REDUCE  ANXIETY. 

* source:  ARCHIVES  OF  GENERAL  PSYCHIATRY  8:26  (JUNE  1963). 


THE  BOOK  “PRAY  YOUR  WEIGHT  AWAY  " URGES  READERS  TO 
'ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 

source:  rev.  c.w.  shedd:  new  York,  l/pp/ncott,  i958. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast 
can  help  control  most  patients’  appetite 
for  up  to  12  hours.  Methamphetamine, 
the  appetite  suppressant,  gently  elevates 
mood  and  helps  overcome  dieting  frus- 
trations. Phenobarbital,  the  sedative  in 
Ambar,  controls  irritability  and  anxiety 
...helps  maintain  a state  of  mental  calm 
and  equanimity.  Both  work  together  to  ease  the  tensions 
that  erode  the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extenabs®  — methamphetamine  hydro- 


chloride 10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

BRIEF  SUMMARY— Indications:  Ambar  sup- 
presses appetite  and  helps  offset  emotional 
reactions  to  dieting.  Side  Effects:  Nervousness 
or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight 
drowsiness  has  been  reported  rarely.  Precau- 
tions: Administer  with  caution  in  the  presence 
of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sympathomi- 
metics;  patients  with  advanced  renal  or  hepatic  disease.  See  package 
insert  for  further  details.  _ . . 

A.  H.  ROBINS  CO.,  Richmond, Virginia  23220  xlT"r 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 
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in  sinusitis,  colds,  U.  R.  I. 


(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 


up  to  10-12  hours  clear 
breathing  on  one  tablet 


It’s  clear — Dimetapp  lets  your“stuffed-up,,  patients 
breathe  easy  again.  Each  hard-working  Extentah 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to  success 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate) — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done...  in  a hurry. 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient's 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.H.  ROBINS  CO.,  Richmond, Virginia  23220 

Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500. 


Donaldson  Awards 
Entries  Due 


Entries  are  being  received  from 
newspaper,  radio  and  television  news- 
men for  the  State  Society’s  annual 
Walter  F.  Donaldson  Awards  for  out- 
standing reporting  of  medical  news. 
March  1 is  the  deadline  for  the  re- 
ceipt of  entries.  There  are  separate 
awards  for  the  three  media.  The  cur- 
rent awards  are  for  material  published 
or  aired  within  Pennsylvania  during 
calendar  1966.  Separate  selection 
committees  will  be  meeting  in  early 
April.  There  is  a $100  honorarium 
and  an  inscribed  plaque  in  support  of 
each  of  the  three  awards.  The  awards 
are  named  for  the  late  Walter  F.  Don- 
aldson, M.D.,  editor  of  the  State  So- 
ciety journal  for  many  years. 

This  PMS  Journalism  Program 
closely  parallels  the  AMA  Medical 
Journalism  Awards  Program  which 
presents  five  cash  awards  to  individuals 
for  noteworthy  reporting  in  the  areas 
of  health  and  medicine. 


Some  habits  are  good  ones! 
Like  expert  shoe  fittings. 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

IN  ALLENTOWN  IN  READING 

719  Hamilton  St.  642  Penn  St. 

951  Hamilton  St. 

953  Hamilton  St. 


THE  SOUTHERN  CALIFORNIA 
PERMANENTE  MEDICAL  GROUP 

Due  to  expansion  is  in  need  of  doctors  in  all  the  specialties  and 
in  General  Medicine.  Two  representatives  of  our  medical  group 
will  be  in  Pennsylvania  to  interview  interested  candidates.  Harry 
Shragg,  M.D.  will  be  in  Pittsburgh  at  the  Statler  Hilton  Hotel 
(Tel:  391-4600)  from  March  1 to  March  2,  1967.  Herman  Weiner, 
M.D.  will  be  in  Philadelphia  at  the  Sheraton  Philadelphia  Hotel 
(Tel:  LO  8-3300)  from  March  12  through  March  15,  1967. 


For  details  concerning  the  medical  group 
please  write  to 

Raymond  M.  Kay,  M.D.,  Medical  Director 

1505  North  Edgemont  Street, 

Los  Angeles,  California  90027. 


NOTICE 

GROUP  INSURANCE  PLANS 

endorsed  by 

PENNSYLVANIA  MEDICAL  SOCIETY 

Listed  beiow  are  the  only  group  insurance  plans  endorsed  by  the 
Pennsylvania  Medical  Society.  They  are: 

1.  Disability  Income  Insurance  Plan — Insurance  Company  of  North 
America. 

2.  Major  Hospital  Expense  Insurance  Plan — Insurance  Company  of 
North  America. 

3.  Accidental  Death  and  Dismemberment  Plan — Continental  Casu- 
alty Company. 

Each  of  the  above  listed  plans  is  administered  in  Pennsylvania  by 
Bertholon-Rowland,  Inc.  of  Philadelphia  and  Dexter-Bertholon-Rowland, 
Inc.  of  Pittsburgh.  Any  member  of  the  Society  having  an  interest  in 
such  group  coverage  should  feel  free  to  contact  either  one  of  these 
two  administrative  agencies. 

This  notice  is  deemed  necessary  because  some  members  of  the  So- 
ciety have  become  confused  regarding  the  policies  of  certain  other 
insurance  companies  being  sold  as  group  policies  of  and  endorsed  by 
Pennsylvania  Medical  Society  when  in  fact  they  are  not. 
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TABLETS 

Eauagesic 

(meprobamate  and 
ethoheptazine  citrate  with 
aspirin) 

® 

Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
'with  suicidal  tendencies.  Treat  attempted  suicide 
.with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABOR ATORl  S INC..  PALO  ALTO,  CALIF. 


d 


E 


Neo-Synalar 

( luoci nolone  acetonide-neomycin  sulfate  cream' 

Cream 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.1  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin— combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli2  that  often 
colonize  and  thrive  on  abraded  skin.1 
A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  R:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963, p.  111. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Wanted — House  Physician  for  201- 
bed  General  Hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Pittsburgh  Area — Child  Psychia- 
trists and  Staff  Physicians  for  recently 
opened  State  Institution  half  an  hour’s 
drive  from  Pittsburgh,  Pa.;  oppor- 
tunity to  participate  in  establishing 
ambitious  programs  for  200  emotion- 
ally disturbed  children  and  600  re- 
tardates; all  positions  under  State  Civil 
Service  with  all  its  benefits;  licensure 
in  Pennsylvania  required.  Salary: 
Child  Psychiatrists— $ 1 7,839.-$2 1 ,672, 
depending  on  experience  and  qualifi- 
cations; Staff  Physicians — $14,657.- 
$17,839,  depending  on  experience  and 
qualifications.  Inquire  and  send  curri- 
culum vitae  to:  Dr.  Sidney  Kap- 

lan, M.D.,  Acting  Superintendent, 
Western  State  School  and  Hospital, 
333  Curry  Hill  Road,  Canonsburg, 
Pennsylvania  15317. 

Clinical  Director — Developing  800- 
bed  hospital  containing  two  geograph- 
ic units,  infirmary  geriatrics  unit.  De- 
sire well-trained,  analytically  orien- 
tated psychiatrist  as  Clinical  Director. 
Eight  miles  from  downtown  Pitts- 
burgh; medical  school,  psychiatric  and 
analytic  institute;  opportunities  exist 
for  faculty  appointments,  personal 
analysis  or  analytic  training.  Requires 
four  years  in  psychiatry,  including  two 
years  in  administrative  capacity;  com- 
pletion of  three-year  residency  in  psy- 
chiatry and  eligibility  for  Pennsylvania 
licensure.  Salary — $19,664-$22,768. 
Write  Robert  E.  Weimer,  M.D., 
Superintendent,  Dixmont  State  Hospi- 
tal, Glenfield,  Penna. 

I nit  Leaders — Need  two  dynamic 
full-time  psychiatrists,  each  to  head 
geographic  unit.  Requires  two  years 
in  psychiatry  which  will  meet  Board 
requirements;  completion  of  three 
year  residency,  and  eligibility  for  Penn- 
sylvania licensure.  Salary:  $17,839- 
$20  629.  Write:  Robert  E.  Weimer, 
M.D.  Superintendent,  Dixmont  State 
Hospital.  Glenfield,  Pa. 


Pathologist,  43;  Certified  P.A.-C.P. 
University  trained.  Experienced  Di- 
rector. Seeks  directorship  or  associa- 
tion. Prefer  Eastern  Pennsylvania  or 
New  Jersey.  Write  Department  490, 
Pennsylvania  Medicine. 

Industrial  Physician — The  Reading 
Railroad  has  openings  in  its  medical 
department  for  physicians  interested 
in  all  facets  of  medicine.  Salary  and 
fringe  benefits  (life  insurance,  retire- 
ment plan,  etc.).  For  interviews,  send 
resume  to  M.  M.  Medvene,  M.D., 
Room  350,  Reading  Terminal,  Phila- 
delphia, Pa.  19107. 

Physician — Philadelphia-based  com- 
pany has  immediate  opening  in  its 
medical  department  in  Eastern  Penn- 
sylvania, on  a full-time  basis.  Salary 
and  liberal  benefits;  pleasant  work  and 
surroundings.  Excellent  opportunity. 
For  full  details,  submit  qualifications 
— Write  Department  481,  Pennsyl- 
vania Medicine. 

Partnership — Aggressive  OB.GYN., 
and  one  general  practitioner  interested 
in  giving  anesthesia,  wanted  by  sur- 
geon in  Western  Pennsylvania  in  a 
town  of  10,000  population  with  wide 
drawing  area.  Write  Department  492, 
Pennsylvania  Medicine. 

Outstanding  Opportunity  available 
for  physician  interested  in  either  a one 
or  two-year  Locum  Tenens  starting 
July  1,  1967.  General  Practice  in  rural 
community  of  5,000  with  fine  hospi- 
tal. Practice  consists  of  general  medi- 
cine, obstetrics  and  assisting  at  surgery. 
Very  nice  patients,  very  few  night 
calls;  physicians  of  community  get 
along  well.  Excellent  consultation 
available  in  all  specialties.  Diagnostic 
services  available  at  Cleveland  Clinic 
and  Ohio  State  Medical  Center.  Re- 
muneration for  Locum  Tenens  $31,- 
500  based  on  last  year’s  receipts.  This 
does  not  take  into  account  a signi- 
ficant fee  increase  instituted  late  last 
year.  Furnished  office,  excellent  Reg- 
istered nurse,  etc.,  provided.  Ohio 
State  license  required  (good  reciproc- 
ity with  many  states  and  license  is- 
sued four  times  a year).  Present 
doctor  is  taking  a residency.  Write: 
Robert  Goyne,  M.D.,  Route  No.  5, 
Upper  Sandusky,  Ohio,  stating  age, 
professional  training,  marital  status 
and  military  status,  or  call  (419) 
294-1215. 


General  Practitioner — To  take  over 
established  general  practice  June,  1967. 
Entering  residency.  Excellent  income; 
good  patients.  Open  hospitals;  clean, 
prosperous  cultural  community.  No 
investment  required.  Will  introduce. 
Write  Department  486,  Pennsyl- 
vania Medicine. 

Staff  Psychiatrist — Desire  dynamic 
individuals  interested  in  professional 
development  in  challenging  analytical- 
ly and  research-oriented  psychiatric 
program.  Requires  completion  of 
three  year  residency  and  eligibility  for 
Pennsylvania  licensure.  Salary:  $16, 
1 70-$  1 8,725.  Write:  Robert  E. 

Weimer,  M.D.,  Superintendent,  Dix- 
mont State  Hospital,  Glenfield,  Pa. 


RESIDENCIES  AVAILABLE 


Newly  developed  psychoanalytically 
oriented  psychiatric  residencies  avail- 
able at  1st,  2nd  and  3rd  year  levels 
starting  July  1,  1967  at  the  Woman’s 
Medical  College  of  Pennsylvania,  3300 
Henry  Avenue,  Philadelphia,  Pennsyl- 
vania 19129.  This  program  has  been 
approved  by  the  American  Medical 
Association  and  American  Board  of 
Psychiatry  and  Neurology  for  three 
years  clinical  and  didactic  training  in 
psychiatry,  as  preparation  and  quali- 
fication for  Boards.  Training  program 
under  direction  of  O.  Eugene  Baum, 
M.D.,  400-bed  general  hospital  for 
consultation,  emergency  service,  psy- 
chosomatic problems,  out-patient  clin- 
ics, etc.  In-patient  psychiatric  service 
at  adjacent  Eastern  Pennsylvania  Psy- 
chiatric Institute;  research  as  well  as 
treatment  oriented,  including  out-pa- 
tient, day  care,  etc.  Child  psychiatry 
under  Selma  Kramer,  M.D.,  integrated 
into  total  program.  Conferences  and 
individual  supervision  by  analytically 
trained  and  Board  certified  staff.  Ex- 
cellent program  in  neurosciences  un- 
der direction  of  Chairman  of  Depart-  | 
ment.  Opportunity  for  personal  analy-  I 
sis  and  psychoanalytic  training.*  For 
further  details  and  application,  write 
Leo  Madow,  M.D.,  Chairman,  De-  j 
partment  of  Psychiatry  and  Neurol- 
ogy. 


* Open  to  men  and  nonien. 
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PRACTICES  AVAILABLE 


Active  Practice  Available — Luxuri- 
ous office-home  combination  for  rent 
or  sale.  15  minutes  from  Philadelphia. 
Very  rapidly  growing  area.  Please 
Write  Department  494,  Pennsylvania 
i Medicine. 

Exceptional  General  Practice — Al- 
lentown, Pennsylvania.  Gross  in  ex- 
cess of  $90,000  a year;  fully  equipped 
office,  readily  available  to  hospitals; 
apartments  for  rental  income  on  prem- 
ises; reasonable  terms  can  be  arranged. 
Selling  through  Estate.  Write:  Steele 
Estate,  c/o  Dower,  Huston  & Cahn, 

' York-Commonwealth  Building,  Allen- 
town, Pennsylvania  18101;  telephone 
215-433-5147. 

General  Practice,  grossing  $58,000 
a year,  available  in  Ohio.  Included 
is  modern,  air-conditioned  building, 
complete  equipment,  drugs,  records. 
Excellent  clientele  in  pleasant  small 
community  with  hospital.  Doctor  leav- 
ing to  take  residency.  Available  July, 
1967 — Liberal  Terms,  $23,000.  Write: 
Robert  E.  Goyne,  M.D.,  Route 
No.  5,  Upper  Sandusky,  Ohio. 


Active  General  Practice — in  North- 
east area  of  Philadelphia.  27  years. 
Can  introduce.  Retiring.  Equipped 
modern  offices  and  residence.  Ne- 
gotiable terms.  Contact  A.  V.  Raf- 
ferty, Agent,  4949  Oxford  Avenue, 
Philadelphia,  Penna.  19124. 


OFFICE  SPACE 


Office  Space  Available — 810  Square 
feet  in  new  building  located  in  Camp 
Hill;  will  partition  to  suit  tenant;  air- 


conditioned,  and  available  immediate- 
ly. Physician  preferred.  Write  De- 
partment 492,  Pennsylvania  Medi- 
cine. 


FOR  SALE 


Beck-Lee  Cardi-O-Mite  portable 
EKG.  Purchased  April  1965  for 
$785.00,  used  very  little.  $450.00. 
Frank  Herzel,  M.D.,  Harrisburg 
State  Hospital,  Harrisburg,  Pa.  17105. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medicine.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medicine,  Taylor  By-Pass  and 
Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  re- 
ject or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


MEDICAL  COMPLICATIONS  OF  PREGNANCY 

A Two-Day  Symposium  Cooperatively  Sponsored  By 

JEFFERSON  MEDICAL  COLLEGE 
and 

PENNSYLVANIA  STATE  UNIVERSITY 

The  purpose  of  this  program  is  to  place  in  proper  prospective  the  influence  of  various  systemic 
diseases  on  the  obstetric  patient.  The  influence  of  cardio  pulmonary  disease,  abnormalities  of  car- 
bohydrate metabolism,  pulmonary  function,  will  be  discussed  and  emphasized.  The  role  of  bacterial 
and  viril  diseases  on  both  pregnancy  and  fetus  will  be  discussed.  The  program  will  be  geared  so  as 
to  allow  both  the  obstetrician  who  is  responsible  for  the  pregnant  patient,  and  the  internist,  who 
usually  sees  the  patient  in  consultation  to  participate  in  the  dialogue  regarding  their  common  inter- 
ests in  the  pregnant  patient  who  has  medical  complications. 

FRIDAY  and  SATURDAY,  MARCH  31,  APRIL  1,  1967 

Jefferson  Medical  College 

1025  Walnut  Street,  Philadelphia 

Reservations: 

Robert  M.  Way 

Penn  State  Continuing  Education 
1619  Clove rly  Lane 
Abington,  Pa.  19001 


For  Further  Information: 
John  H.  Killough,  Ph.D.,  M.D. 
Alvin  F.  Goldfarb,  M.D. 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pa.  19107 


FEBRUARY,  1907 
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In  My  Opinion  . . . 

Confronting  the  new  president  of  this  very  active  county  medical 
society  are  in  this  year  as  in  almost  every  year  many  problems. 
Very  often  the  problems  of  the  society  are  really  the  same 
problems  that  the  individual  physician  faces  as  he  conscientiously 
attempts  to  bring  to  our  local  population  the  best  medical  care  possible. 
I must  confess  that  the  contemplation  of  attempting  to  deal  with  these 
problems  while  trying  to  maintain  my  practice  is  somewhat  over- 
whelming. I can  assure  you  however  that  1 will  try  to  pinpoint  the 
more  important  areas,  and  I feel  that  I will  be  successful  in  my  en- 
deavor to  protect  our  interests  in  negotiations  with  third  parties  and 
also  in  the  most  important  function  of  maintaining  and  improving  our 
image  in  our  relationship  with  the  general  population. 

Without  attempting  to  cover  all  problems  I must  mention  some 
items  that  seems  most  important  to  me. 

The  Medicare  Law  or  Title  XVI II  has  placed  a tremendous  burden 
on  the  physician  who  is  intimately  involved  with  treating  the  aged 
patients.  Our  refusal  to  accept  assignments  and  the  policy  of  directly 
billing  the  patient  should  still  be  our  main  response  to  the  medicare 
law.  This  procedure,  which  we  hoped  would  relieve  us  of  the  non- 
medical problems  of  form  filling  etc.  unfortunately  has  not  accomplished 
this  objective  completely.  The  general  practitioner  must  now,  not 
only  treat  the  patient,  but  also  act  as  a supplier  of  information,  and  in 
many  cases  of  enfeebled  and  lonely  persons  must  still  fill  out  forms 
anyway.  We  hope  to  urge  the  local  Social  Security  Administration  to 
supply  better  services  themselves  in  this  area. 

Some  governmental  statisticians  have  stated  that  60  percent  of 
physicians  in  Pennsylvania  are  accepting  assignments  rather  than 
direct  billing.  It  is  my  own  reaction  that  this  figure  is  way  out  of  line, 
certainly  in  this  area,  and  may  represent  an  effort  to  influence  our 
reluctance  to  accept  assignments.  Direct  billing  still  represents  our 
greatest  hope  to  become  as  little  involved  as  possible  in  the  compli- 
cated paper  work  and  should  remain  our  firm  policy  in  a great 
majority  of  cases. 

I myself  am  increasingly  concerned  about  the  decreasing  number 
of  family  or  general  practitioners  in  this  area.  This  is  placing  a great 
burden  on  those  physicians  who  are  able  and  willing  to  make  house 
calls  or  see  sick  patients  at  night  or  over  the  week-ends.  I think  an 
honest  effort  should  be  made  to  encourage  at  least  a partial  resurgence 
of  general  practice.  We  all  too  often  find  specialists  and  hospital 
officials  who  will  belittle  the  capabilities  of  the  general  practitioners  as 
a group  and  therefore  help  to  create  a situation  where  their  own 
patients  are  expected  to  make  their  own  decision  and  preliminary 
diagnosis  so  that  they  can  select  the  proper  specialist  or  seek  hospitaliza- 
tion. We  must  remember  that  all  of  us,  specialists  or  not,  have  a 
responsibility  to  the  general  health  of  the  population  and  cannot 
become  sacro-sanctimoniously  attached  to  just  one  part  or  organ  of 
the  human  body. 

In  conclusion  I would  like  to  say  that  our  Society  must  develop  a 
policy  of  action  rather  than  reaction.  We  have  demonstrated  in  the 
past  by  way  of  our  polio  and  tetanus  programs  that  we  can  act  ag- 
gressively and  receive  the  recognition  due  us.  Simple  reaction  to 
problems  rather  than  the  foresight  to  act  and  forestall  or  prevent  prob- 
lems, medical  or  political,  will  result  in  the  quagmire  of  stagnation,  a 
situation  we  must  all  work  together  to  avoid. 

Edward  T.  Schantz, 

Lehigh  County  Medical  Society  President. 
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There  is  only  one  completely  re- 
liable long-range  weather  prognostica- 
tor: the  woolly  bear.  For  those  who 
have  never  met  and  studied  him,  wool- 
ly is  a caterpillar.  He  is  generally 
two  inches  long  from  whisker  to  whisk- 
er and  he  bears  alternate  black  and 
brown  segments. 

An  accurate  “reader”  studies  wool- 
ly from  front  to  back:  a brown  head 
indicates  winter’s  entrance  will  be 
mild;  if  black,  look  out  for  cold  and 
snow  early  in  the  season.  Predomi- 
nant brown  segments  at  the  midsec- 
tion fortell  a mild  winter;  black  assures 
harsh  weather.  The  proportionate 
widths  of  brown  and  black  bands  in- 
dicate the  length  of  the  coming  winter 
season  as  well  as  the  expected  average 
snow  falls  and  temperature  dips. 

This  past  October  I made  my  annual 
woolly  bear  field  trip.  Not  a single 
brown  bristle  from  front  to  rear  could 
be  seen  on  my  first  woolly.  The  re- 
sults of  further  searching  and  study 
lead  to  near  panic  on  my  part.  I was 
forced  to  submit  to  the  overwhelming 
evidence — all  woollies  were  solid 
black!  Winter  was  to  come  early,  re- 
main long,  and  bring  low  average 
temperatures  accompanied  by  an  over- 
abundance of  snow. 

Granted,  the  non-believer  may  scoff 
at  this  unscientific  method  of  predic- 
tion. But  remember  the  prognostic 
lipstick  sign  utilized  by  Mario  N. 
Fabi,  M.D.  (Pennsylvania  Medi- 
cine, 69,  9,  1966)  and  the  tear  drop 
sign  deemed  of  value  by  Peh-Ping  Ho, 
M.D.  of  New  York  (AMA  News, 
Dec.  19,  1966).  Both  physicians  pre- 
sent evidence  that,  although  relatively 
unscientific,  both  signs  have  proved  to 
be  accurate.  Science  may  assemble, 
explain,  and  validate  many  natural 
phenomena,  thereby  establishing  fac- 
tual bases  upon  which  to  predict  cer- 
tain events.  But  one  science,  meteo- 
rology, never  predicts  weather  with 
award  winning  accuracy  or  so  it  seems 
to  me. 

I'd  much  rather  depend  upon  the 
woolly  bear.  Not  once  in  my  many  ob- 
servation trips  have  I found  one  who 
insulted  me  with  a reading  that  indi- 
cated “50  percent  chance  of.”  With 
the  woollies,  black  is  black  and  brown 
is  brown. 

— F.  G.  M. 
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CANCER  FORUM  PAGE 


BREAST  CANCER  will  strike  one  of  every  twenty  women  in  the  United 
States.  At  present  rates,  less  than  half  of  them  will  be  cured. 

Breast  cancer  is  a disease  of  immense  frustration  for  the  physician ...  and  is 
one  of  woman’s  deepest  fears.  Yet,  for  the  individual  patient,  there  is  hope. 
Five-year  cures  result  in  82%  of  localized  cases. 

Monthly  breast  self-examination  and  annual  health  checkups  are  essential  in 
uncovering  such  cases.  Essential,  too,  is  person-to-person  exchange  between 
doctor  and  patient,  to  give  women  a chance  to  resolve  their  anxieties  about 
th  is  disease... anxieties  which  paralyze  judgment  and  delay  life-saving  action. 

The  Society’s  newest  fdm.  “Breast  Self-Examination.”  has  been  highly  praised 
by  physicians  and  laymen.  A physician  is  present  at  each  showing  so  that 
women  may  ask  questions  and  be  influenced  to  see  their  own  doctors  promptly 
about  any  breast  problem. 


The  Society  is  working  intensively  on  the  breast  cancer  problem,  through 
research  and  education.  Through  our  concerted  efforts ...  yours,  doctor,  and 
ours... we  will  prevail  against  this  great  enemy. 

AMERICAN  CANCER  SOCIETY 


PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 


PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
Control  Section,  Pennsylvania  Department  of  Health. 


“Heart  symptoms”  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


ous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral  I 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

1 or  2 mg  /day  initially,  increase  gradually  as  needed. 


Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


Roche  Laboratories  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 

2-mg,  5-mg,  10-mg  tablets 


(diazepam) 


MARCH,  1367 
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DIABETES  ACIDOSIS 

A report  of  213  hospital  Admissions  is  compared  to 

V \ J 


'a  similar  study  done  thirty  years  ago. 


. 


SENILE  DEMENTIA 


\ 


A reevaluation  of  the  disease  and  a report  of  favor 

abte^jatient  response  to  anti-coagulant  therapy. 

. 


when  it  counts... 


PARKE.  DAVIS  A COMPANY,  Detroit,  Michigtn  4823! 

Complete  information  for  usage 
available  to  physicians  upon  request. 

0I3CC 


Chloromycetin 

(chloramphenicol) 


PARKE-DAVIS 
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DR.  BATES, 
1944  PMS 
PRESIDENT, 
DIES 


HERSHEY 
MEDICAL 
CENTER  BURNS 


William  Bates,  M.D.,  a Past  President  of  the 
Pennsylvania  Medical  Society,  died  on  Wednes- 
day February  22,  of  a heart  attack.  Extremely 
active  in  organized  Medicine,  Dr.  Bates  was  a 
Trustee  of  the  U.S.  chapter  of  the  World  Med- 
ical Association,  a 20  year  delegate  to  the 
AMA,  member  of  the  Philadelphia  Academy  of 
Surgery  and  a fellow  of  the  College  of  Physi- 
cians of  Philadelphia,  the  American  College  of 
Surgeons  and  the  International  College  of  Sur- 
geons. He  was  the  82nd  President  of  the 
Philadelphia  County  Medical  Society. 

Dr.  Bates,  former  director  of  medical  education 
at  Polyclinic  Hospital,  was  a resident  of  Har- 
risburg for  ten  years. 

The  under-construction  Milton  S.  Hershey  Med- 
ical Center  was  racked  by  explosions  and  fire 
on  February  23rd.  The  fire  broke  out  at  the 
north  end  of  the  Basic  Sciences  wing  of  the 
Medical  Sciences  Building  about  3 p.m.  Flames  were  fed  by  propane  gas,  used 
to  cure  concrete,  and  by  tarpaulins  and  wooden  construction  forms.  Dean  Harrell 
expressed  the  belief  that  the  fire  will  not  affect  the  scheduled  opening  of  the 
school  in  September  but  may  possibly  prevent  the  completion  on  schedule  of 
faculty  offices  and  research  accommodations. 


PMS  TESTIFIES 
ON  "CRIME 
COMMISSION" 
BILL 


Stephen  Hanson,  M.D.,  Chairman  of  the  PMS  Commission  on  Forensic  Medicine, 
appeared  before  the  Committee  on  State  Government  of  the  Pennsylvania  House 
to  support  portions  of  H-49,  the  measure  proposing  to  create  a State  Crime  Com- 
mission. The  Society's  major  interest  in  the  measure  was  the  portion  of  the  bill 
giving  responsibility  to  the  Commission  to  "review  the  Coroner  System  as  com- 
pared to  the  Medical  Examiner  System  to  determine  which  is  the  more  effective." 
Dr.  Hanson,  in  his  prepared  testimony,  said,  "The  reason  for  our  appearance  here 
this  morning,  then,  is  to  encourage  favorable  consideration  by  the  Committee  for 
either  a responsible  Crime  Commission  or  an  existing  agency  of  State  Government 
to  immediately  study  the  desirability  of  creating  a Medical  Examiner  System  in 
Pennsylvania  to  replace  our  old  and  antiquated  system.  If  the  Committee  decides 
to  report  this  bill  favorably,  we  would  suggest  that  the  membership  of  the  Crime 
Commission  be  increased  to  include  a Forensic  Pathologist— a man  trained  in  the 
law  and  in  medicine.  The  Pennsylvania  Medical  Society  has  already  studied  which 
system  is  the  most  effective,  and  has  determined  that  the  Medical  Examiner  Sys- 
tem is  far  superior,  and  so  we  are  in  favor  of  what  we  consider  to  be  a more 
scientifically  sophistocated  system."  Others  testifying  before  the  committee  gen- 
erally approved  the  measure,  and  chats  with  members  of  the  Committee  seemed 
to  indicate  that  the  bill  has  a good  possibility  of  being  reported  favorably. 


REGIONAL 

AWARD 

PRESENTATION 


CONSTITU- 

TIONAL 

CONVENTION 


On  February  9th,  Governor  Raymond  P.  Shafer  joined  with  Mr.  Sim  Shattuck, 
Washington  representative  of  the  U.S.  Public  Health  Service,  in  presenting  to  Rich- 
ard Gerstell,  Ph.D.,  State  Director  of  Civil  Defense,  the  first  regional  award  for 
outstanding  public  service  in  promotion  of  the  National  Medical  Self-Help  Train- 
ing Program.  Mr.  Gerstell  is  consultant  to  the  PMS  Commission  on  Disaster  Med- 
ical Care.  The  Commission  actively  promotes  this  program,  which  carries  the 


endorsement  of  PMS.  Medical  Self-Help  is  a space  age  course  of  instruction  de- 
signed to  teach  people  how  to  take  care  of  themselves,  and  each  other,  during 
emergencies  and  when  medical  assistance  is  not  available.  Developed  by  the 
U.S.  Public  Health  Service,  in  cooperation  with  the  Department  of  Defense  and 
the  American  Medical  Association,  it  provides  basic  information  concerning  radio- 
active fallout,  mouth-to-mouth  resuscitation,  treatment  of  shock,  fractures  and 
splinting  and  other  life-saving  techniques,  including  procedures  to  be  followed 
in  emergency  child-birth.  To  date,  more  than  150  thousand  Pennsylvanians  have 
been  trained  in  Medical  Self-Help  in  roughly  5 thousand  classes  held  throughout 
the  State.  This  total,  which  is  more  than  twice  the  figure  reported  by  any  other 
of  the  twelve  northeastern  States,  includes  both  high  school  students  and  adults 
from  all  walks  of  life. 

This  Senate-passed  bill  (S-l)  has  not  yet  passed  through  the  House.  Final  de- 
cision may  come  this  week. 


-NEXT  MONTH 

WHEN  IN  DOUBT,  LOOK  FOR  GOUT 

This  not-so-rare  disease  should  be  suspected,  respected  and  vigorously  treated  due 
to  its  incapacitating  and  potentially  lethal  effects. 

MEDICAL  EXHIBIT 

Pennsylvania,  birthplace  of  American  Medicine,  is  dramatically  presented  at  the 
new  exhibit  located  in  the  William  Penn  Museum,  Harrisburg. 


ulrexin 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


N THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
D SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


/ 


When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


l/jZ/nf/rrop  j 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vb%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

Vj%  solution  for  adults 

V2 °/o  nasal  spray  for  adults 

V 2 °/o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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DIABETIC  ACIDOSIS,  Walter  H.  Bortz,  II,  M.D.  and  Stanley  Spoont,  M.D. 

A TRANSITION 

A comparison  of  two  studies  on  diabetic  acidosis  taken  thirty  years  apart  indicates  a signifi- 
cantly reduced  mortality  rate.  Page  47. 


RECURRENT  FECAL  INCONTINENCE 


Benjamin  Kendall,  M.D. 


Recurring  fecal  incontinence  of  organic  origin  in  an  adult  female  is  successfully  corrected 
by  surgical  procedure.  Page  51. 


SENILE  DEMENTIA 


Arthur  C.  Walsh,  M.D. 


Long-term  use  of  anticoagulant  therapy  is  found  to  be  successful  in  preventing  the  progres- 
sion of  senile  dementia  in  seventeen  patients.  Page  55. 


DEATHS  AND  AUTOPSIES 


Pennsylvania  Department  of  Health 


A report  for  the  year  1964  of  deaths  and  post-mortem  examinations  in  Pennsylvania  resi- 
dents over  sixty-four  years  of  age.  Page  61. 


LESIONS  OF  THE  SCROTUM  Leo  M.  King,  M.D.,  Alexander  M.  Hofstetter,  M.D. , 

Perry  C.  Martineau,  M.D.,  and  S.  K.  Sekeran,  M.D. 

Case  studies  of  four  patients  with  extratesticular,  intrascrotal  tumors  and  one  patient  with 
testicular  maldescent  are  presented.  Page  7 1 . 


TRACHEOTOMY  - AN  EXPANDED  ROLE  Joseph  A.  Perrone,  M.D.  and 

Charles  L.  Gallucci,  M.D. 


Analysis  of  two  hundred  fifty-three  cases  in  a six  year  period  indicates  the  need  for  an  ex- 
panded role  of  this  procedure.  Page  78. 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

* 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

e 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine1  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

Thefollowing  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include;  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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Os 

frontale 


frontalis 


Crista 

galli 

o 


special  formula 
fora 

special  problem 


\ 


specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 

It  is  facial  pain— deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 

It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARN  ER  - CHI  LC  OT  T 

Morris  Plains,  N.J. 

SINUTAB" 

for  sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


Os 

occipitale 


“ George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract 
Use  cautiously  in  individuals  with  severe  hyper 
tension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE"  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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TABLETS 

Eauagesic 

(meprobamate  and 
ethoheptazine  citrate  with 
aspirin) 

® 

Precautions:  Keep  out  of  reach  of  children.  Care 
fully  supervise  dose  and  amounts  prescribed,  espe 
cialiy  for  patients  prone  to  overdose  themselves 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
, symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
■with  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


1 HIS  MONTH 


E.  R.  Samuel,  M.D.,  Dies 


Dr.  E.  Roger  Samuel 


E.  Roger  Samuel,  M.D.,  the  100th 
President  of  the  Pennsylvania  Medical 
Society  and  the  AMA’s  choice  as  1955 
“General  Practitioner  of  the  Year” 
died  on  Tuesday,  February  14.  Dr. 
Samuel,  active  in  general  practice  since 
1916,  was  a graduate  of  the  University 
of  Pennsylvania  School  of  Medicine. 
He  had  made  several  house  calls  a 
short  time  before  his  death. 

Dr.  Samuel  is  survived  by  his  two 
daughters,  a brother,  and  nine  grand- 
children. 

Pennsylvania  Medicine 
Reprints 

During  January  and  February, 
1967,  a total  of  145,700  copies  of 
articles  were  distributed  by  Pennsyl- 
vania Medicine  to  various  authors, 
medical  schools  and  pharmaceutical 
firms.  All  requests  have  been  for  sci- 
entific papers  and  range  in  quantity 
from  ten  to  several  thousand  copies. 

Reprinted  copies  of  all  material 
published  in  Pennsylvania  Medicine 
are  available  upon  request.  Space  does 
not  permit  calling  attention  to  the 
availability  of  reprints  for  every  item 


published  each  month.  Address  re- 
quests and  inquiries  to  the  Managing 
Editor.  Small  quantities  (1-99)  are 
delivered  immediately;  larger  quanti- 
ties. ten  working  days  from  receipt  of 
order. 

Combination  Drugs 
Exempted 

A total  of  331  combination  drug 
products  containing  stimulant  or  de- 
pressant drug  ingredients  will  be  ex- 
empted April  1 from  requirements  of 
the  Drug  Abuse  Control  Amendments 
of  1965. 

James  L.  Goddard.  M.D.,  Com- 
missioner of  Food  and  Drugs,  made 
the  announcement  January  9 follow- 
ing a thirteen-month  review  of  nearly 
five  hundred  combination  drugs  by  a 
panel  of  physicians  from  the  Food 
and  Drug  Administration  and  the 
Public  Health  Service. 

The  1965  legislation  became  effec- 


tive last  February  1,  but  combination 
products  were  exempt  from  coverage 
pending  the  review.  Dr.  Goddard  said 
today  this  temporary  exemption  would 
be  extended  until  April  1.  This  will 
give  industry  time  to  prepare  an  in- 
ventory of  non-exempt  combinations. 

The  review  panel  considered  494 
requests  from  manufacturers  to 
exempt  specific  drug  formulations 
containing  stimulant  or  depressant 
drug  ingredients.  Under  the  Drug 
Abuse  Control  Amendments,  these 
drugs  may  be  exempted  from  require- 
ments of  the  law  when  their  control 
is  not  necessary  for  the  protection  of 
public  health  or  if  the  drugs  have  no 
potential  for  abuse.  The  determina- 
tion of  whether  new  combination 
products  should  be  controlled  will  be 
made  on  a product-by-product  basis, 
he  said. 

The  331  combination  products  to 
be  exempted  April  1 were  published 
in  the  Federal  Register  on  Tuesday, 
January  10. 


Charles  I..  Wilbar,  Jr.,  M.D.  was  honored  by  the  Pennsylvania  Medical 
Society  at  the  January  1967  Board  Meeting.  William  A.  Limberger.  M.D.. 
Chairman,  Board  of  Trustees  and  Councilors  (left)  and  J.  Everett  McClenahan 
M.I).,  PMS  President,  present  to  l>r.  Wilbar  a sterling  silver  tray  inscribed 
“To  Charles  L.  Wilbar,  Jr.,  MD.,  in  recognition  of  his  contributions  as  Secretarj 
of  Health  of  Pennsylvania.” 
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Legislative  News 

Pennsylvania 

Pennsylvania  Physicians  First  Again 


• The  physicians  of  Pennsylvania 
through  their  political  arm  Pa- 
MPAC  made  impressive  strides  in 
1966. 

• Approximately  50%  of  the  phy- 
sicians in  Pennsylvania  made  finan- 
cial contributions  to  PaMPAC  and 
AMPAC. 

• PaMPAC  was  the  first  in  the  na- 
tional ranking  of  state  PAC’s  with 
respect  to  total  funds  raised. 

• Of  all  the  candidates  financially  sup- 
ported by  PaMPAC,  86%  were 
elected. 

• Those  persons  supported  included 
incumbents  and  candidates  to  the 
United  States  House  of  Representa- 
tives, the  Pennsylvania  State  Senate 
and  the  Pennsylvania  House  of  Rep- 
resentatives. 

• Pennsylvania  physicians  through 
PaMPAC,  AMPAC,  and  local  can- 
didate support  committees  made 
political  contributions  totaling  ap- 
proximately $100,000  in  the  1966 
elections. 

• Increasing  numbers  of  physicians 
and  their  wives  played  vital  roles  on 
the  grass  roots  level  giving  their  time 
and  talent  to  the  effort  of  getting 
their  candidate  elected. 


House  Introducing  More 
Medical  Legislation 

Several  additional  bills  of  interest 
to  Medicine  are  being  introduced.  H- 
305  is  a joint  resolution  amending 
Article  IX  of  the  Constitution  to  au- 
thorize the  Commonwealth  to  create 
additional  bids  and  to  issue  bonds  to 
provide  funds  to  non-profit  corpora- 
tions for  the  construction  and  remodel- 
ing of  hospitals  in  the  amount  of  $400 
; million.  H-331  would  amend  the 
“Practical  Nurse  Law”  to  remove  the 
provision  currently  in  the  law  that 
all  candidates  for  “admission  to  any 
school  or  institution  for  the  training 
of  Practical  Nurses  shall  have  com- 
pleted at  least  a high  school  education.” 
H-337  would  create  an  advisory  com- 


All  of  the  above  compliment  the 
activity  of  PaMPAC  from  1964 
through  1966,  but  more  specifically 
the  credit  for  these  accomplishments 
goes  to  the  individual  physician  who 
through  his  contribution  in  dollars  and 
through  his  involvement  in  practical 
politics  is  making  the  voice  of  medi- 
cine a greater  factor  in  representative 
government. 

In  an  ever  increasing  number  doc- 
tors are  realizing  that  political  action 
must  be  a continuous  program.  Suc- 
cesses in  the  1966  elections  can  be 
attributed  to  preparations  initiated  in 
post  election  1964,  a period  of  re- 
evaluation  to  say  the  least.  The  chal- 
lenge of  that  bleak  period  was  ac- 
cepted and  met  as  is  evidenced  by  the 
role  played  by  medicine  in  changing 
the  complexion  of  the  newly  elected 
90th  Congress. 

To  build  on  these  gains  in  1968  the 
year  of  1967  and  January  through 
November  of  1968  will  require  that 
we  start  now  to  build  the  reservoir  of 
finances,  research,  talent  and  organiza- 
tional “know  how”  which  will  be  a 
vital  force  and  factor  in  electing  and 
re-electing  those  candidates  and  in- 
cumbents to  the  Pennsylvania  General 
Assembly  and  the  United  States  House 
of  Representatives  who  espouse  a phi- 
losophy consistent  with  the  practice  of 
medicine  in  a free  enterprise  society. 


mittee  for  the  physically  handicapped 
within  the  Department  of  Public  Wel- 
fare with  responsibilities  to  administer 
welfare  services  to  the  physically  hand- 
icapped and  to  collect,  systematize  and 
transmit  to  other  governmental  and 
non-governmental  agenices  relevant 
information  in  regard  to  the  needs  of 
the  handicapped;  to  formulate  general 
policy  and  devise  programs  for  the 
physically  handicapped;  to  provide 
day  care  and  other  special  services 
for  the  physically  handicapped;  to 
provide  resident  care  for  physically 
handicapped  children  and  adults.  It 
should  be  noted  that  the  Department 
of  Health  currently  is  generally  re- 
sponsible in  these  areas,  and  is  respon- 
sible for  the  Crippled  Children’s  Hos- 
pital. 


Coroner  System 

Of  significant  interest  to  Medicine 
is  S-l , the  proposal  to  call  for  a Con- 
stitutional Convention.  Democratic 
amendments,  designed  to  expand  the 
scope  of  the  Convention,  were  held 
in  check  and  the  measure  was  passed 
by  a 27-23  vote. 

Some  amendments  were  added  to 
the  bill,  but  the  provision  to  discuss 
Article  XIV  of  the  Constitution,  which 
section  creates  the  office  of  “coroner” 
as  a county  officer,  remains  in  the 
Senate  version  of  the  legislation.  If 
the  measure  makes  it  through  the 
House  intact,  as  most  observers  feet 
that  it  will,  the  calling  of  a limited: 
Constitutional  Convention  can  be 
placed  on  the  May  primary  ballot, 
and,  if  passed  by  the  electorate,  dele- 
gates to  the  Convention  can  be  chosen 
in  November  at  the  General  Election. 
At  that  point,  it  will  be  up  to  Medicine 
and  others  interested  in  a Medical 
Examiner  System  to  prevail  upon  the 
Convention  to  remove  from  the  Con- 
stitution the  office  of  coroner  in  order 
to  permit  counties  to  vote  for  a Medi- 
cal Examiner  System  in  their  jurisdic- 
tion if  they  wish. 

Dr.  Stephen  Hanson,  Chairman  of 
the  Society's  Commission  on  Forensic 
Medicine,  is  scheduled  to  testify  before 
the  House  Committee  on  State  Govern- 
ment on  H-49,  the  measure  to  create 
a Pennsylvania  Crime  Commission 
whose  duties  are  principally  investiga- 
tive and  fact-finding.  H-49' s one  pro- 
vision would  be  “to  review  the  coroner 
system  as  compared  to  the  medical 
examiner  system  to  determine  which  is 
the  more  effective.”  The  State  Society 
was  asked  to  testify  before  this  Com- 
mittee to  this  point,  and  it  is  expected 
that  the  Society  will  present  testimony 
showing  that  already  a great  many 
studies  have  been  under  way  showing 
the  desirability  of  the  more  scientific 
determination  of  suspicious  and  violent 
deaths,  but  that  we  would  encourage 
any  effort  to  further  bring  the  matter 
more  vividly  to  the  attention  of  the 
Legislature. 

Any  developments  which  occur 
shortly  before  presstime  will  be  noted 
in  the  Late  News  section  of  Pennsyl- 
vania Medicine. 

. . . Continued  on  page  16 
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With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  lVs  grains)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUI-A-ZONE 

fwvw wwmwwwwsw 

Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital, % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Hershey  Seeks  Humanistic  Approach 

The  first  professor  has  been  appointed  to  the  only 
Department  of  Humanities  ever  established  at  a medical 
school. 

The  school  is  the  new  College  of  Medicine  of  The 
Pennsylvania  State  University  at  The  Milton  S.  Hershey 
Medical  Center.  The  professor  is  E.  A.  Vastyan,  cur- 
rently executive  director  of  The  William  Temple  Founda- 
tion and  chaplain  at  the  University  of  Texas  Medical 
Branch  in  Galveston. 

In  naming  Vastyan  as  assistant  professor  of  humanities, 
Dr.  George  T.  Harrell,  dean  and  director  of  the  Medical 
Center,  said  that  Vastyan  had  developed  great  insight 
into  the  religious  and  other  humanistic  aspects  of  medi- 
cine through  his  positions  at  Galveston  and  as  a member 
of  national  committees  concerned  with  the  subject.  “He 
will  not  be  a chaplain  here  at  Hershey,  however,”  the 
Dean  said.  “Rather,  he  is  to  be  a pioneer  teacher  and 
researcher  in  a unique  program  that  we  hope  will  help 
instill  in  our  students  the  humanistic  approach  to  the  prac- 
tice of  medicine.” 

Harrell  said  that  Vastyan  will  help  to  formulate  the 
overall  curriculum  of  the  medical  school  besides  taking 
responsibility  for  the  development  of  teaching  material  in 
the  field  of  humanities  from  the  point  of  view  of  com- 
parative religion.  Vastyan  also  will  serve  on  the  school’s 
Admissions  Committee. 

Dr.  Harrell  explained  the  unique  department  further: 

“It  will  include  faculty  in  comparative  religion,  philoso- 
phy and  ethics,  and  history  of  science.  By  learning  the 
attitudes  of  various  cultures  and  religions,  past  and  present, 
our  students  should  become  more  confident  of  their  han- 
dling of  problems  involving  life  and  death.  Almost  ironi- 
cally, every  scientific  advance  in  medicine — such  as  genetic 
control,  organ  transplants,  birth  control  and  others — brings 
with  it  greater  need  for  understanding  their  non-scientific 
implications.” 

The  humanities  will  be  taught  through  seminars  and 
individual  lectures  interwoven  throughout  the  regular  medi- 
cal school  curriculum  rather  than  as  individual  credit 
courses,  the  Dean  said.  “This  unique  experience  will 
enable  our  students  to  apply  the  art  of  medicine  on  each 
patient  in  the  light  of  that  patient's  religious,  cultural  and 
social  background.” 

At  Galveston  for  seven  years,  Vastyan  previously  was 
chaplain  at  Ohio  State  University  for  three  years.  He 
graduated  Phi  Beta  Kappa  from  Denison  University  with 
a bachelor  of  arts  degree  in  English  and  spent  a year  study- 
ing contemporary  poetry  as  a Fulbright  scholar  at  the 
University  of  Southampton,  England. 

After  returning  to  Denison  as  an  english  instructor  and 
associate  director  of  public  information,  Vastyan  studied 
theology  at  the  University  of  Chicago  for  two  years  and 
received  a bachelor  of  divinity  degree,  cum  laude.  from 
the  Episcopal  Theological  Seminary  in  Cambridge,  Massa- 
chusetts in  1957.  He  has  been  awarded  a Danforth 
Scholarship  for  postgraduate  work  this  year. 

Vastyan  serves  as  an  officer  in  various  social,  welfare 
and  civic  organizations  and  on  three  national  boards  of 
the  Episcopal  church.  He  has  published  numerous  ar- 
ticles in  religious  journals. 

He  also  has  received  the  cross-appointment  as  assistant 
professor  in  the  department  of  humanities  and  religious 
studies  in  Penn  State's  College  of  Liberal  Arts. 
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Philip  F.  Williams  Awards  Announced 

The  Seventh  Annual  Philip  F.  Williams  Awards  have 
been  announced  by  the  American  College  of  Obstetricians 
and  Gynecologists. 

To  honor  Dr.  Philip  F.  Williams  of  Philadelphia,  an 
outstanding  contributor  to  the  improvement  in  maternal 
care  in  the  United  States  in  the  past,  and  to  encourage 
those  who  will  continue  this  work  in  the  future,  District 
III  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists (Pennsylvania,  New  Jersey  and  Delaware)  has 
established  three  cash  awards  for  the  best  papers  written 
by  residents  in  obstetrics-gynecology  for  presentation  at 
the  District’s  Annual  Meeting.  These  awards  are  $250, 
$150,  and  $75  respectively. 

Eligibility  stipulations  are: 

The  contestant  must  have  been  a resident  during  the 
year  in  which  he  submits  a manuscript,  and  must  have 
served  in  a hospital  within  District  III.  If  experimental 
work  is  used  as  the  basis  of  a paper  it  must  have 
been  carried  out  by  the  contestant.  The  Department 
Head  must  send  an  accompanying  letter  when  a paper 
is  submitted,  certifying  the  authenticity  of  the  work. 
Papers  are  to  be  original.  A collaboration  study  paper 
is  not  acceptable  unless  the  authors  are  residents  offer- 
ing the  manuscript  as  a group.  A paper  previously 
submitted  for  publication  in  a medical  journal  will  not 
be  considered. 

Papers,  in  triplicate,  are  to  be  sent  to  the  District 
Secretary,  Christopher  T.  Reilly,  M.D.,  172  Franklin 
Avenue,  Ridgewood,  New  Jersey  07450  on  or  before 
July  1,  1967. 

Journalism  Awards  Offered 
in  Anesthesiology 

The  Second  Annual  Journalism  Awards  for  writing 
about  anesthesiology  and  anesthesiologists  has  been  an- 
nounced by  the  American  Society  of  Anesthesiologists 
(ASA). 

Deadline  for  the  submission  of  entries  is  August  1, 
1967.  News  stories,  feature  stories  or  editorials  that  have 
appeared  in  newspapers  or  magazines  of  general  circula- 
tion between  July  1,  1966  and  June  30,  1967  may  be 
entered. 

Announcement  of  the  awards  will  be  made  at  the  annual 
meeting  of  the  ASA  September  29 — October  3 in  Las 
Vegas.  Awards  will  be  $500,  $300  and  $200  for  the  first, 
second  and  third  place  winners. 

The  awards  will  be  given  to  recognize  the  contributions 
being  made  by  journalists  in  bringing  a better  under- 
standing of  this  medical  specialty  to  the  general  public. 

Entries  may  be  a single  article  or  a series.  An  entrant 
may  submit  as  many  entries  as  he  wishes. 

The  judging  panel  will  consist  of  outstanding  represen- 
tatives of  journalism,  education,  medicine  and  anesthesi- 
ology. Criteria  used  in  judging  will  be  scientific  accuracy, 
public  interest,  clarity,  significance,  impact  and  quality  of 
writing. 

All  entries  must  be  submitted  in  duplicate  with  the  name 
and  address  of  the  writer  as  well  as  the  name  of  the 
publication  in  which  the  entry  appeared  and  the  date. 

Submit  entries  to:  Journalism  Awards,  American  Soci- 
ety of  Anesthesiologists,  515  Busse  Highway,  Park  Ridge, 
Illinois  60068. 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 
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A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Legislative  News — Pennsylvania  (continued) 


Allegheny  County 
Lays  Groundwork  for 
Active  Legislative  Year 

The  Public  Health  Legislation  Com- 
mittee of  the  Allegheny  County  Medi- 
cal Society  held  their  first  meeting  on 
Wednesday,  February  15th.  The  meet- 
ing was  organizational  and  the  year's 
program  was  discussed. 

The  Society  is  planning  a vigorous 
legislative  year,  scheduled  to  include 
the  assignment  of  individual  physicians 
to  talk  with  legislators  in  various  areas 
of  interest. 

Members  of  the  Committee  are: 

Michael  A.  Cambest,  Jr.,  M.D., 
James  W.  Giacobine,  M.D.,  Marcus 
D.  McDivitt,  M.D.,  Alfred  R.  Price, 
M.D.,  Walter  R.  Seip,  M.D.,  and  Earl 
B.  Smith,  M.D.,  all  of  Pittsburgh:  Wil- 
liam R.  Hunt,  M.D.,  Emory  A.  Ritten- 
house.  M.D.,  McKeesport;  and  Joseph 
J.  Polidora,  M.D.,  Monroeville. 

Robert  H.  Craig,  Jr.,  PMS  Execu- 
tive Assistant,  also  attended  the  meet- 
ing. Any  County  Society  Legislature 
Committee  that  may  want  to  discuss 
local,  state  and  federal  legislation 
should  contact  the  State  Society  for 
available  sources  and  information 
which  may  enable  you  to  conduct 
meetings  more  effectively. 

More  Bills 

Much  legislation  of  interest  to  Med- 
icine is  being  introduced;  two  mea- 
sures coming  from  members  of  the 
Pittsburgh  delegation  are  of  interest 
in  the  medical  examiner  versus  coro- 
ner argument.  The  first,  H-49, 
(Messrs.  Rigby,  Donaldson,  Spencer, 
R.  E.  Wilt  and  Irvis)  would  set  up 
a “State  Crime  Commission”  which 
would  consist  of  nine  persons  to  be 
made  up  of  police  officials,  business, 
church  and  civic  leaders,  and  persons 
qualified  in  criminal  law,  psychiatry 
and  penology.  Their  principal  pur- 
pose would  be  to  recommend  reforms, 
improvements  in  state  crime  detection 
and  prevention,  and,  specifically,  “re- 
view the  coroner  system  as  compared 
to  the  medical  examiner  system  to 
determine  which  is  the  more  effec- 
tive.” The  second  measure,  H-71, 
(Parker,  Haudenshield,  Rigby,  Kauf- 
man and  Dardanell)  is  a joint  Resolu- 
tion proposing  an  amendment  to  Ar- 
ticle XIV  of  the  Constitution,  provid- 
ing for  medical  examiners  as  county 
officers  and  abolishing  the  coroners  as 
county  officers. 


Many  bills  have  been  introduced 
which  would  attack  the  air  and  water 
pollution  problems  in  the  Common- 
wealth, but  all  of  these  will  have  to  be 
sifted  out  by  the  various  committees  to 
which  they  are  referred.  Medicine 
will  keep  a close  touch  on  these  to 
see  what  legislation  will  be  the  most 
efficacious  in  attacking  the  problem. 

The  House  and  Senate  approved 
Resolution  No.  104 , which  would  cre- 
ate a joint  committee  to  visit  State 
Mental  Hospitals  and  Schools  for  the 
Mentally  Retarded  to  see  what  fur- 
ther needs  to  be  done  by  the  Com- 
monwealth. S-214,  by  Senator  Mc- 
Creesh,  was  introduced  and  would 
increase  the  time  during  which 
foreign-trained  nurses  may  stay  in  the 
Commonwealth  for  postgraduate 
study  and  experience;  as  similar  mea- 
sure, H-70,  was  introduced  into  the 
House.  H-197  would  tighten  up  the 
"Vehicle  Code”  by  providing  that 
operation  of  a motor  vehicle  in  this 
state  would  constitute  implied  consent 
to  chemical  tests  to  determine  intoxi- 
cation, and  would  decrease  the  blood 
alcohol  level.  Two  major  bills  were 
introduced  into  both  House  and  Sen- 
ate— H-199  and  S-140;  both  of  which 
attempt  to  consolidate  and  codify  the 
public  welfare  laws  of  the  Common- 
wealth. At  the  present  time  the  staff 
of  the  Pennsylvania  Medical  Society 
is  going  over  these  to  insure  that  there 
is  no  more  in  this  revision  than  exists 
in  present  law.  H-219  was  introduced, 
and  provided  a sum  of  $250,000  to 
be  appropriated  for  payment  to  hos- 
pitals in  the  state  for  approved  intern 
training  “not  to  exceed  $500  per  medi- 
cal intern  per  annum.” 

Senator  Pechan  introduced  two 
measures  of  interest  to  the  medical 
community;  S-141,  which  is  a com- 
pulsory fluoridation  measure  for  pub- 
lic water  supplies,  and  S-162,  which 
would  create  a separate  department 
of  mental  health  and  define  its  duties 
and  transfer  the  state  mental  institu- 
tions, the  Office  of  Mental  Health, 
et  cetera,  to  the  separate  department. 

Congressmen  to 
Key  Committees 

Representative  Daniel  Flood  of 
Pennsylvania's  Eleventh  Congressional 
District  (Carbon.  Columbia  and  Lu- 
zerne) has  been  named  the  new  Chair- 
man of  the  House  Appropriations 
Sub-Committee  on  Labor — Health, 
Education  and  Welfare.  New  Demo- 
crats and  Republicans  have  been 
added  to  this  Committee  and  the 


speculation  is  that  the  new  lineup  will 
be  more  likely  to  stick  to  Administra- 
tion requests  for  health  programs 
rather  than  to  raise  them  as  the  Sub- 
committee has  done  in  the  past.  The 
Sub-Committee  on  Public  Health  and 
Welfare  of  the  House  Commerce 
Committee  will  hold  its  first  meeting 
this  week  with  new  members  ap- 
pointed to  it.  Appointed  to  this  Sub- 
Committee  is  Representative  G. 
Robert  Watkins  of  the  Ninth  Penn- 
sylvania District  (Chester  and  Dela- 
ware Counties). 

Constitutional 
Convention  Stalls  Senate 

The  last  several  sessions  of  the 
State  Senate  have  been  almost  entire- 
ly devoted  to  discussing  Senate  Bill 
No.  1,  a measure  to  provide  for  the 
holding  of  a limited  Constitutional 
Convention  to  discuss  specially  enum- 
erated issues;  included  would  be  a 
revision  of  the  section  of  the  Consti- 
tution setting  up  county  offices  includ- 
ing that  of  the  coroner.  So  far,  the 
amendments  which  have  been  dis- 
cussed would  not  eliminate  from  the 
Convention's  agenda  a discussion  of 
this  section. 

Drug  Formulary  Revision 
Saving  Money 

A saving  of  $450,000  was  effected 
by  use  of  a drug  formulary  system 
in  the  Department  of  Public  Welfare 
during  the  last  half  of  1966.  The  sys- 
tem was  further  refined  and  extended 
effective  February  1. 

The  formulary  revisions,  which  are 
now  being  mailed  to  physicians  and 
druggists  who  participate  in  the  Com- 
monwealth's Medical  Assistance  pro- 
gram, constitute  a catalog  of  pharma- 
ceutical products  to  be  used  in  pre- 
scribing and  dispensing  drugs  for  per- 
sons who  receive  Medical  Assistance. 
Although  use  of  the  formulary  is 
optional,  about  80  percent  of  the 
druggists  serving  public  assistance  re- 
cipients are  now  using  this  system. 

The  formulary  system  enables  phy- 
sicians to  compare  quickly  the  costs 
of  drugs.  It  also  clearly  defines  the 
drugs  the  State  will  pay  for  at  a set 
price.  Medical  assistance  drugs  cost 
$8.7  million  during  the  1965-66  fiscal 
year,  but  in  the  first  half  of  1966-67 
under  the  formulary  system,  drug  cost 
in  the  Pennsylvania  Medical  Assis- 
tance program  dropped  in  contrast  to 
national  trends. 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 


Available  in  5 Gm.  and  15  Gm.  tubes  and  Va  lb.  jars. 


PHOTOGRAPHS  COURTESY  OF 


Aristocort  Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 

Triamcinolone  Acetonide  aiso  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Tuinal 


Sodium  Amobarbital  and 
Sodium  Secobarbital 

( D ne  - Ha  If  Sodium  Amobarbital  and  One-Half  Sodium  Secobarbital) 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications.Tuinal,  comprised  of  equal  parts  of  Seconal® 
Sodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
um (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
and  moderately  long-acting  hypnosis. 
Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  1 /i  to  3 grains  at  bedtime. 


•ss* 


Supplied:  3A,  Wi , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


32ee/ 
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Postgraduate 
Courses 

ALLENTOWN 

Chest  Pain:  Causes  and  Manage- 
ment; at  Allentown  Hospital;  April 

13,  1967;  10  a.m.  to  1:00  p.m.;  three 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

Pathology  Seminars,  Temple  Uni- 
versity department  of  pathology,  and 
Lehigh  AAGP.  at  Allentown  Hospital. 
Mondays,  September-June,  7:30  p.m.; 
20  hours  AAGP.  Contact  Allentown 
Hospital  Association,  Seventeenth  and 
Chew  Streets  (18102). 

ALTOONA 

Jaundice — Surgical  or  Medical;  at 

Altoona  Hospital;  April  20,  1967; 
10:00  a.m.  to  12:30  p.m.;  2 hours 
AAGP.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  St.,  Philadelphia. 

Surgical  Management  of  Arterial  In- 
sufficiency; Altoona  Hospital,  March 
16,  1967,  10:00  a.m.  to  12:30  p.m.; 
two  hours  AAGP. 

Valvular  Cardiac  Disease:  Indica- 
tions for  Surgery  and  the  Choice  of 
Time  and  Procedure;  at  Altoona  Hos- 
pital; April  6,  1967;  10  a.m.  to  12:30 
p.m.;  two  hours  AAGP.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut St.,  Philadelphia. 

BETHLEHEM 

Stroke — Diagnosis  and  Manage- 
ment III;  St.  Luke’s  Hospital,  March 
16,  1967,  9:30  a.m.  to  12  Noon;  Fee 
$7.00;  three  hours  AAGP. 

Stroke — Surgery  for  Stroke;  at  St. 

Luke’s  Hospital;  April  20,  1967;  9:30 
a.m.  to  12:00  Noon;  Fee  $7.00;  3 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

FRANKLIN 

A Course  in  Vector-Electrocardiog- 
raphy, Westmoreland  Hospital  and 
Westmoreland  County  AGP,  at  West- 
moreland Hospital,  Greensburg,  Pa.; 
Eighteen  Tuesday  evenings  from  7 to 
9 p.m.,  as  follows:  October  11,  18, 
25;  November  8 and  29;  December 
13  and  20;  January  10,  17,  24  and 
31.  1967;  February  14,  1967;  March 

14,  21  and  28.  1967;  April  1 1,  18  and 
25,  1967;  AAGP  36  hours;  Contact 


Arthur  J.  McStein,  M.D.,  Westmore- 
land Hospital. 

HARRISBURG 

Medical  Lectures,  Harrisburg  Poly- 
clinic Hospital  and  University  of 
Pennsylvania  School  of  Medicine,  at 
Polyclinic,  November  22,  February  28, 
March  28,  and  April  25,  10  a.m.— 1 
p.m.;  5 hours  AAGP.  Contact  G.  F. 
Zerbe,  M.D.,  1822  Market  Street, 

Camp  Hill  17011. 

The  Elderly  Patient — Clinical  Fea- 
tures and  Total  Management;  Penn- 
sylvania Department  of  Health  and 
PMS  Commission  on  Chronic  Illness 
and  Geriatrics,  supported  by  a grant 
from  the  Public  Health  Service  of 
Health,  Education  and  Welfare:  at 
Harrisburg  Hospital,  April  6,  13,  and 
20,  1967.  9:30  a.m.  to  4:30  p.m. 
AAGP  18  hours;  contact  J.  Stanley 
Smith.  M.D.,  Room  907,  Health  and 
Welfare  Building,  P.O.  Box  90, 
Harrisburg. 

JOHNSTOWN 

Liver  Biopsy — Clinical  Indications 
and  Contraindications;  Conemaugh 
Valley  Memorial  Hospital,  March  23, 
1967,  7:00  to  9:00  p.m.;  two  hours 
AAGP. 

Management  of  the  Patient  with 
Choriocarcinoma;  at  Conemaugh  Val- 
ley Memorial  Hospital;  April  27, 
1967;  7:00  to  9:00  p.m.;  Two  hours 
AAGP.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  St.,  Philadelphia. 

LANCASTER 

Collagen  Diseases:  Their  Diagnosis 
and  Treatment;  Lancaster  General 
Hospital,  March  30,  1967,  11:00  a.m. 
Contact  John  H.  Esbenshade,  Jr., 
M.D..  Lancaster  General  Hospital. 

Diffuse  Pulmonary  Disease;  Lan- 
caster General  Hospital,  April  12, 
1967.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  Lancaster  General  Hos- 
pital, Lancaster. 

PHILADELPHIA 

Annual  Scientific  Session  for  Physi- 
cians; Pa.  Heart  Association  and  Pa. 
Academy  of  General  Practice;  at 
Marriott  Motor  Hotel;  May  5-6,  1967; 
12  hours  AAGP.  Contact  David  H. 
Foster,  Pa.  Heart  Association,  Inc., 
2743  North  Front  Street,  Harrisburg, 
Pa.  17105. 

Advanced  Electrocardiography,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa.; 


Wednesdays,  February  15  to  April  19, 
1967;  1 to  4 p.m.;  AAGP  30  hours; 
Contact  Mr.  Leonard  J.  Zimet,  Ein- 
stein Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.  19141. 

Applied  Office  Psychiatry  for  Medi- 
cal Practitioners;  Abington  Memorial 
Hospital,  successive  Tuesday  evenings 
from  7:00  p.m.  to  9:00  p.m.,  March 
7 to  May  23,  1967.  AAGP  category 
I,  contact  William  T.  Donner,  M.D., 
Abington  Memorial  Hospital,  Abing- 
ton 19001.  Fee,  $50. 

Clinical  Endocrinology,  Albert  Ein- 
stein Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.;  Wednesdays, 
February  8 to  April  26,  1967;  2 to  5 
p.m.;  AAGP  36  hours;  Contact  Mr. 
Leonard  J.  Zimet,  Einstein  Medical 
Center,  York  and  Tabor  Roads,  Phila- 
delphia, Pa.  19141. 

Microsurgery  of  the  Temporal 
Bone,  Temple  University  School  of 
Medicine,  first  week  of  each  month. 
Contact  B.  J.  Ronis,  M.D.,  Temple. 

Postgraduate  Medical  Seminar;  at 

Jefferson  Medical  College;  April  5,  6, 
7,  18,  and  19,  1967;  9:00  a.m.  to 
12:30  p.m.;  22  hours  AAGP.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  St.,  Philadelphia. 

Psychiatry  and  General  Practice, 

Einstein  Medical  Center.  York  and 
Tabor  Roads;  Fridays,  January  6 to 
April  14,  1967;  1:30  to  4:30  p.m.; 
AAGP  45  hours;  Contact  Leonard  J. 
Zimet,  Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa. 
19141. 

Radiology  and  Radioisotopes,  Al- 
bert Einstein  Medical  Center,  York 
and  Tabor  Roads,  Philadelphia,  Pa.: 
Wednesdays,  March  15  to  April  12, 
1967;  2 to  4 p.m.;  AAGP  10  hours: 
Contact  Leonard  J.  Zimet.  Einstein 
Medical  Center,  York  and  Tabor 
Roads,  Philadelphia,  Pa.  19141. 

The  Management  of  Anemia;  at 

Jefferson  Medical  College;  Six  con- 
secutive Tuesday  evenings;  March  21 
to  April  25,  1967.  Fee  $35.00:  12 
hours  AAGP.  Contact  John  H. 
Killough.  M.D.,  1025  Walnut  St., 
Philadelphia. 

Thirty-first  Postgraduate  Institute; 

Philadelphia  County  Medical  Society 
and  Medical  Schools  of  Philadelphia; 
at  Bellevue-Stratford  Hotel;  April  1 1- 
14,  1967;  9:00  a.m.  to  5:00  p.m.;  20 
hours  AAGP.  Contact  Robert  L. 
Mayock,  M.D.,  2100  Spring  Garden 
Street,  Philadelphia,  Pa.  19130. 
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Eighteenth  Hahnemann  Symposi- 
um: Epithelial-Mesenchymal  Interac- 
tions; April  10-12,  1967.  Contact 
Raul  Fleischmajer,  M.D.,  Hahne- 
mann Medical  College,  Department 
of  Medicine.  Philadelphia,  Pa. 

Tenth  Neuropsychiatric  Institute: 
Preparing  the  Long-Term  Patient  for 
Return  to  the  Community;  sponsored 
by  the  Chester  County  Medical  Soci- 
ety and  the  VA  Hospital,  Coatesville, 
April  13  to  14,  1967.  Contact  Frank 
F.  Merker,  M.D.,  Hospital  Director, 
VA  Hospital,  Coatesville,  Pa.  19320. 

POTTSVILLE 

Occlusive  Arterial  Disease;  at  Potts- 
ville  Hospital;  April  13,  1967;  11:30 
a.m.  to  2:00  p.m.;  two  hours  AAGP. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  St.,  Philadelphia. 

READING 

Liver  Diseases  and  Miscellaneous 
Subjects,  Hahnemann  Medical  Col- 
lege, at  Community  General  Hospital, 
Wednesdays,  September  through  May, 
9:30  a.m.  Contact  E.  L.  Trexler, 
M.D.,  15  South  Franklin  Street,  Fleet- 
wood  19522. 

Continuing  Medical  Education  Pro- 
gram, Berks  County  Medical  Society 
and  AGP,  at  Reading  Hospital;  De- 
cember 7,  1966;  January  11,  February 
1,  March  1,  April  5 and  May  3,  1967; 
AAGP  32  hours;  Contact  A.  A.  Nagle, 
M.D.,  Stouchsburg,  Pa. 

SCRANTON 

Management  of  the  Cancer  Patient; 

at  Mercy  Hospital;  April  19,  1967; 
9:30  a.m.  to  12:00  Noon;  2 hours 
AAGP.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  St.,  Philadelphia. 

Office  Neurologic  Diagnosis;  Mercy 
Hospital,  March  15,  1967;  9:30  a.m. 
to  12  Noon;  two  hours  AAGP. 

Common  Problems  in  Cardiac 
Therapy;  at  Children’s  Heart  Hospital; 
March  12,  1967;  12:00  Noon  to  4:45 
p.m.;  4 hours  AAGP.  Contact  Jean- 
nette C.  Mason,  M.D.,  Children’s 
Heart  Hospital,  Conshohocken  Ave- 
nue, Philadelphia,  Pa.  19131. 

Psychiatry  for  Medical  Practition- 
ers; at  Abington  Memorial  Hospital; 
Tuesday  evenings,  March  7 through 
May  23,  1967;  7:00  p.m.  to  9:00  p.m.; 
24  hours  AAGP.  Contact  William 
T.  Donner,  M.D.,  1245  Highland 

Avenue,  Abington,  Pa.  19001. 


WARREN 

Seventh  Annual  Postgraduate  Semi- 
nar; Warren  County  Chapter  AAGP; 
at  K-C  Columbia  Building,  Warren; 
April  29,  1967;  9:00  a.m.  to  5:00 
p.m.;  7 hours  AAGP.  Contact  Ross 
E.  Bryan,  M.D.,  514  W.  Third  Ave- 
nue, Warren,  Pa.  16365. 

WILKES-BARRE 

Evaluation  of  the  Patient  With  a 
Neurologic  Lesion;  Wilkes-Barre  Gen- 
eral Hospital,  March  16,  1967,  9:00 
a.m.  to  12  Noon;  three  hours  AAGP. 

Heart  Disease;  Luzerne  County 
AGP  and  Hahnemann  Hospital,  at 
Wyoming  Valley  Hospital;  Wednes- 
days, March  22  to  May  3,  1967,  1 1:00 
a.m.  to  1:00  p.m.  AAGP  14  hours; 
contact  David  W.  Kistler,  M.D.,  171 
Stanton  Street,  Wilkes-Barre. 

Pitfalls  in  Chest  Radiography  of 
Children;  at  Wilkes-Barre  General 
Hospital;  April  20,  1967;  9:00  a.m. 
to  12:00  Noon;  3 hours  AAGP.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  St.,  Philadelphia. 

WILLIAMSPORT 

The  Prevention  of  Accidents  and 
Poisoning;  Williamsport  Hospital, 
March  15,  1967,  10:00  a.m.  to  3:30 
p.m.;  four  hours  AAGP. 

Ulcerative  Colitis;  at  Williamsport 
Hospital;  April  19,  1967;  10:00  a.m. 
to  3:30  p.m.;  4 hours  AAGP.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  St.,  Philadelphia. 

YORK 

Electrocardiography  (Part  1);  at 

York  Hospital;  April  6,  1967;  8:00 
a.m.  to  12  Noon;  Fee  $8.00;  three 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

Electrocardiography  (Part  II);  at 

York  Hospital;  April  13,  1967;  8:00 
a.m.  to  12  Noon;  Fee  $8.00;  three 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

Gastrointestinal  Function — Normal 
and  Abnormal;  illustrated  by  Ciner- 
adiography, York  Hospital,  March  23, 
1967,  8:00  a.m.  to  12  Noon;  Fee 
$8.00;  three  hours  AAGP. 

Short  Course — Electrocardiography 
(Part  III);  at  York  Hospital;  April  20, 


1967:  8:00  a.m.  to  12:00  Noon;  Fee 
$8.00:  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut  St., 
Philadelphia. 

Short  Course — Electrocardiography 
(Part  IV);  at  York  Hospital;  April  27, 
1967:  8:00  a.m.  to  12:00  Noon;  Fee 
$8.00;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut  St., 
Philadelphia. 

The  Differential  Diagnosis  of  Her- 
niated Intervertebral  Nuclei;  York 
Hospital,  March  30,  1967,  8:00  a.m. 
to  12  Noon;  Fee  $8.00:  three  hours 
AAGP. 

The  Recognition  of  Medicolegal 
Problems  in  Family  Practice;  York 

Hospital,  March  16,  1967;  8:00  a.m. 
to  12  Noon;  Fee  $8.00;  three  hours 
AAGP. 

OUT  OF  STATE 

Systemic  Lupus  Erythematosus;  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  April  26,  1967. 
Contact  Mrs.  Alice  Altmayer.  Hospital 
for  Joint  Diseases  & Medical  Center, 
1919  Madison  Ave.,  New  York,  N.  Y. 
10035. 

Laryngology  and  Bronchoesophag- 
ology;  College  of  Medicine  of  the  Uni- 
versity of  Illinois,  April  10  to  22, 
1967.  Contact  Francis  L.  Lederer, 
M.D.,  Department  of  Otolaryngology, 
College  of  Medicine  of  the  University 
of  Illinois  at  the  Medical  Center,  P.O. 
Box  6998,  Chicago,  111.  60680. 

Spring  Session,  American  Academy 
of  Pediatrics;  the  San  Francisco  Hilton 
Hotel.  San  Francisco.  April  3,  4,  5, 
1967.  Contact  AAP,  1801  Hinman 
Ave.,  Evanston,  111.  60204. 

Contact  Lens  Fitting;  Institute  of 
Ophthalmology  of  the  Americas,  May 
7,  1967,  in  the  Gramercy  Park  Hotel. 
New  York,  N.  Y.,  sponsored  by  the 
New  York  Eye  & Ear  Infirmary.  Fee 
$50.  Contact  Jane  Stark,  Registrar, 
New  York  Eye  & Ear  Infirmary,  218 
Second  Avenue,  New  York,  N.  Y. 
10003. 

Fortieth  Annual  Spring  Congress  of 
Gill  Memorial  Eye  Ear  and  Throat 
Hospital,  selected  topics,  April  3 to  7, 
1967.  Contact  Superintendent,  Box 
1789.  Roanoke,  Va.  Fee  $25. 

• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
Pass  and  Erford  Road,  Lemoyne  17043. 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty , Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CH,OH 


Hydrocortisone 


CH,0H 

A=o 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
J7-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1'4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  l/500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Leraer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Legislative  News 

Washington 


Johnson  Administration  Proposals 


Health  legislation  this  year  includes 
proposals  to  expand  medicare  and 
limit  medicaid,  and  more  money  is 
being  requested  for  most  federal  ac- 
tivities in  the  health  field. 

President  Johnson  also  has  asked 
Congress  for  anti-air  pollution  legisla- 
tion and  stricter  anti-water  pollution 
measures. 

The  President  termed  medicare  “an 
unqualified  success,”  but  added  “there 
are  improvements  which  can  be  made 
and  shortcomings  which  need  prompt 
attention.”  He  proposed  that  the  1.5 
million  disabled  persons  receiving 
other  Social  Security  and  railroad  re- 
tirement benefits  also  be  included  under 
medicare.  He  said  “certain  types  of 
podiatry”  should  be  included  in  medi- 
care benefits.  He  further  directed  the 
Secretary  of  Health,  Education  and 
Welfare  “to  undertake  immediately  a 
comprehensive  study  of  the  problems 
of  including  drugs  under  medicare.” 

President  Johnson  noted  that  only 
415,000  nursing  home  beds  in  the 
nation  met  federal  standards  (less  than 
half  of  the  850,000  total),  and  that 
only  3,000  of  the  total  of  20,000  nurs- 
ing homes  had  qualified  under  medi- 
care. 

To  move  toward  correcting  this 


President  Johnson’s  “health”  bud- 
get has  been  forwarded  to  Congress. 
In  the  explanation  that  accompanied 
the  budget  there  were  proposals  for 
expanded  spending  activities  in  the 
health  field.  One  proposal  was  a $140 
million  request  for  the  extension  and 
operation  of  the  Comprehensive  Health 
Planning  Grants  Act  of  1966,  and  a 
request  that  this  program  be  extended 
from  the  present  two  years  to  an  addi- 
tional four  years.  The  President  also 
asked  for  $400  million  for  the  fiscal 
year  which  starts  July  1 for  air  and 
water  pollution  control  programs. 
Other  requests  included  money  to  fi- 
nance the  planning  for  the  so-called 
“Heart  Disease,  Cancer  and  Stroke” 
centers  across  the  nation.  Finally,  in 
the  programs  in  which  Pennsylvanians 


situation,  he  wants  more  money  for 
more  health  facilities  and  better  health 
care  institutions  for  the  aged. 

The  President  called  for  extension 
of  existing  legislation  to  improve  state 
and  local  health  planning  for  the 
elderly  and  to  launch  special  pilot 
projects  to  bring  comprehensive  medi- 
cal and  rehabilitation  services  to  the 
aged. 

As  for  limiting  medicaid  (Title 
XIX),  President  Johnson  said  a state 
should  not  be  permitted  to  have  its 
income  ceilings  for  medical  assistance 
more  than  50  percent  higher  than  the 
level  set  for  welfare  assistance.  The 
medicaid  program,  which  now  gives 
states  carte  blanche  as  to  income  stand- 
ards, became  the  subject  of  widespread 
controversy  after  New  York  set  an 
eligibility  standard  of  $6,000  net  in- 
come for  a family  of  four. 

Twenty-eight  states  and  jurisdictions 
had  medicaid  programs  by  January 
1,  1967,  and  it  is  estimated  that  thirty, 
including  Pennsylvania,  will  have  them 
by  July  1,  1967,  and  forty-eight  by 
July,  1968.  Title  XIX  programs  re- 
place the  medical  vendor  payment  part 
of  existing  federal-state  welfare  pro- 
grams, including  Kerr-Mills. 


are  most  deeply  interested,  the  Presi- 
dent requested  an  extension  of  the 
“Community  Mental  Health  Centers 
Program”  which  includes  $50  million 
for  construction,  $46  million  for  staff- 
ing grants,  and  $88.6  million  to  pro- 
vide training  for  mental  health 
workers.  The  budget  message  also 
suggested  a special  study  to  survey 
programs  under  Title  XIX  of  Public 
Law  89-97  “which  will  establish  a 
base  line  from  which  to  measure  sub- 
sequent changes  in  the  level,  type,  and 
quality  of  medical  care  available  to 
the  population  covered.”  At  the  pres- 
ent time,  Pennsylvania  is  drafting  its 
legislation  to  further  implement  the 
Title  XIX  program  which  must  by  law 
take  effect  July  1 of  this  year  in  the 
Commonwealth. 


1968  Budget  Calls 
For  $11.7  Billion 

The  administration’s  fiscal  1968 
budget  calls  for  general  fund  expendi- 
tures of  $11.7  billion  for  carrying  out 
existing  and  proposed  new  programs 
of  the  Department  of  Health,  Educa- 
tion and  Welfare  (HEW).  This  is 
an  increase  of  $1.0  billion  over  cur- 
rent year  spending.  In  addition  to  the 
general  fund  outlays  on  behalf  of 
HEW,  the  budget  forecasts  benefit  pay- 
ment and  administrative  expenditures 
in  1968  from  Social  Security  trust 
funds  in  the  amount  of  $31.0  billion, 
an  increase  of  $5.5  billion  over  1967. 

Health  program  highlights  of  the 
HEW  budget  include: 

• A 5 percent  increase,  to  $1.45 
billion,  for  medical  research. 

• Food  and  Drug  Administration, 
to  $68  million  in  1968,  up  from  $64 
million  in  1967. 

The  $4  million  increase  will  be  used 
to:  (1)  expedite  the  review  and  sur- 
veillance of  new  drugs  for  safety  and 
efficacy,  (2)  expand  extramural  re- 
search into  the  side  effects  of  oral 
contraceptives,  (3)  expand  the  pro- 
gram established  under  last  year’s 
Drug  Abuse  Control  Amendments, 
and  (4)  carry  out  the  new  Fair  Pack- 
aging and  Labelling  Act.  The  1968 
budget  will  also  emphasize  regulation 
of  barbiturates,  amphetamines,  and 
other  drugs  affecting  the  central  nerv- 
ous system,  and  a step-up  in  FDA's 
food  standards  program. 

• Regional  Medical  Programs — 
$16  million. 

It  is  expected  that  grants  will  be 
awarded  to  regional  groups  in  1968 
primarily  to  support  a rapid  expansion 
throughout  the  nation  of  operational 
activities  begun  during  1967,  and  an 
expansion  and  supplementation  of 
planning  activities  begun  in  1966.  Em- 
phasis will  be  on  regional  planning 
and  coordination  of  medical  resources, 
continuing  education  for  doctors  and 
other  medical  personnel,  and  the  rapid 
distribution  of  new  knowledge  and 
techniques. 

• The  total  Children’s  Bureau  bud- 
get request  for  fiscal  year  1968  is  al- 
most $246  million,  an  increase  of  about 
5 percent  or  about  $11  million  over 
1967.  The  largest  share  of  the  ap- 
proximately $11  million  increase  is 
$5  million  additional  for  special  project 
grants  for  health  of  school  and  pre- 
school children. 


Health  Budget  to  Congress 
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Write  Now 

i Booklets:  Progress  Against  Cancer,  available  from  the 

Superintendent  of  Documents,  U.S.  Government  Printing 
Office,  Washington,  D.C.  20402.  $.75  per  copy.  . . . 
Neonatal  Respiratory  Adaptation,  Public  Health  Service 
publication,  Government  Printing  Office,  Washington,  D.C. 
20402,  $1.25  each.  . . . Cost  and  Acquisition  of  Pre- 
scribed and  Nonprescribed  Medicines,  United  States,  July 
1964-June  1965,  available  from  the  Public  Health  Service, 
HEW,  Washington,  D.C.  20201,  gratis.  . . . Application 
of  Diagnostic  Ultrasound  Equipment  in  Cardiovascular 
Disease,  free  from  Smith  Kline  Instrument  Company, 
1500  Spring  Garden  Street,  Philadelphia  19101.  . . . 
Mother-Daughter  Talk,  $.15  per  copy  from  Good  House- 
keeping’s Children's  Center.  Dept.  BW1,  959  Eighth  Ave., 
New  York,  N.Y.  10019.  . . . Why  Girls  Menstruate,  $.10 
from  AMA,  Dept.  GH,  535  N.  Dearborn  St.,  Chicago 
60610.  . . . Sex  and  Marriage,  $.35  from  Planned  Par- 
enthood-World Population,  No.  790,  Dept.  GH,  381  Madi- 
son Ave.,  New  York,  N.Y.  10022.  . . . Why  Can’t  You 
Have  a Baby?  $.25  from  Public  Affairs  Pamphlets,  Dept. 
GH,  381  Park  Ave.  South,  New  York,  N.Y.  10016.  . . . 
Prenatal  Care,  $.20,  and  Breast  Feeding  Your  Baby,  $.10, 
from  the  Government  Printing  Office,  Washington,  D.C. 
20402.  . . . Cancer  of  the  Breast,  Cancer  of  the  Uterus, 
each  free  from  American  Cancer  Society,  Dept.  GH-2, 
219  E.  42nd  St.,  New  York,  N.Y.  10017.  . . . Elemen- 
tary Rehabilitation  Nursing  Care,  $.55  from  the  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402.  . . . 
Sexual  Adjustment  in  Marriage,  $.25  from  the  Public  Af- 
fairs Committee,  381  Park  Ave.  South,  New  York,  N.Y. 
10016.  . . . A Gift  to  the  Future,  a booklet  on  eradica- 
tion of  tuberculosis,  is  available  from  Lederle  Laboratories, 
Pearl  River,  N.Y.,  upon  request.  . . . Medicare  and  the 
Physician,  gratis  from  the  Program  Services  Department, 
AMA,  535  N.  Dearborn  St.,  Chicago  60610.  . . . Medi- 
cal and  Surgical  Motion  Pictures,  a catalogue  of  AMA 
films,  is  available  free  of  charge  from  the  Dept,  of  Post- 
graduate Programs,  AMA,  535  N.  Dearborn  St.,  Chicago 
60610.  . . . Dialogue  on  Adolescence,  $.30  per  copy  from 
the  U.S.  Government  Printing  Office,  Washington,  D.C. 
20402. 

Pamphlets:  Guide  for  Medical  Society  Committees  on 

Blood,  available  free  from  the  Dept,  of  Environmental 
Health  of  the  AMA,  535  N.  Dearborn  St.,  Chicago  60610. 
...  Skin  and  Scuba  Diving  Fatalities  in  the  United  States, 
on  request  from  the  PHS  Division  of  Accident  Prevention, 
800  N.  Quincy  Street,  Arlington,  Va.  22203.  . . . Varicose 
Veins — What  Can  Be  Done  About  Them,  free  from  the 
Public  Health  Service,  HEW,  Washington,  D.C.  20201. 
...  Continuing  Education  Programs  for  Women,  $.20 
from  the  U.S.  Government  Printing  Office,  Washington, 
D.C.  20402.  . . . The  Education  of  Disadvantaged  Chil- 
dren, no  charge,  Publications  Distribution  Unit,  U.S.  Of- 
fice of  Education,  Washington,  D.C.  20202. 

Films:  Fiberscope  Endoscopy  of  the  Upper  Digestive  Tract, 
Technique  of  Platelet  Transfusion,  Modification  of  the 
Schoenheimer-Sperry  Method  for  Free  and  Total  Choles- 
terol, each  film  available  on  free  short-term  loan  from  the 
Public  Health  Service  Audiovisual  Facility,  Atlanta,  Ga. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  ('A  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2Vz  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


MARCH,  1967 
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Hart  Bill  Hearings 
Off  and  Running 

Senator  Philip  Hart  interrupted  the 
hearings  on  his  bill  S-260  to  hear  testi- 
mony on  laboratories.  For  more  than 
two  years,  the  Sub-Committee  has  been 
investigating  doctors  who  own  inter- 
ests in  pharmacies  and  drug-repackag- 
ing plants,  and  ophthalmologists  who 
sell  eyeglasses  to  their  patients.  This 
new  issue  centers  on  medical  labora- 
tories, their  standards  and  what  per- 
centage of  them  lose  sight  of  the 
patients’  interests  in  order  to  make 
volume  profits  in  mass  analyses  of 
blood,  urine  and  tissues.  The  pre- 
ponderance of  testimony  has  been  in 
favor  of  ophthalmologists’  being  al- 
lowed to  fit  glasses  to  their  patients, 
particularly  contact  lenses.  Questions 
have  been  raised,  however,  about 
wording  of  the  exemptions  for  doctors 
who  would  be  allowed  to  sell  drugs  to 
patients  because  to  do  otherwise  would 
be  unreasonable.  Here  the  issues  con- 
cern the  distance,  the  means  of  trans- 
portation of  patients  to  independent 
pharmacies,  the  crippled  and  elderly 
patients  for  whom  long  transportation 
would  be  a hardship.  Hart  may  decide 
to  introduce  a bill  that  would  require 
federal  standards,  as  well  as  licensing 
for  medical  laboratories. 

More  pros  than  cons  seem  to  be 
coming  from  the  public  hearing  on 
S-260  thus  far.  The  first  witness  was 
the  former  Chairman  of  the  Federal 
Trade  Commission,  Earl  K.  Kintner, 
who  appeared  on  behalf  of  the  Na- 
tional Association  of  Retail  Druggists 
who  favored  the  bill.  The  next  witness 
was  Richard  Strommen,  Executive  Di- 
rector of  the  Illinois  Pharmaceutical 
Association  who.  in  addition  to  favor- 
ing the  bill,  attacked  the  medical  pro- 
fession. Benjamin  J.  Kingwell,  Past 
President  of  the  California  Pharma- 
ceutical Association,  favored  the  leg- 
islation. During  his  testimony,  in  a 
discussion  on  compulsory  generic  pre- 
scribing, Mr.  Kingwell  said  he  did  not 
favor  such  prescribing  on  the  belief 
that  he  did  not  believe  that  it  was  safe 
and  that  the  amount  of  money  saved 
would  not  be  worthwhile.  Mr.  King- 
well  was  followed  by  Mr.  Blue  A.  Car- 
stenson,  representing  the  National 
Farmers  Union  who  also  favored 
S-260.  The  next  witness,  Mr.  Jack 
C.  Holley  from  St.  Petersberg.  Florida, 
favored  the  Hart  Bill  and  expressed 
a belief  that  a druggist  would  not  use 
a generic  drug  which  he  did  not  be- 
lieve to  be  safe.  M.  Mendel  Bocknek, 
of  Fairfax.  Virginia,  a non-dispensing 


ophthalmologist  appearing  on  his  own 
behalf,  indicated  that  he  opposed  the 
legislation  because  he  felt  it  would 
create  a monopoly  and  remove  from 
the  physician  his  only  method  of  pro- 
tecting his  patients  from  poor  work- 
manship or  material.  He  urged  that 
the  control  of  any  practices  within 
Medicine  be  left  in  the  hands  of  the 
local  medical  society.  During  his  tes- 
timony, he  commented  that  he  had 
successfully  defended  himself  in  a 
$850,000  suit  brought  against  him  by 
an  optician  for  restraint  of  trade  be- 
cause he  did  not  use  the  optician’s 
services  which  he  believed  were  in- 
ferior. Dr.  Bocknek  concluded  his 
testimony  by  telling  the  committee 
that  passage  of  the  bill  could  have  an 
opposite  effect  to  that  which  it  seeks 
to  cure  by  creating  a monopoly.  Theo- 
dore Steinberg.  M.D.,  and  Richard  P. 
Kratz,  M.D.,  who  represented  the  eye 
section  of  the  California  Medical  As- 
sociation, and  who  are  dispensing 
ophthalmologists,  pointed  out  the  ad- 
verse effects  to  patients,  particularly 
in  the  fields  of  cataracts  and  contact 
lenses,  if  an  ophthalmologist  were  pre- 
vented from  dispensing.  They  too 
pointed  out  that  the  bill  could  lead 
to  a monopoly  for  others  and,  in 
particular,  optometry  since  they  are 
the  only  ones  who  qualify  to  fit  con- 
tact lenses.  W.  Allen  Daniels,  who 
represented  the  National  Conference 
of  State  Pharmaceutical  Association 
executives,  also  testified. 

$1  Million  for  Cancer 

Ten  physicians  in  six  Pennsylvania 
institutions  are  among  104  doctors 
scheduled  to  receive  more  than  $1 
million  as  financial  assistance  to  in- 
crease medical  skills  available  to  can- 
cer patients. 

J he  Public  Health  Service's  new 
National  Center  for  Chronic  Disease 
Control  has  announced  grants  total- 
ing $1,088,000  to  enable  the  104  phy- 
sicians who  have  completed  resident 
training  in  specialty  fields  to  obtain 
an  additional  year's  training  and  ex- 
perience in  the  prevention,  diagnosis, 
treatment,  and  control  of  cancer. 

Physicians  selected  for  the  awards 
will  train  in  institutions  in  twenty 
states  and  the  District  of  Columbia. 
Grants  include  stipends  and  addi- 
tional allowances  for  dependents  and 
travel  required  by  their  training  pro- 
grams. 

The  physicians  are  selected  by  the 
Cancer  Control  Program  of  the  Public 
Health  Service  with  the  advice  of 


panels  of  nongovernmental  medical 
experts  who  review  the  applications. 
Each  candidate  for  a senior  clinical 
traineeship  award  is  required  to  pre- 
sent a description  of  his  training  pro- 
gram which  includes  evidence  of  the 
availability  of  adequate  supervision 
and  facilities. 

During  fiscal  year  1966  the  number 
of  physicians  trained  in  the  program 
was  91;  their  grants  totaled  $971,500. 

Medical  specialties  represented  by 
doctors  receiving  the  awards  are  pa- 
thology, internal  medicine,  surgery, 
radiology  and  gynecology.  Pennsyl- 
vania Institutions  and  participants  are: 

Hahnemann  Medical  College  and  Hos- 
pital 

Donald  Noble  Gill,  M.D. 

Charles  Jacque  Lusch,  M.D. 

John  Thomas  McMurray,  M.D. 

Henry  Randolph  Tatem,  III,  M.D. 
University  of  Pennsylvania 

William  Patton  Graham,  M.D. 

Charles  Julius  Johnson,  M.D. 

The  Children’s  Hospital 

Diller  Baer  Groff,  III,  M.D. 
Children’s  Hospital  of  Philadelphia 

Peter  Selig  Liebert,  M.D. 

Jefferson  Medical  College  and  Hospi- 
tal 

Marc  R.  Peck.  M.D. 

University  of  Pennsylvania  Graduate 
Hospital 

Eugene  Theodore  Tragus,  M.D. 

Oral  History 
Material  Needed 

In  recent  years  there  has  been  in- 
creasing interest  in  the  creation  of 
“oral  history’’  records  as  source  ma- 
terials for  medical  history.  This  tech- 
nique uses  tape-recorded  interviews 
with  significant  participants  in  the 
development  of  modern  medicine  to 
capture  information  held  only  in 
memory  that  would  otherwise  be  lost. 

As  part  of  its  program  in  oral  his- 
tory, the  National  Library  of  Medi- 
cine is  collecting  information  on  the 
existence  of  oral  history  materials  in 
the  field  of  biomedicine  in  the  United 
States.  This  information  eventually 
will  appear  in  a Union  Catalog,  which 
will  inform  interested  persons  of  the 
location,  subject  coverage,  and  avail- 
ability of  these  materials  throughout 
the  country. 

Individuals,  societies  and  biomedi- 
cal institutions  are  requested  to  send 
information  regarding  known  oral  his- 
tory programs  or  collections  to:  Peter 
D.  Olch,  M.D..  History  of  Medicine 
Division.  National  Library  of  Medi- 
cine, Bethesda.  Maryland  20014. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ABBOTT 


la 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


10  mg.  c3  15  mg.  eED 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT 


SIDE 


) 


FRONT  3 


SIDE 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG- RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 


trolling  Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 


This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See 


Brief  Summary 


on 


next  page. 
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THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 


There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAIN  DICATIONS : Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 

1 7ninfiQ 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
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[ M.D.’s  in 
L Jl  The  News 

George  A.  Rowland,  M.D.,  Mill- 
ville, has  been  appointed  to  a one- 
year  term  on  the  Committee  on  Medi- 
cal Economics  of  the  American  Acad- 
emy of  General  Practice. 

Robert  H.  Cram,  M.D.,  Ardmore, 
was  recently  elected  president  of  the 
Pennsylvania  Orthopaedic  Society  at 
the  annual  meeting  in  Pittsburgh.  Dr. 
Cram  is  chief  of  the  orthopaedics  ser- 
vice at  Bryn  Mawr  Hospital,  and  Dela- 
ware County  Hospital. 

Herbert  V.  Jordan,  M.D.,  Camp 
Hill,  has  been  elected  president  of  the 
Harrisburg  Academy  of  Medicine.  Dr. 
Jordan,  who  served  as  the  Academy’s 
second  vice  president  in  1966,  suc- 
ceeds G.  Winfield  Yarnall,  M.D.  of 
Lemoyne. 

Jacqueline  F.  Roe,  M.D.,  Lancas- 
ter, has  been  appointed  to  the  Lan- 
caster Board  of  Health.  She  is  the 
first  woman  physician  to  be  appointed 
to  the  Board. 

Morris  J.  Goldman,  M.D.,  Ard- 
more, has  been  named  director  of  a 
new  psychiatric  in-patient  service  and 
day  hospital  and  clinical  professor  of 
the  department  of  psychiatry,  Hahne- 
mann Medical  College  and  Hospital. 

Glenn  E.  Mortimore,  M.D.,  has 

been  named  associate  professor  of 
physiology  at 
The  Pennsylvania 
State  University 
College  of  Medi- 
cine at  The  Mil- 
ton  S.  Hershey 
Medical  Center. 
Dr.  Mortimore  is 
the  medical  re- 
searcher credited 
with  demonstrat- 
ing conclusively 
that  the  liver  is  one  of  the  major 
target  organs  for  insulin  action  in  the 
regulation  of  blood  sugar,  according 
to  Dr.  George  T.  Harrell,  dean  of  the 
College. 

Bernard  L.  Segal,  M.D.,  associate 
professor  of  medicine  at  Hahnemann 
Medical  College  and  Hospital  was  vis- 
iting lecturer  for  the  Northampton 
County  Medical  Society  recently,  when 
he  spoke  on  Recent  Advances  in  Coro- 
nary Heart  Disease.  He  also  lectured 
on  Bedside  Diagnosis  of  Heart  Dis- 
ease for  the  Berks  County  Medical 
Society. 


Katharine  Boucot  Sturgis,  M.D.,  is 

the  recipient  of  the  Albert  Einstein 
Medical  Center  Women’s  Auxiliary 
Award  for  Distinguished  Service  to 
Humanity.  Dr.  Sturgis  is  professor  and 
chairman  of  the  department  of  pre- 
ventive medicine  and  clinical  profes- 
sor of  medicine  at  Woman’s  Medical 
College,  Philadelphia. 

Jack  E.  Oritt,  M.D.,  Fort  Washing- 
ton, has  been  ap- 
pointed to  the  po- 
sition of  assistant 
director  of  clini- 
cal research  and 
services  at  Mc- 
Neil Laboratories, 
Inc.  Prior  to 
joining  the  phar- 
maceutical manu- 
facturing firm. 
Dr.  Oritt  was  af- 
filiated with  the  AFL  Clinic,  Phila- 
delphia. 

Henry  S.  Schutta,  M.D  .,  associate 
neurologist  at  Pennsylvania  Hospital, 
Philadelphia,  is  the  recipient  of  a 
$64,104.00  grant  from  the  National 
Institutes  of  Health.  The  grant  is  for 
further  investigation  of  the  effects  of 
acute  bilirubin  intoxication  on  the 
central  nervous  system. 

Joseph  A.  Gilmartin,  M.D.,  Pitts- 
burgh, is  one  of  two  nominees  from 
Pennsylvania  for  Pediatrician  of  the 
Century.  The  nominations  of  Dr. 
Gilmartin  and  of  Max  Miller,  M.D., 
Williamsport,  were  made  by  the  Penn- 
sylvania Academy  of  Pediatrics  from 
among  its  four  hundred  twenty  mem- 
bers. The  winner  will  be  selected  by 
the  American  Academy  of  Pediatrics 
this  month. 

Howard  H.  Peppel,  M.D.,  has  been 
appointed  superintendent  of  the  West- 
ern State  School  and  Hospital  at  Can- 
onsburg.  Dr.  Peppel,  whose  appoint- 
ment is  effective  immediately,  takes 
over  the  position  temporarily  filled  by 
Sidney  Kaplan,  M.D.,  acting  superin- 
tendent of  the  State  institution  for  the 
mentally  retarded. 

Patrick  B.  Storey,  M.D.,  formerly 
director  of  the  department  of  post- 
graduate programs  of  the  American 
Medical  Association,  has  been  named 
professor  and  chairman  of  the  depart- 
ment of  community  medicine  at 
Hahnemann  Medical  College  and  Hos- 
pital of  Philadelphia. 

David  J.  Lieberman,  M.D.,  has  been 
appointed  director  of  the  State  Medi- 
cal Assistance  Program,  commonly  re- 
ferred to  as  Pennsycare. 


DR.  MORTIMORE 


DR.  ORITT 


William  F.  Kellow,  M.D.,  dean  of 
the  Hahnemann  Medical  College,  has 
accepted  the  po- 
sition of  dean  and 
vice  president  of 
the  Jefferson 
Medical  College, 
succeeding  Wil- 
liam A.  Sodeman, 
M.D.,  present 
dean  of  Jefferson. 


Frederick  Urbach,  M.D.,  has  been 
named  chairman  of  the  department  of 
dermatology  at  Temple  University 
School  of  Medicine  and  medical  di- 
rector of  the  Skin  and  Cancer  Hos- 
pital of  Philadelphia. 

Hobart  A.  Reimann,  M.D.,  profes- 
sor of  medicine,  Hahnemann  Medical 
College  and  Hospital,  has  been  named 
field  director  to  aid  in  reorganizing  the 
medical  school  program  at  the  Uni- 
versity of  Saigon,  Vietnam.  Dr.  Rei- 
mann has  been  granted  a six-month 
leave  of  absence  from  Hahnemann  to 
pursue  this  project,  which  is  sponsored 
by  the  Agency  for  International  De- 
velopment of  the  State  Department 
and  the  American  Medical  Association 
Project  for  Medical  Education  in  Viet- 
nam. 

Gonzalo  E.  Aponte,  M.D.,  has  been 
appointed  to  a dual  position  as  pro- 
fessor and  head  of  the  department  of 
pathology  at  Jefferson  Medical  College 
and  director  of  the  clinical  laborator- 
ies. 

Paul  J.  Poinsard,  M.D.,  clinical  pro- 
fessor of  psychiatry  at  Jefferson  Medi- 
cal College,  has  been  elected  president 
of  the  Philadelphia  Psychiatric  Society. 
Other  officers  are:  president-elect. 

Martin  Myers,  M.D.;  vice-president. 
VanBuren  Hammett,  M.D.;  secretary- 
treasurer,  Martin  Goldberg,  M.D.;  edi- 
tor of  transactions,  William  Rutter, 
M.D.:  councillor,  R.  Bruce  Sloane, 
M.D.:  and  councillor,  Wallace  Hus- 
song,  M.D. 

Edward  G.  Torrance,  M.D.,  Drexel 
Hill,  has  been  elected  president  of  the 
medical  staff  of 
Thomas  M.  Fitz- 
gerald Mercy 
Hospital,  Darby. 
He  succeeds  John 
J.  Curtin,  M.D., 
Villanova,  who 
had  served  the 
two  on  e-y  ear 
terms  permitted 
dr.  torrance  by  the  bylaws. 


DR.  KELLOW 
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In  peptic  ulcer... 

antacid 


therapy 

a 

new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Eacli  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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John  W.  Goldschmidt,  M.D.,  has 

been  appointed  dean  of  the  newly- 
founded  School  of 
Allied  Health  Sci- 
ences at  Jefferson 
Medical  College 
and  Medical  Cen- 
ter. Dr.  Gold- 
schmidt is  cur- 
rently director  of 
physical  medicine 
and  rehabilitation 
at  Jefferson  and 
will  continue  in 
this  position  during  the  planning  stages 
of  the  new  school. 

O.  Eugene  Baum,  M.D.,  has  been 
appointed  professor  of  psychiatry  and 
director  of  the  residency  training  pro- 
gram at  Woman’s  Medical  College 
Hospital,  Philadelphia.  This  residency 
program  is  being  organized  to  provide 
a broad  and  diversified  exposure  to 
clinical  psychiatry  within  the  frame- 
work of  a psychodynamic  approach  to 
behavior. 

Leonard  F.  Bush,  chief  of  staff  at 
The  Geisinger  Medical  Center,  Dan- 
ville, presented  a paper  entitled  The 
Surgical  Treatment  of  Fractures  About 
the  Shoulder  at  the  meeting  of  the 
American  Academy  of  Orthopaedic 
Surgeons  in  San  Francisco. 


Leonard  S.  Girsh,  M.D.,  director  of 
the  Asthmatic  Center,  Children's  Heart 
Hospital  and  the  pediatric  allergy  de- 
partment, St.  Christopher’s  Hospital 
lor  Children,  recently  presented  a 
paper  entitled  The  Epidemiology  of 
Asthma  in  Children  in  Philadelphia  to 
the  Fourth  International  Biometeorol- 
ogical  Congress  at  Rutgers  University. 

John  H.  Waldhausen,  M.D.,  was 

recently  appointed  to  the  staff  of  The 
Children’s  Hospital  of  Philadelphia 
in  pediatrics  cardiac  surgery.  He  is 
also  associate  professor  of  surgery  at 
The  University  of  Pennsylvania  School 
of  Medicine. 

Ernest  A,  Spiegel,  M.D.,  and  his 
wife,  Mona  Spiegel-Adolf,  M.D.,  re- 
tired recently  from  the  faculty  of 
Temple  University  School  of  Medi- 
cine, after  serving  that  institution  for 
thirty-six  years. 

Harry  E.  Bacon,  M.D.,  professor 
and  head  of  the  department  of  proc- 
tologic surgery  at  Temple  University 
School  of  Medicine  was  honored  re- 
cently by  a special  program  at  Temple 
in  recognition  of  his  many  years  of 
service  to  that  institution. 

Thomas  C.  Kalkhof,  M.D.,  Erie, 
has  been  elected  secretary  of  the  In- 
ternational Society  of  Medical  Direc- 
tors of  Chronic  Disease  Facilities. 


Donald  M.  Pillsbury,  M.D.,  profes- 
sor and  former  chairman  of  the  de- 
partment of  dermatology,  University  of 
Pennsylvania,  has  been  named  recipi- 
ent of  the  1967  Modern  Medicine 
awards  for  Distinguished  Achievement, 
presented  to  physicians  and  scientists 
who  have  made  outstanding  contribu- 
tions to  the  medical  profession.  The 
recipients  are  selected  from  nomina- 
tions made  by  deans  of  medical 
schools,  executive  officers  of  national 
medical  organizations,  physicians  and 
members  of  Modern  Medicine  editor- 
ial board. 

James  B.  Donaldson,  M.D.,  has 
been  appointed  chief  of  staff  of  Tem- 
ple University 
Hospital  and  as- 
sociate dean  of 
the  Temple  Uni- 
versity School  of 
Medicine.  An- 
nouncement of 
the  appointments 
was  made  today 
by  Arthur  I). 
Nelson,  M.D.,  ex- 
ecutive director 
of  the  Hospital,  and  Robert  M.  Buch- 
er, M.D.,  dean  of  the  Medical  School. 
Dr.  Nelson  noted  that  Dr.  Donaldson 
also  will  be  chairman  of  the  Executive 
Committee  of  the  Hospital. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


I 


J 


“ Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“A  steroid-nutritional  compound 
( Mediatric ) was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  12: 612  (Oct.)  1957. 


i 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“ Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  12: 489  (May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent" 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood’’  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

^Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 
Each  MEDIATRIC  Tablet  or  Capsule  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin 2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

*Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017*  Montreal,  Canada 
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I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Eouanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Eouanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 

A quality  controlled  product  of 

Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


Deaths 


John  A.  Nevergole,  Plymouth  Meet- 
ing; Medico-Chirurgical  College.  1915; 
age  81;  died  October  11,  1966.  Dr. 
Nevergole  is  survived  by  his  wife. 

Katharine  A.  Kline,  Greenville;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1937;  age  53;  died  October 
1,  1966.  We  have  received  no  infor- 
mation regarding  survivors. 

Mollie  A.  Geiss,  Philadelphia;  Uni- 
versity of  Texas  School  of  Medicine, 
1919,  age  80;  died  October  21.  1966. 
We  have  received  no  information  re- 
garding survivors. 

O Harry  W.  Zech,  York;  Jefferson 
Medical  College,  1908;  age  80;  died 
January  20,  1967.  Dr.  Zech  is  sur- 
vived by  a son.  a daughter,  seven 
grandchildren  and  nine  great  grand- 
children. 

O Janies  Ward,  Covina,  Califor- 
nia: Medico-Chirurgical  College,  1907; 
age  60:  died  December  18,  1966.  Dr. 
Covina  is  survived  by  his  daughter. 

O George  W.  Smeltz,  Atlantic 
City.  N.J.;  Ohio  University  School  of 
Medicine,  1907;  age  82:  died  January 
4.  1967.  We  have  received  no  infor- 
mation regarding  survivors. 

Eli  R.  Saleeby,  Philadelphia;  Jeffer- 
son Medical  College.  1922;  age  66; 
died  January  10,  1967.  Dr.  Saleeby 
is  survived  by  his  wife  and  son. 

O Vladimir  M.  Mohnach.  New 

Cumberland;  Hahnemann  Medical 
College.  1943:  age  54;  died  December 
27.  1966.  We  have  received  no  in- 
formation regarding  survivors. 


O Hunter  H.  Turner,  Nanticoke, 
Maryland;  Jefferson  Medical  College, 
1904;  age  90;  died  January  18,  1967. 
Dr.  Turner  was  formerly  chief  eye  sur- 
geon at  Mercy  Hospital,  Pittsburgh. 
He  was  a member  of  the  American 
Academy  of  Opthalmology.  Survivors 
include  his  wife,  two  daughters,  four 
sons  and  eighteen  grandchildren. 

O Edwin  C.  Town,  Narberth;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1910;  age  81;  died  January 
10,  1967.  Dr.  Town  was  on  the  staffs 
of  Presbyterian  and  Bryn  Mawr  Hos- 
pitals. He  is  survived  by  his  wife,  two 
daughters  and  a son. 

O Harry  G.  Noah,  Pittsburgh:  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1914;  age  84;  died  January  19, 
1967.  Dr.  Noah  was  chief  of  staff  at 
West  Penn  Hospital  from  1936  to 
1959.  Survivors  include  his  wife  and 
daughter. 

O Karl  M.  Houser,  Ardmore;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1921;  age  73;  died  January 
5,  1967.  Dr.  Houser  was  a member  of 
the  American  Laryngological  Society 
and  the  American  Otolaryngological 
Society.  He  is  survived  by  his  wife, 
two  sons  and  two  sisters. 

O George  W.  Outerbridge,  Phila- 
delphia; University  of  Pennsylvania 
School  of  Medicine,  1907;  age  85; 
died  January  16,  1967.  Dr.  Outer- 
bridge  was  a diplomate  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecol- 
ogy. a fellow  of  the  Philadelphia  Col- 
lege of  Physicians,  a member  of  the 
Academy  of  Surgery  and  the  Ameri- 
can College  of  Surgeons.  We  have 
received  no  information  regarding  sur- 
vivors. 


Meetings 

APRIL 

Annual  Meeting,  Pennsylvania  Society 
of  X-ray  Technicians,  April  21  to 
23,  1967,  Holiday  West,  Harris- 
burg. 

Setting  Sights  for  Sight  Saving,  Annual 
Conference  of  the  National  So- 
ciety for  the  Prevention  of  Blind- 
ness, Inc.,  Christopher  Inn,  Co- 


lumbus, Ohio,  April  12  to  14, 
1967. 

American  Industrial  Health  Confer- 
ence, Americana  Hotel,  New 
York,  April  10  to  13,  1967. 
Further  information  can  be  ob- 
tained from  American  Industrial 
Health  Conference,  55  East 
Washington  St.,  Chicago,  III. 
60602. 

Annual  New  York  Eye  and  Ear  In- 
firmary Clinical  Conference,  Bilt- 
more  Hotel,  New  York,  April  10 
and  11,  1967.  For  registration 
write  Jane  Stark,  Registrar,  New 


O Edwin  A.  Glenn,  Huntington 
Valley;  Hahnemann  Medical  College, 
1904;  age  87;  died  January  6,  1967. 
Dr.  Glenn  served  on  the  staff  of  Ber- 
wick Hospital  for  fifty-eight  years.  He 
is  survived  by  a son,  two  daughters, 
a sister  and  a brother. 

O Theodore  R.  Fetter,  Philadel- 
phia; Jefferson  Medical  College.  1926; 
age  63;  died  January  19,  1967.  Dr. 
Fetter  was  head  of  the  urology  de- 
partment at  Jefferson  and  a past  presi- 
dent of  the  Pennsylvania  Medical  So- 
ciety and  the  Philadelphia  Medical  So- 
ciety. He  is  survived  by  his  wife,  four 
sons,  a daughter,  and  three  brothers. 

O Ernest  L.  A.  Kiesel,  Scranton; 
University  of  Pennsylvania  School  of 
Medicine,  1901;  age  87;  died  Decem- 
ber 8,  1966.  Dr.  Kiesel  received  a 
plaque  from  the  Lackawanna  County 
Medical  Society  in  1951  in  recognition 
of  his  fifty  years  of  service  as  a physi- 
cian. He  is  also  the  recipient  of  the 
PMS  General  Practitioner’s  Award  for 
his  outstanding  service.  Dr.  Kiesel  is 
survived  by  his  wife,  two  sons,  a daugh- 
ter and  a sister. 

Sophronus  A.  McCutcheon,  Brad- 
ford; University  of  Michigan  School 
of  Medicine,  1920;  age  70;  died  De- 
cember 4,  1966.  Dr.  McCutcheon  was 
a past  president  of  the  McKean  County 
Medical  Society.  He  was  on  the  staff 
of  Bradford  Hospital.  Survivors  in- 
clude his  wife,  three  daughters,  two 
sons  and  two  brothers. 

O Ella  W.  Grim,  Marlton.  N.J.: 
Woman’s  Medical  College,  1899:  age 
90;  died  January  3.  1967.  Dr.  Grim 
was  chief  of  obstetrics  at  Woman’s 
from  1908  to  1928.  There  are  no 
immediate  survivors. 


Y ork  Eye  and  Ear  Infirmary,  218 
Second  Ave.,  New  Y’ork,  N.Y'. 
10003. 

Institute  on  Areawide  Health  Planning. 
Hospital  Association  of  Pennsyl- 
vania, April  4,  5,  6,  1967  at  the 
Penn  Harris  Hotel,  Harrisburg. 

Physician’s  Art  Association  Interim 
Meeting,  April  28  to  29,  1967. 
at  the  Marriott  Hotel,  Philadel- 
phia. Physicians  wishing  to  dis- 
play original  artwork  should  con-  ' 
tact  Henry  B.  Mussina.  929  Dia- 
mond St.,  Williamsport. 
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“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


ou-< 


Geigy 


Beta-HemoSPS 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1-0. 8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R..  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'EE 


Potassium  Phenoxymethyl  Penicillin 


('See  next  page  for  prescribing  information.) 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly),  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  rr 
less  common  with  administration  of  oral  penicillin  than  with  intramu  I 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness] 
other  manifestations  of  penicillin  allergy  may  occur  When  penicill  I 
administered,  measures  for  treating  anaphylaxis  should  be  rec 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs 
relief  of  immediate  allergic  manifestations  as  well  as  antihistam  | 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  cl 
growth  of  antibiotic-resistant  organisms,  in  such  a case,  antibiotics 
ministration  should  be  stopped  and  appropriate  measures  taken.  I 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-C  i 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg  (200,000  u !j 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  Fc  ij 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  div  ■ 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bi  e 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a ') 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  preven  £ 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  | 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a histo  D 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  i n 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  ex  tc 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  50C  I 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  | 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  ol  ill 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moder  4 
severe  pneumococcus  pneumonia  has  been  treated  effectively  H 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  cl 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  p e 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  houi  o 
three  dose's  may  be  employed,  in  females,  500  mg.  every  four  hou  © 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  sy  jli! 
should  have  a dark-field  examination  before  receiving  penicillin  nc 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  US  P 125  mg.  (200,000  unit:  ir 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  ( 80'  j06 
units)  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units  »ei 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc. -size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


Medicare  After  Six  Months  — 
Its  Performance,  Its  Problems 
and  Its  Prospects 

Arthur  E.  Hess,  Director,  Bureau  of  Health  Insurance, 
Social  Security  Administration 


I.et  me  briefly  describe  some  of  the 
measures  of  medicare's  accomplish- 
ments in  these  first  six  months.  In 
the  area  of  acute  care,  in  the  6,700 
participating  hospitals,  there  have  been 
almost  2 Vi  million  hospital  admissions 
since  July  1,  1966.  We  have  not  yet 
broken  out  precise  data  on  the  number 
of  readmissions  involved,  but  I would 
judge  that  well  over  two  million  medi- 
care beneficiaries  are  represented  by 
these  admission  figures.  What  that 
means  is  that  about  one  out  of  nine 
Americans  age  sixty-five  and  older 
received  inpatient  hospital  services 
under  medicare  during  its  first  six 
months. 

What  is  probably  of  even  more  sig- 
nificance than  the  total  numbers  in- 
volved, is  that  many  of  these  patients 
were  probably  receiving  hospital  care 
for  the  first  time  in  a payment  rela- 
tionship as  insured  patients.  There  is 
a translation  of  status  going  on  from 
ward  patient  to  semi-private  patient 
that  has  important  consequences  from 
the  point  of  view  of  the  patient.  He 
may  now  seek  out  hospital  care  with 


more  choice  than  he  had  in  the  past, 
and  his  care  will  more  frequently  be 
rendered  by  a physician  of  his  own 
selection. 

Moreover,  the  program’s  commit- 
ment to  meet  the  reasonable  costs  of 
institutional  services  is,  itself,  a prece- 
dent for  public  programs  and  must 
encourage  the  patient’s  expectation  of 
services  of  high  quality  in  response  to 
his  new  status.  These  transitions  can 
only  be  beneficial  from  the  patients 
perspective. 

Of  course,  statistics  can  only  tell 
part  of  any  story.  What  I think  these 
few  selected  statistics  do  convey,  how- 
ever, is  that  already  a great  amount 
of  health  care  being  delivered  to  peo- 
ple sixty-five  and  older  is  being  fi- 
nanced by  medicare  under  circum- 
stances that  have  neither  disrupted  the 
smooth  delivery  of  these  services,  nor 
the  arrangements  under  which  they 
are  furnished.  That  was  precisely 
what  was  intended — and  it  is  gratify- 
ing to  observe  it  happening  in  just 
that  way.  I might  add,  that  this  is 
as  much  a tribute  to  the  Nation’s 


physicians,  the  Nation’s  hospitals,  and 
all  other  components  of  the  Nation’s 
health  care  system  as  it  is  to  the 
legislation  or  to  our  administration  of 
the  law  and  the  performance  of  the 
intermediaries  and  carriers. 

Another  point  which  deserves  at- 
tention is  the  care  which  is  being 
rendered  in  hospitals,  by  home  health 
agencies,  and  in  the  months  to  come 
by  extended  care  facilities,  represents 
the  rendering  of  care  by  institutions 
and  agencies  which,  as  a condition  of 
participation  in  the  medicare  program, 
have  been  measured  against  criteria 
set  forth  in  the  law,  which  gives  as- 
surance of  quality  care — both  in  terms 
of  physical  facilities  and  patient  care 
policies.  These  conditions  of  partici- 
pation reflect  professional  standards  of 
care  that  have  been  worked  out  in 
the  closest  consultation  with  the  pro- 
fessional community  itself,  both  in 
their  legislative  phrasing  and  in  their 
administrative  implementation.  For 
example,  in  respect  to  hospitals,  the 
criteria  are  set  at  the  level  represented 
by  the  accreditation  standards  of  the 
JCAH — in  fact,  such  accreditation, 
with  the  additional  requirement  of  a 
functioning  utilization  review  plan,  is 
a basis  for  automatic  certification  of 
a hospital.  But  to  the  approximately 
2,528  participating  hospitals  that  do 
not  have  JCAH  accreditation,  medi- 
care’s conditions  give  assurance  for  the 
first  time  that  comparable  standards 
have  been  met  and  will  be  maintained. 


Manpower  for  Health 
Training  Contract  Signed 

The  health  manpower  needs  of 
Pennsylvania  hospitals  were  eased 
with  the  signing  last  month  of  a 
$97,342  “Manpower  for  Health” 
training  contract  to  subsidize  51  on- 
the-job  training  courses. 

The  announcement  was  made  joint- 
ly by  Edwin  L.  Crosby,  M.D.,  Execu- 
tive Vice  President  and  Director  of 
the  American  Hospital  Association, 
and  Richard  F.  Seifert,  President  of 
the  Hospital  Association  of  Pennsyl- 
vania, and  administrator  of  Lee  Hos- 
pital, Johnstown. 

“Manpower  for  Health”  is  a na- 
tional cooperative  project  of  the  Hos- 
pital Research  and  Educational  Trust 
of  the  American  Hospital  Association 
and  the  United  States  Department  of 
Labor. 


“Financial  assistance  to  hospitals 
for  programs  of  on-the-job  training 
are  provided  through  federal  funds 
under  the  Manpower  Development 
and  Training  Act,”  said  Dr.  Crosby. 

Pennsylvania  is  the  recipient  of  the 
largest  single  subcontract  signed  by 
the  Hospital  Research  and  Educa- 
tional Trust  under  this  program.  Dr. 
Crosby  noted  that  nationally,  when 
the  $1.6  million  Manpower  for  Health 
contract  came  into  being  May  3,  1965, 
it  was  the  largest  on-the-job  training 
contract  ever  negotiated  by  the  U.  S. 
Department  of  Labor. 

Coordinating  the  project  is  the  Hos- 
pital Educational  and  Research  Foun- 
dation of  Pennsylvania  in  Harrisburg, 
the  first  state  association  to  be  ap- 
pointed intermediary  in  the  national 
Manpower  for  Health  program. 

Planned  for  17  Pennsylvania  hos- 
pitals are  training  courses  for  1,078 
persons:  425  nursing  aides,  64  ward 


clerks,  207  dietary  aides,  233  house- 
keeping aides,  88  orderlies,  24  surgi- 
cal technical  aides,  37  psychiatric 
aides. 

The  courses  combine  both  class- 
room lecture  time  and  actual  practice 
on-the-job  in  the  specific  fields  of  skill- 
learning. 

Participating  hospitals  are:  Phoebe- 
Devitt  Homes,  Allentown;  Braddock; 
Beaver  Valley  Providence  General, 
Beaver  Falls;  Conemaugh  Valley  Me- 
morial and  Mercy,  Johnstown;  Jean- 
nette District  Memorial;  Holy  Re- 
deemer, Meadowbrook;  Montrose 
General;  Mercy  and  Presbyterian-Uni- 
versity,  Pittsburgh;  Community  Me- 
morial, West  Grove;  and  Williams- 
port. Also,  from  Philadelphia:  Chil- 
dren’s, Albert  Einstein  Medical  Cen- 
ter, Hahnemann,  Northwestern  Men- 
tal Health  Center,  and  Presbyterian- 
University  of  Pennsylvania  Medical 
Center. 
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Additional  information  available  to  physicians  upon  request 


Eh  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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ORIGINAL  PAPERS 


Diabetic  Acidosis,  a Transition 

A report  of  two  hundred  thirteen  admissions  to  Philadelphia  General 
Hospital  and  comparison  with  a similar  study  done  thirty  years  earlier 

WALTER  H.  BORTZ,  II,  M.D.  AND  STANLEY  SPOONT,  M.D. 

Philadelphia,  Pennsylvania 


Both  diagnostically  and  therapeuti- 
cally, diabetes  mellitus  presents  a 
different  face  than  that  encoun- 
tered several  decades  ago.  Despite  sev- 
eral recent  reports  attesting  to  the  im- 
proved mortality  figures  in  cases  of 
diabetic  acidosis,  these  patients  con- 
tinue to  present  challenging  medical 
problems.  In  1937,  Dillon  and  Dyer 
reviewed  all  cases  of  diabetic  acidosis 
treated  in  the  Metabolic  Division  of 
the  Philadelphia  General  Hospital  dur- 
ing the  years  1931  to  1936.1  Their 
mortality  rate  for  268  cases  was  43.7 
percent.  As  a part  of  the  continuing 
effort  to  improve  our  results,  we  have 
reviewed  all  patients  treated  in  the 
same  institution  during  the  years  1960 
to  1964.  A total  of  213  cases  were 
seen  and  treated.  They  were  a part 
of  a total  in-patient  population  of 
4,985  cases  during  the  same  period 
in  which  diabetes  mellitus  was  a dis- 
charge diagnosis.  There  were  thirty- 
five  deaths  in  this  group,  an  overall 
mortality  rate  of  16.4  percent.  Acido- 
sis is  defined  in  this  study  as  it  was 
in  the  earlier  report,  namely  those 
diabetes  cases  in  which  the  plasma 
COo  was  15  meq/L  or  less.  Cases  of 
hyperglycemic  nonketotic  coma  are 
excluded  by  definition.  The  213  cases 
reviewed  constitute  the  basis  for  this 
report. 

Case  Material 

Characteristics  of  Groups.  One 

hundred  seventy-two  individuals  are 
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represented  by  the  213  admissions  of 
which  69  were  males  and  103  were 
females.  It  is  of  some  interest  to  note 
that  the  females  of  our  group  had  a 
mortality  of  27  percent,  whereas  the 
males  had  a figure  of  only  1 1 percent. 
This  female  risk  is  in  general  agree- 
ment with  the  figures  of  41  percent 
and  26  percent  for  females  and  males 
respectively  reported  by  Dillon  and 
Dyer  thirty  years  ago.1  A preponder- 
ance of  admissions  was  Negro  (132). 
Twenty-two  had  multiple  admissions 
that  numbered  sixty-three.  Two  pa- 
tients were  admitted  a total  of  seven 
times  each.  The  average  age  of  the 
entire  group  was  40.3  years  (TABLE 
I).  Children  with  diabetic  ketoacido- 
sis are  currently  treated  by  the  Pedi- 
atrics Division  of  Philadelphia  Gen- 
eral Hospital.  The  44  percent  mortali- 
ty in  those  over  sixty  years  of  age  is 


similar  to  the  findings  of  other  re- 
viewers.15 

Initial  Diagnosis.  It  is  of  interest 
to  observe  that  of  the  172  individuals 
involved,  the  diagnosis  of  diabetes  was 
first  made  at  the  time  of  the  admis- 
sion for  acidosis  in  46  (27  percent). 
This  is  similar  to  the  35  percent  of 
the  earlier  series.1  Twenty-nine  per- 


cent of  a similar  series  from  the  Bos- 
ton City  Hospital  presented  in  acidosis 
with  no  antecedent  diabetic  history.6 
In  our  series  the  mortality  rate  of 
those  with  no  prior  diagnosis  was  24 
percent.  This  figure  is  high  due  to 
the  fact  that  of  the  eleven  deaths  in 
this  group,  eight  were  over  sixty  years 
of  age  at  the  time  of  admission  and 
initial  diagnosis  of  diabetes.  It  should 
be  noted  as  well  that  nineteen  had  the 
initial  onset  of  their  disease  after  the 
age  of  sixty,  and  an  additional  forty- 
two  were  discovered  after  the  age  of 
forty,  certainly  indicating  the  suscep- 
tibility of  all  age  groups  to  the  de- 
velopment of  diabetic  ketoacidosis 
(TABLE  II). 

Seasonal  Incidence.  Other  reports 
have  indicated  that  there  may  be  a 
tendency  to  seasonal  variation  in  the 


incidence  of  diabetic  acidosis.  This 
was  not  apparent  in  the  series,  for 
there  were  fifty-nine,  fifty-three,  fifty- 
six  and  forty-five  admissions,  respec- 
tively, for  the  winter,  spring,  summer 
and  fall  seasons.3’  6 

Precipitating  Factors.  Discontinu- 
ance of  insulin,  recorded  in  seventy- 
eight  cases  (38  percent),  was  the  chief 


TABLE  I 
Age  Groups 


Total  No.  of 

Age  Groups  Admissions  Deaths  Percent 


1-10 

0 

0 

11-40 

105 

4 

41-60 

65 

12 

61  or  older 

43 

19 

213 

35 
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sally,  observed.  TABLE  III  shows  the 
admission  temperatures  that  were  re- 
corded and  the  eventual  fate  of  these 
cases.  Fifteen  of  the  forty-eight  cases 
who  had  a temperature  elevation  (31 
percent)  eventually  died.  The  admis- 
sion blood  pressure  was  a less  reliable 
prognostic  guide  (TABLE  IV),  al- 
though hypotension  tends  to  be  asso- 
ciated with  a high  mortality. 

Mental  Status.  One  hundred  two 
cases  were  alert  at  the  time  of  ad- 
mission to  the  ward.  Of  these  three 
died.  Sixty-three  were  stuporous  when 


earlier  study 1 from  this  hospital 
(TABLE  V). 

TABLE  VI  shows  the  incidence  of 
admission  CO;,  levels.  The  average 
value  for  the  entire  series  is  9.0 
meq/L.  As  pointed  out  in  most  pre- 
vious studies,  the  COa  value  is  of  no 
prognostic  value  in  evaluation  of  the 
future  course  of  the  ketoacidosis.8’ 10 

The  average  admission  blood  urea 
nitrogen  (BUN)  is  33.1  mg  percent. 
TABLE  VII  reveals  that  this  figure 
is  of  very  definite  predictive  value. 
This  has  been  repeatedly  observed  be- 


predisposing  factor  for  the  develop- 
ment of  acidosis.  Secondly,  the  pres- 
ence of  infection  was  detected  in  fifty- 
five  cases  (26  percent).  One  hundred 
five  (39  percent)  of  the  earlier  series 
had  infection  as  a major  portion  of 
their  clinical  picture.1  Other  large 
series  cite  these  two  factors  as  the 
most  common  pathogenetic  mech- 
anisms for  the  induction  of  diabetic 
ketosis.2  6 Collen  reported  in  1942 
that  54  percent  of  a series  at  Los 
Angeles  County  Hospital  was  precipi- 
tated by  infection.7  The  26  percent 

TABLE  II 
Age  at  Onset  of  Diabetes 


Age  at  Onset 
of  Diabetes 

No.  of 
Individuals 

No.  of 
Deaths 

1-10 

9 

0 

11-40 

75 

5 

41-60 

42 

11 

61  or  older 

19 

9 

Unknown 

27 

10 

172 

35 

figure  for  coexistent  infection  in  the 
present  series  and  an  18  percent  figure 
from  a recent  similar  study  from  Bos- 
ton City  Hospital  may  represent  a rela- 
tive lessening  of  infectious  disease  as 
a contributing  cause  to  diabetic  acido- 
sis.6 

Clinical  Data 

Chief  Complaint  on  Admission. 

Various  gastrointestinal  complaints 
(nausea,  vomiting,  abdominal  pain) 
were  present  in  104  cases  (49  per- 
cent). Previous  investigators  have 
noted  similarly  high  figures  for  this 
observation.6  One  hundred  eleven 
were  either  stuporous  or  comatose. 
Weakness  was  stated  prominently  as 
a complaint  in  thirty-three  cases. 

Vital  Signs.  Tachycardia  was  pres- 
ent in  most  cases  at  admission.  Tach- 
ypnea was  generally,  but  not  univer- 

TABLE  IV 
Admission  Blood  Pressure 


Admission  Blood  Pressure 

Total 

Dead 

100/70  and  below 

26 

10 

Normal  range 

156 

17 

160/90  and  above 

30 

8 

Not  recorded 

1 

213 

35 

TABLE  III 


Admission  Temperature 


Admission 

Temperature 

Total 

Dead 

96  Vi  or  below 

15 

4 

97-99 

133 

14 

99-101 

33 

10 

Above  101 

15 

5 

Not  recorded 

17 

2 

213 

35 

fore.1  4- 0 This  observation  is  biased, 
however,  by  the  inclusion  in  this  and 
other  series  of  “end-stage  kidney" 
cases  among  the  mortality  cases. 

The  mean  admission  serum  sodium 
was  136  meq/L  and  the  mean  admis- 
sion potassium  was  4.6  meq/L. 
TABLE  VIII  indicates  little  of  prog- 
nostic significance  in  these  admission 
laboratory  values. 

The  admission  hemoglobin  was  less 
than  10  gm  percent  in  eleven  cases 
(three  died),  and  in  excess  of  16  gm 
percent  in  thirty-five  cases  (three 
died).  The  admission  white  blood 
count  was  less  than  6,000  per  cubic 
mm  in  six  cases  (none  died),  and 
over  15,000  per  cubic  mm  in  fifty- 
three  cases,  of  which  eleven  died 
(TABLE  IX). 

Treatment.  All  cases  received  in- 
sulin except  one  who  died  before  treat- 

1 ABLE  V 
Admission  Blood  Sugars 


Admission  Blood  Sugars 
(mg  %) 

Total 

Dead 

Percent 

100-250 

12 

2 

17 

251-400 

60 

5 

8 

401-700 

101 

16 

16 

Above  701 

36 

12 

33 

Not  available 

4 

213 

35 

PENNSYLVANIA  MEDICINE 


admitted,  and  of  these  ten  died  (16 
percent).  Forty-eight  were  comatose 
when  admitted,  and  of  these  twenty- 
two  died  (46  percent).  This  indicates 
the  value  of  mental  status  as  a prog- 
nostic index.  Harwood’s  1951  report 
from  Massachusetts  General  Hospital 
reported  only  a three  percent  mortality 
from  diabetic  acidosis;  however,  only 
34  percent  had  depressed  mentation 
when  admitted.8 

Laboratory  Data.  The  average  ad- 
mission blood  sugar  for  the  entire 
series  is  521  mg  percent.  This  com- 
pares with  a Joslin  clinic  figure  of 
580  mg  percent,9  and  597  mg  percent 
from  Harwood.8  In  contrast  to  many 
other  reported  statements,  our  series 
appears  to  show  a slight  tendency  for 
mortality  to  increase  in  cases  with 
higher  admission  blood  sugar.6- 10  A 
similar  conclusion  was  reached  in  the 


48 


TABLE  VI  TABLE  VII 

Admission  CO  , Admission  BUN 


Admission  CO  , 
(meq/L) 

Total 

Dead 

Percent 

Below  5 

29 

4 

14 

5-10 

120 

17 

14 

10-15 

64 

14 

22 

213 

35 

Admission  BUN 
(mg  %) 

Total 

Dead 

Percent 

10-20 

83 

3 

4 

21-30 

43 

5 

12 

31-50 

39 

5 

13 

51  + 

35 

17 

50 

Not  recorded 

13 

5 

213 

35 

ment  was  initiated.  The  average  dose 
given  in  the  first  twelve  hours  was  388 
units,  the  distribution  of  which  is 
shown  in  TABLE  X.  The  Boston 
City  series  indicates  that  the  more 
severely  acidotic  received  significantly 
higher  insulin  dosages  than  those  mod- 
erately acidotic. 6 This  series  would 
seem  to  indicate  no  bias  either  in  fa- 
vor or  against  higher  insulin  dosages. 

There  are  several  reports  in  the  litera- 
ture which  seem  to  indicate  the  equiva- 
lence of  high  and  moderate  dosage 
schedules  in  the  management  of  dia- 
betic acidosis.11  Sixty  of  the  present 
series  were  placed  on  higher  dosages 
of  insulin  at  the  time  of  discharge 
than  they  were  taking  prior  to  the  de- 
velopment of  the  acidosis.  Thirty- 
three,  however,  were  taking  less  in- 
sulin at  discharge  than  before  admis- 
sion. 

Antibiotics  were  administered  to  95 
of  our  213  cases  with  a 13.6  percent 
mortality  in  those  so  treated. 

Further  details  of  management  are 
those  in  general  use  elsewhere.12  In- 
travenous fluid  therapy  consists  of  iso- 

TABLE  VIII 
Admission  Sodium  and  Potassium 


Admission  Na 

(meq/L)  Total  Dead 


Below  130  64  6 

130-145  95  10 

145+  15  5 

Not  recorded  39  14 

213  35 

Admission  K 
(meq/L) 


Below  4 66  8 

4. 0-5. 5 91  11 

5.5+  23  4 

Not  recorded  33  12 

213  35 


of  the  thirty-five  deaths  occurred  with- 
in the  first  forty-eight  hours,  eight  died 
after  a hospital  stay  of  over  one  week. 
Careful  reinspection  of  these  charts  re- 
vealed that  despite  the  initial  presen- 
tation of  diabetic  acidosis  it  was  not 
the  principal  cause  of  death  in  many 
cases.  Five  died  at  delayed  intervals 
from  a cerebrovascular  insult.  Seven 
died  primarily  from  an  infectious  dis- 
ease. Miscellaneous  other  cases  in- 
cluded one  in  whom  exsanguination 
occurred  from  gastrointestinal  hemor- 
rhage. Postmortem  examination  re- 
vealed extensive  pneumatosis  cystoides 
intestinalis. 

In  most  of  the  patients  who  died 
shortly  after  arrival  in  the  hospital, 
the  ketoacidosis  did  play  a predomi- 
nant role  in  the  outcome.  Several 
points  are  worth  noting  in  this  group. 
A number  of  patients  died  despite  res- 
toration towards  or  to  normal  of  the 
blood  chemistry,  post-mortem  exami- 
nation of  which  was  non-revealing. 
There  were  four  cases  in  whom  a sig- 
nificant hypoglycemia  developed  dur- 
ing the  course  of  therapy.  In  all  of 
these  patients  an  intravenous  infusion 
of  glucose  was  running  at  the  time  of 
development  of  this  complication.  Two 
of  these  patients  were  known  insulin 
resistant  cases  in  whom  massive  insulin 
doses  had  been  administered.  The 
point  to  observe,  however,  is  that  a 
glucose  drip  seems  to  be  no  guarantee 


TABLE  IX 
Admission  Blood  Studies 


Admission  Hemoglobin 

Total 

Dead 

Less  than  10  gms 

11 

3 

16  gms  or  more 

35 

3 

Admission  WBC 

Less  than  5,000 

6 

0 

Over  15,000 

53 

11 

tonic  saline  solution,  occasionally  sup- 
plemented with  bicarbonate  or  lactate. 
Glucose-containing  solutions  are  not 
started  until  a decrease  in  blood  sugar 
is  noted.  These  are  continued  until 
oral  feedings  are  resumed.  Replace- 
ment of  the  depleted  potassium  stores 
is  usually  instituted  at  about  the  time 
of  introduction  of  glucose  solutions. 
This  is  monitored  by  frequent  electro- 
cardiograph strips  and  serum  potassi- 
um determinations  when  indicated. 
Catheterization  is  avoided  when  pos- 
sible and  vasopressors  are  used  when 
necessary. 

Analysis  of  Mortality  Figures.  The 

thirty-five  deaths  of  this  series  rep- 
resent a case  fatality  rate  of  16.4  per- 
cent. This  compares  with  figures  of 
43.7  percent  from  this  hospital  in  the 
years  1931-1936. 1 Skillman  et  al.  re- 
ported the  decline  in  mortality  at  the 
Cincinnati  General  Hospital  from  44 
percent  in  1949  to  14  percent  in 
1956. 13  Other  figures  vary  widely.1’ 
4.  «,  9 Gross  mortality  figures  are  not 
very  meaningful,  however.  TABLE 
XI  illustrates  that  whereas  twenty-two 
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TABLE  X 


Amount  of  Insulin  Given  in  First  12  Hours 


Insulin  given  in 
first  12  hours 
(Units) 

Total 

Dead 

Percent 

Less  than  100 

25 

4 

16 

100-400 

110 

14 

13 

400-800 

53 

11 

21 

Above  800 

24 

5 

21 

None  given 

1 

1 

213 

35 

TABLE  XI 
Time  of  Deaths 


Time  of  Deaths 

Total 

Percent 

First  24  hrs. 

14 

40 

Next  48  hrs. 

8 

23 

First  week 

5 

14 

Later  than  1 week 

8 

23 

35 

against  the  development  of  this  po- 
tentially lethal  complication.  A fur- 
ther iatrogenic  complication  was  that 
of  an  aged  patient’s  development  of 
irreversible  congestive  heart  failure 
presumably  due  to  over  hydration. 
Two  cases  developed  ventricular  fibril- 
lation and  expired  during  what  ap- 
peared to  be  successful  therapy.  Delay 
in  referral  to  the  Metabolic  Division 
was  clearly  accountable  for  death  in 
two  cases.  One  patient  died  of  physi- 
cian neglect.  Because  of  an  awareness 
of  the  importance  of  potassium  ion 
balance  on  the  part  of  the  house  staff, 
serious  imbalance  of  potassium  was 
not  encountered  in  our  series.  In  sum- 
mary, there  were  twelve  deaths  (5.6 
percent)  in  which  the  acidosis  itself 
or  the  therapy  directed  thereto  was  ap- 
parently directly  causative  of  death. 
In  half  of  these,  perhaps,  a more  dili- 
gent or  enlightened  management  could 
have  averted  the  outcome. 

It  is  difficult  to  estimate  the  precise 
reasons  for  the  marked  improvement 
in  the  mortality  statistics  from  this 
hospital  in  the  past  thirty  years. 
Skillman  et  al.  in  a comparable  review 
commented  that  a great  deal  of  the 
improvement  must  be  due  to  a lowered 
incidence  of  non-acidotic  complica- 
tions.13 This  is  unquestionably  true  in 
our  review  at  Philadelphia  General 
Hospital.  In  the  earlier  series  from 
here,  however,  there  were  129  patients 
an  whom  no  complications  were  noted, 


More  Nursing 
Homes  Certified 

Secretary  of  Public  Welfare  Max 
Rosenn  today  announced  that  thirty- 
seven  additional  Pennsylvania  nursing 
homes  have  been  certified  by  the  U.  S. 
Bureau  of  Health  Insurance  as  ex- 
tended care  facilities  to  provide  Fed- 
eral Medicare  services. 


and  the  mortality  rate  in  this  group 
was  24.8  percent.1  In  1942  Collen 
reported  23  percent  deaths  from  un- 
complicated diabetic  acidosis,7  and  in 
1953  Zieve  and  Hill  reported  an  18.6 
percent  mortality  from  their  similar 
group.2 

Clearly,  then,  better  therapeutic 
techniques  must  be  a major  factor  in 
this  improved  record.  The  availability 
of  antibiotics,  more  energetic  insulin 
therapy,  more  precise  fluid  and  elec- 
trolyte replacement,  particularly  with 
regard  to  potassium,  better  surgical 
techniques,  and  a more  enlightened 
therapy  of  the  attendant  vascular  col- 
lapse all  are  contributing  factors. 

Summary 

All  cases  of  diabetic  acidosis  ad- 
mitted to  the  Philadelphia  General 
Hospital's  Metabolic  Division  in  1960- 
1964  were  reviewed.  There  were  213 
cases  included  in  which  there  were 
35  deaths.  Only  12  of  these  were  due 
primarily  to  the  diabetes  and/or  its 
management,  a case  fatality  rate  of 
5.6  percent.  These  figures  are  con- 
trasted to  others  derived  from  a series 
of  comparable  size  from  the  same  in- 
stitution thirty  years  before. 

The  physical  findings  and  labora- 
tory data  at  the  time  of  admissions 
are  reviewed  in  terms  of  the  eventual 
clinical  outcome.  Several  details  of 
those  cases  that  died  are  reported. 
Hypoglycemia  was  found  to  have  been 


Secretary  Rosenn  stated  that  these 
additional  certifications  now  bring  the 
total  of  nursing  homes  approved  in 
Pennsylvania  as  extended  care  facili- 
ties to  124,  located  in  forty  counties. 
Originally,  87  homes  in  thirty-four 
counties  were  approved  by  the  Bureau 
of  Health  Insurance. 

The  State  Department  of  Public 
Welfare,  certifying  agency  for  the 


prominently  present  in  four  of  the 
cases  that  died. 
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Federal  government  in  the  Medicare 
program,  said  the  124  approved  ex-  I 
tended  care  facilities  in  Pennsylvania  ! 
represent  a total  of  12,737  beds.  It 
was  pointed  out  that  a number  of 
nursing  homes  not  yet  certified  are 
being  reviewed.  Additional  certifica- . 
tions  will  be  announced  as  approvals 
are  received  from  the  Bureau  of  L 
Health  Insurance. 
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Recurrent  Fecal  Incontinence 

Recurrent  fecal  incontinence  due  to  a partially  repaired  imperforate 
anus  and  congenital  rectovaginal  fistula  is  surgically  corrected 

BENJAMIN  KENDALL,  M.D. 

Philadelphia.  Pennsylvania 


The  need  rarely  arises  to  surgi- 
cally approach  an  adult  female 
for  the  correction  of  fecal  in- 
continence due  to  a previously  par- 
tially repaired  imperforate  anus  and 
congenital  rectovaginal  fistula.  No 
report  of  a similar  situation  could  be 
found  in  the  recent  literature. 

The  patient  was  born  on  February 
27,  1946  with  an  imperforate  anus 
and  a rectovaginal  fistula.  At  three 
months  of  age,  the  first  stage  of  a 
two  stage  surgical  correction  of  these 
deformities  was  performed.  The  sec- 
ond stage,  also  perineal,  was  done  one 
month  later.  The  details  of  these  pro- 
cedures are  not  available.  Bowel  con- 
trol developed  later  than  normal  and 
was  incomplete.  The  patient  generally 
had  enough  of  a sensory  warning  prior 
to  the  passage  of  a formed  stool  to 
permit  defecation  on  a commode. 
Elowever,  soft  stool  and  flatus  hardly 
could  be  controlled  at  all.  This  situa- 
tion was  satisfactory  to  the  patient 
and  her  family  and  no  further  surgical 
repair  was  considered.  At  age  thir- 
teen, the  patient  experienced  a normal 
menarche  followed  by  regular  and 
normal  menses.  She  was  able  to  use 
tampons  during  her  menses. 

At  age  nineteen,  the  patient  mar- 
ried; coitus  per  vaginum  was  initiated. 


■ Dr.  Kendall  is  associated  with  the 
department  of  obstetrics  and  gyne- 
cology, Jefferson  Medical  College  Hos- 
pital, Philadelphia. 


With  increasing  frequency,  the  patient 
became  incontinent  of  feces  during 
coitus.  Eler  fecal  control  between 
coital  acts  greatly  deteriorated,  ap- 
proaching almost  complete  inconti- 
nence of  both  formed  and  loose  stools. 
At  this  time  pelvic  examination  re- 
vealed her  vulva  and  surrounding 
thighs  to  be  extremely  reddened. 
Where  the  anus  is  normally  located, 
no  opening  could  be  found.  Both  the 
vagina  and  the  rectum  opened  into 
the  space  normally  occupied  by  the 
vaginal  orifice.  The  vaginal  orifice 
was  separated  from  the  rectal  open- 
ing by  only  a thin  membrane  com- 
posed of  the  posterior  vaginal  mucous 
membrane  and  the  anterior  rectal 
mucous  membrane.  The  two  examin- 
ing fingers  more  easily  entered  the 
rectum  than  they  did  the  vagina.  No 
evidence  of  a rectal  sphincter  could 
be  found;  scar  tissue  was  apparent 
posteriorly  and  laterally  to  these  open- 
ings. No  other  pelvic  abnormalities 
were  apparent.  In  retrospect,  it  can 
be  concluded  that  the  limited  fecal 
control  previously  possessed  by  this 
patient  was  due  to  her  levator  ani 
and  the  stretching  of  this  muscle  by 
coitus  caused  it  to  lose  its  effectiveness 
in  bowel  control.  Local  therapy  was 
used  to  alleviate  the  skin  irritation 
and  on  October  11,  1965  she  was 
admitted  to  Jefferson  Medical  College 
Hospital  for  surgery. 

Her  preoperative  blood  studies  were 
normal,  as  were  her  urinalysis,  chest 
x-ray,  and  intravenous  pyelogram 
(IVP).  An  electromyographic  study 
revealed  no  evidence  of  an  external 
anal  sphincter.  A preoperative  Kano- 
mycin  bowel  prep  was  given  and  on 
October  14,  1965  a modified  Noble- 
Mengert  Rectal  Wall  Advancement 
Procedure  1 was  performed  under 
spinal  anesthesia. 

A 4 cm.  transverse  incision  was 
made  at  the  junction  of  the  posterior 
vaginal  mucosa  and  the  anterior  rectal 
mucosa  (Fig.  1).  From  the  mid-point 
of  this  incision,  the  posterior  vaginal 
mucosa  was  incised  for  about  5 cm., 
much  as  in  the  technique  of  a standard 


Fig.  1 . Diagrammatic  representation 
of  patient’s  preoperative  condition. 
(A)  inverted  “T”  incision.  (B)  rectal 
opening.  (C)  vaginal  orifice.  (D) 
posterior  vaginal  wall  mucous  mem- 
brane and  anterior  rectal  wall  mucous 
membrane.  (E)  usual  region  of  anal 
orifice. 


Fig.  2.  (A)  Allis  clamps  retracting 
posterior  vaginal  mucous  membrane 
upward.  (B)  Levator  ani  muscle  from 
each  side  joined  in  mid-line  over 
rectum  by  two  no.  1 chromic  catgut 
sutures.  (C)  Allis  clamps  retracting 
mobilized  rectum  downward  and  out- 
ward. 
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vaginal  plastic,  completing  an  inverted 
“T.”  The  posterior  vaginal  mucosa 
and  the  anterior  rectal  mucosa  were 
then  separated  by  blunt  dissection 
superiorly  to  the  level  of  the  cervix 
and  as  far  lateral  as  possible.  The 
anterior  rectal  wall  was  thus  mobilized 
and  brought  outward  by  downward 
traction  with  Allis  clamps  (Fig.  2). 
A search  lateral  to  the  rectum  re- 
vealed no  anal  sphincter,  so  fibers  of 
the  levator  ani  muscle  from  each  side 
were  brought  over  the  rectum  and 
joined  in  the  midline  with  two  no.  1 
chromic  catgut  sutures  (Fig.  2).  The 
same  procedure  was  done  with  a small 
amount  of  fascia  using  no.  00  chromic 
catgut  to  construct  a small  perineum. 
The  posterior  vaginal  mucosa  was  then 
resutured  to  the  anterior  rectal  mucosa 
covering  the  approximated  muscle 
fibers.  The  longitudinal  incision  in  the 
vagina  was  also  closed  (Fig.  3).  The 
rectum  then  admitted  one  finger 


Fig.  3.  Diagrammatic  representation 
of  patient's  postoperative  condition. 
(A)  closed  inverted  “T”  incision  over 
built-up  perineum.  Note  narrowed 
rectal  opening. 


snuggly  and  the  vagina  two  fingers 
snuggly.  A vaginal  pack  was  inserted 
and  removed  twenty-four  hours  post- 
operatively.  On  the  seventh  postopera- 
tive day,  the  patient  initiated  vaginal 
dilatation  with  graduated  vaginal  dila- 
tors. One  month  postoperative,  she 
resumed  coitus.  She  continually  prac- 
ticed contractions  and  relaxations  of 
her  levator  ani  muscles,  both  at  stool 
and  between  defecations. 

By  the  end  of  the  second  postopera- 
tive month,  the  patient  was  completely 
continent  of  both  formed  and  loose 
stools;  she  was  also  having  frequent 
and  satisfactory  coitus  without  the  loss 
of  feces.  At  the  time  of  this  writing, 
the  patient  is  eighteen  weeks  preg- 
nant and  will  be  delivered  by  Cesarean 
section. 
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. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
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Two  ways  to  give  your  patients  a 
months  I hempen  lie  supply  ol*  vitamin  C: 


...  TJ ' 

...  ^ 

118  grapefruit  or  30  Allbee  with  ( 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily) . In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

/I'H'pOBlNS 

A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains 


Thiamine  Mononitrate 
(Vitamin  B.)  (15  M 0 R ) 15  mg 

Riboflavin  (Vitamin  BO  (8  M 0 R ) 10  mg 
Pyridoxme  HCI  (Vitamin  Bt)  5 mg 

Nicotinamide  (Niacinamide)(5  M D.R ) 50  mg 
Calcium  Pantothenate  10  mg 

Ascorbic  Acid  (Vitamin  C)  (10  M D R ) 300  mg 


hyoscyamine  sulfate  0.1037  mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.0582  mg. 

hysocine  hydrobromide  0.0065  mg.  0.0195  mg. 

phenobarbital  (14  gr.)  16.2  mg.  ( % gr.)  48.6  mg. 

(Warning:  may  be  habit  forming) 

A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 
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each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 
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Senile  Dementia 

A reevaluation  of  the  cause  of  the  disease  is  described  and  a possible 
method  of  prevention  through  long  term  use  of  Dicumarol  is  discussed 


ARTHUR  C.  WALSH,  M.D. 
Pittsburgh,  Pennsylvania 

This  report  is  based  on  the  seem- 
ingly successful  use  of  continu- 
ous anticoagulant  therapy  to  pre- 
vent the  progression  of  senile  demen- 
tia. Seventeen  patients  in  various 
stages  of  the  disease  have  been  treated 
over  the  past  five  years.  None  had 
progression  of  symptoms  while  treat- 
ment was  in  progress,  and  detailed  his- 
tories will  be  given  in  a later  article. 
While  the  series  is  small,  the  beneficial 
results  and  the  fact  that  the  theory 
of  the  treatment  is  based  on  known 
pathological  findings  and  sound  phys- 
iological knowledge  seems  to  warrant 
a report  at  this  time:  It  will  give 

others  the  opportunity  to  confirm  or 
deny  the  usefulness  of  this  form  of 
therapy  in  a disease  which  has  now 
reached  almost  epidemic  proportions 
and  has  hitherto  been  beyond  our  in- 
fluence. 

This  study  also  includes  presenile 
dementia.  Pick's  disease  and  arterio- 
sclerotic brain  disease.  A review  of  the 
literature  leads  the  author  to  believe 
that  the  clinical  and  pathological  dif- 
ferentiation of  these  entities  is  often 
vague  and  unsatisfactory  and  the  im- 
pression gained  was  that  eventually 
they  all  will  be  found  to  be  variants  of 
the  same  condition:  arterial  insuffi- 

ciency of  the  brain.  Grouping  these 
conditions  is  convenient  for  the  pur- 


■ Dr.  Walsh  is  associated  with  the 
Western  Psychiatric  Institute,  Pitts- 
burgh. 


poses  of  diagnosis  and  treatment,  for 
we  will  not  have  to  haggle  over  minute 
and  controversial  differences  in  the 
classification  of  the  patients.  Even 
more  important,  we  can  consider  them 
all  to  be  potential  candidates  for  treat- 
ment. Solely  for  the  purposes  of 
this  study,  then,  the  term  “senile 
dementia”  can  be  construed  as  includ- 
ing all  those  conditions  listed  above. 

The  prognosis  for  senile  dementia 
as  related  in  the  textbooks  2 is  very 
gloomy  indeed.  The  condition  of 
some  patients  remains  relatively  sta- 
tionary but  most  patients  deteriorate 
mentally  and  physically  at  varying 
rates  and  die  within  one  to  ten  years. 
Supportive  care  is  about  the  only 
treatment  recommended.  My  own  ex- 
perience in  twenty  years  of  medical 
practice  confirms  this  rather  hopeless 
outlook.  1 had  not  only  the  oppor- 
tunity hut  also  the  grim  necessity  of 
following  the  course  of  such  patients 
from  the  onset  of  their  initial  symptom 
to  their  reaching  the  eventual  “vege- 
table” state:  incontinent,  imbecilic 

and  bedridden. 

It  was  the  repeated,  hopeless,  help- 
less watching  of  such  patients  that  pro- 
duced the  present  concept  of  treat- 
ment; at  the  same  time  I had  patients 
with  transient  ischemic  attacks  re- 
sponding satisfactorily  to  anticoagulant 
therapy  as  proposed  by  Millikan.3  The 
thought  was:  why  could  not  the  mental 
changes  of  the  dementias  be  the  psy- 
chic equivalent  of  the  motor  paresis 
of  the  transient  ischemic  attacks?  A 
bout  of  confusion  could  equal  a weak- 
ened arm.  In  either  situation  the  at- 
tack could  and  often  did  leave  a major 
and  permanent  disability.  Why  not 
test  this  theory  by  a therapeutic  trial? 

Testing  the  Theory 

A patient  was  needed  whose  prog- 
nosis without  treatment  would  be 
hopeless;  a sixty-six-year-old  patient 
presented — her  diagnosis  was  presenile 
dementia.  Cortical  atrophy  had  been 
demonstrated  by  air  encephalogram. 
Two  physicians  had  agreed  that  con- 
finement in  a mental  hospital  would 


soon  be  required,  and  with  good  rea- 
son: the  patient  could  not  carry  on 
a conversation,  could  not  dress  her- 
self and  more  recently  could  not  use 
the  bathroom  unassisted  and  was  at 
times  incontinent.  The  daughter,  a 
nurse,  realized  the  crossroads  had  been 
reached.  If  her  mother  became  worse, 
she  could  no  longer  be  cared  for  at 
home  but  would  have  to  be  “put 
away.”  Rather  than  this  she  chose  a 
trial  of  anticoagulant  therapy,  fully 
understanding  the  risks.  The  patient 
was  started  on  Dicumarol  ®*  as  an 
outpatient.  The  modest  goal,  as  ex- 
plained to  the  relatives  (the  patient 
being  unable  to  comprehend  fully)  was 
to  prevent  further  deterioration.  Sur- 
prisingly, the  patient  began  to  improve. 
In  two  months  she  was  doing  excellent 
needlepoint  work,  staying  at  her  own 
home  by  herself  much  of  the  time  and 
even  doing  her  own  redecorating.  Per- 
sonal hygiene  was  no  problem.  Nine- 
teen months  later,  while  still  on  anti- 
coagulant, she  had  severe  chest  pain 
while  at  her  own  home  and  died 
twenty-four  hours  later  in  the  hospi- 
tal. An  electrocardiogram  suggested  a 
myocardial  infarction,  but  no  autopsy 
was  done. 

The  arrest  of  senile  dementia  prog- 
ress in  this  patient  seemed  to  confirm 
the  original  theory,  with  an  added  bo- 
nus: not  only  did  the  patient  not  de- 
teriorate, she  actually  improved.  While 
coincidence  or  the  psychic  influence 
of  a change  of  treatment  is  a possible 
explanation,  it  is  highly  unlikely,  since 
three  independent  doctors  agreed  on 
the  poor  prognosis  and  the  encephalo- 
gram confirmed  the  diagnosis  of  or- 
ganic brain  disease. 

Of  the  other  sixteen  patients,  most 
stayed  the  same,  some  improved,  but 
none  deteriorated  while  under  therapy. 
The  group  included  varied  categories: 
spontaneous  houts  of  confusion;  re- 
peated strokes  leaving  new  motor  de- 
ficits each  time  plus  psychic  changes: 
and  persisting  delirium,  precipated  by 
severe  medical  illness  or  surgery;  all  of 


* Dicumarol  (bishydroxycoumarin),  Abbott 
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which  responded  surprisingly  well  to 
three  weeks  of  anticoagulant  therapy. 
The  distinct  clinical  impression  was 
that  the  disease  process  was  halted  in 
all  these  patients.  In  a few  in  whom 
the  deteriorating  process  had  appeared 
to  be  stationary  when  the  patient  was 
first  seen,  treatment  was  undertaken 
with  the  faint  hope  that  improvement 
in  the  existing  disability  would  occur. 
When  there  was  no  improvement  af- 
ter three  to  four  weeks  the  anticoagu- 
lant was  discontinued.  It  is  likely  of 
very  great  significance  that  several  pa- 
tients who  had  been  deteriorating  rap- 
idly prior  to  treatment  did  well  while 
on  the  anticoagulant  but  deteriorated 
severely,  even  to  the  point  of  death, 
soon  after  the  medication  was  discon- 
tinued. 

Discussion 

We  long  have  known  that  80  per- 
cent of  strokes  are  caused  by  a throm- 
bosis in  the  arteries  leading  to  the 
brain — either  intracranially  or  in  the 
vertebral-carotid  artery  system  in  the 
neck.  We  know,  too,  that  mental 
changes  can  occur  with  the  first  stroke 
even  though  they  are  more  frequent 
with  subsequent  strokes.  More  recent- 
ly several  authors  have  shown  that 
mental  changes  alone  can  accompany 
thrombosis  in  the  carotid  and/or  ver- 
tebral arteries.4’  5>  6 We  are  then  per- 
haps justified  in  tentatively  assuming 
that  thrombosis  in  an  artery  leading 
to  the  brain  can  cause  damage  to  the 
brain  tissue  of  sufficient  degree  to  pro- 
duce symptoms,  and  that  these  symp- 
toms will  fit  at  some  point  in  the  fol- 
lowing scale: 


Between  the  extremes  of  mental  or 
motor  defect  only  are  varying  combi- 
nations of  motor  and  mental  deficien- 
cies. 

We  can  assume  that  the  location  and 
extent  of  this  brain  damage  will  de- 
pend upon  the  site  of  the  thrombosis 
and  the  efficiency  of  the  collateral 
blood  supply  to  the  area.  But  even 
with  the  same  site  and  degree  of  brain 
damage,  the  loss  of  brain  functions  will 
not  be  the  same  in  each  patient,  as 
demonstrated  by  Goldstein.7  If  we  do 
not  remember  this  fact  we  can  be  mis- 
led by  the  apparent  lack  of  correla- 
tion between  the  clinical  symptoms  and 
the  pathological  site  of  the  lesion.  In 
this  regard  we  also  must  allow  for  the 
difference  in  psychological  reaction  of 
cutting  seminars,  the  rest  of  the  body 


the  individual  patient  to  his  brain  dam- 
age as  discussed  by  Brosin.8  In  short, 
similar  pathological  lesions  in  the 
brain  can  result  in  different  symptoms 
in  different  patients. 

But,  it  is  said,  patients  with  senile 
dementia  always  show  certain  char- 
acteristic microscopic  findings  in  the 
brain  and  they  do  not  always  present 
evidence  of  arterial  thrombosis.  I will 
agree  to  the  former  but  must  add  that 
pathologists  find  much  overlapping  of 
the  categories,  and  sometimes  a poor 
correlation  between  the  clinical  and  the 
pathological  severity.1  As  for  the  ab- 
sence of  thrombosis,  let  me  ask  the 
reader:  How  many  times  have  you 

seen  the  carotid  and  vertebral  arteries 
examined  during  an  autopsy  on  a pa- 
tient with  senile  dementia?  The  author 
has  seen  many  brains  examined  but 
never  once  has  seen  a complete  study 
of  the  vertebral  and  carotid  arteries. 
Certainly  this  examination  is  difficult 
to  perform,  but  can  we  come  to  any 
rational  and  justifiable  conclusions 
about  the  relationship  of  the  circula- 
tion to  the  pathological  changes  in  the 
brain  until  we  have  done  such  com- 
plete studies  on  many  patients?  We 
must  also  consider  the  collateral 
circulation  and  even  the  condition  of 
the  end-arteries.  Such  comprehensive 
arterial  studies  were  recommended  in 
America  by  Hunt 9 as  long  ago  as 
1914,  and  in  Europe  by  Chiari  in 
1905.  Complete  arterial  studies  seem 
to  have  been  neglected  as  far  as  senile 
dementia  is  concerned.  Most  discus- 
sion centers  around  the  microscopic 
and  gross  abnormalities  of  the  brain 
itself.  In  fact,  at  most  formal  brain 


has  long  since  departed  to  the  grave. 
It  is  as  if  we  classified  gangrene  of 
the  leg  according  to  whether  it  started 
in  the  little  or  the  great  toe,  and  ne- 
glected to  examine  the  femoral  or  iliac 
arteries.  In  addition  to  the  admittedly 
difficult  technical  problems,  some  psy- 
chological block  has  prevented  us  from 
applying  to  the  study  of  the  brain  the 
same  logic  we  have  so  successfully  used 
in  solving  the  circulatory  problems  of 
the  extremities.  Perhaps  we  should 
conceive  of  the  brain  as  a fifth  ex- 
tremity. 

It  must  be  admitted,  though  not  in 
connection  with  senile  dementia,  that 
of  recent  times  the  neck  arteries  have 
been  more  thoroughly  studied.  The 
classic  is  the  monograph  of  Hult- 
quist  10  who  dissected  the  extracranial 


and  intracranial  arteries  in  3,500  pa- 
tients and  discovered  a surprising 
amount  of  arterial  obstruction.  Un- 
fortunately there  was  little  accompany- 
ing clinical  history.  Fisher 11  added 
the  important  clinical  information  in 
his  own  studies  and  thoroughly  re- 
viewed the  subject  of  extracranial  ar- 
tery obstruction.  Humphrey  and  New- 
ton 12  found  carotid  occlusions  in 
seventeen  patients  under  the  age  of 
forty — two  under  nineteen  years  of 
age — so  we  must  not  think  of  this  as 
just  a geriatric  problem.  The  study  of 
Hutchinson  and  Yates  5 of  the  caroti- 
covertebral  system  in  eighty-three  pa- 
tients, along  with  their  histories,  re- 
veals the  first  symptoms  of  arterial  ob- 
struction sometimes  to  be  psychologi- 
cal. Also  there  are  specific  case  re- 
ports on  mental  deterioration  as- 
sociated with  carotid  artery  occlu- 
sion.4’ °’  13  Clark  and  Harrison  14  re- 
viewed sixty-nine  cases  of  bilateral 
carotid  artery  occlusion  and  found 
that  29  percent  had  mental  symptoms. 

This  all  adds  up  to  the  following 
observations:  senile  dementia  can  oc- 
cur with  carotid  and/ or  vertebral  ar- 
tery disease;  it  can  occur  without  it 
and  with  intracranial  artery  disease 
only:  and  it  can  occur  with  both  com- 
bined. But  as  far  as  is  known,  no 
one  has  proved  that  it  can  occur  with- 
out any  arterial  disease.  Such  proof 
would  require  that  the  arterial  supply 
be  examined  from  the  aortic  arch  to 
the  end-artery  areas,  including  the  in- 
traosseous portions  of  the  arteries, 
which  have  been  shown  to  be  occluded 
at  times.  We  still  do  not  have  suffi- 
cient evidence  to  prove  beyond  all 
doubt  that  the  arterial  narrowing  is 
a cause  of  and  not  just  an  accompani- 
ment of  dementia;  but  we  must  con- 
sider. as  Kety  15  has  well  emphasized, 
that  the  brain,  above  all  organs,  re- 
quires efficient  circulation.  A general 
diminution  of  the  blood  supply  could 
cause  generalized  brain  damage  and  if 
the  area  that  concerned  the  patient's 
memory  of  his  telephone  number  hap- 
pened to  be  involved,  he  would  notice 
it.  But  who  would  notice  the  destruc- 
tion of  10  percent  of  the  nerve  cells 
supplying  the  erector  spinae  muscles? 
In  other  words,  compared  to  the  mo- 
tor areas,  the  mental  apparatus  of  the 
brain  may  be  a very  sensitive  indicator 
of  brain  damage.  I say  “may  be."  be- 
cause even  here  there  can  be  a loss  of 
function  which  is  not  easily  noticeable 
or  measurable  since  it  may  be  com- 
pensated for  by  the  patient  with  de- 
vices such  as  the  Korsokoff  mecha- 
nism. 
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We  have  other  evidence  of  the  re- 
lationship of  dementia  to  vascular  dis- 
ease but  it  has  not  been  systematically 
correlated.  In  1956  Ask-Upmark  and 
Fajers 18  reported  microgyria  associ- 
ated with  left  common  carotid  artery 
obstruction  in  a patient  with  pulseless 
disease.  They  mention  a possible  re- 
lationship to  Alzheimer’s  and  Pick’s 
diseases.  Of  great  interest  also  is  the 
paper  by  Fetterman  and  Moran  17  re- 
lating cerebral  softening  to  anomalies 
of  the  circle  of  Willis.  They  found 
that  50  percent  of  their  patients  had 
"normal”  circles  and  23  percent  had 
complete  interruptions.  Such  abnor- 
malities sometimes  were  felt  to  be  a 
deciding  factor  in  producing  cerebral 
softening  in  some  patients,  and  could 
explain  such  a lesion  in  the  presence 
of  only  minor  arterial  narrowing  else- 
where in  the  system  supplying  the 
brain. 

Modern  Facts  About  Strokes 

It  is  perhaps  advantageous  to  con- 
sider some  of  the  modern  knowledge 
about  strokes  as  outlined  by  Boyd.ls 
Eighty-five  percent  result  from  the 
coagulation  of  blood  (80  percent 
thrombosis,  5 percent  embolus).  It  is 
commoner  for  the  occlusion  to  be 
extracranial  than  intracranial  and 
Boyd  says  we  should  think  of  strokes 
as  being  cerebral  infarctions  rather 
than  cerebral  thromboses.  He  men- 
tions the  fact  that  senile  dementia  may 
be  associated  with  carotid  artery  oc- 
clusion. He  notes  also  that  50  percent 
of  the  people  over  fifty  years  of  age 
have  severe  atherosclerosis  of  the 
extracerebral  or  extracranial  arteries. 
Besides  the  large  vessel  lesions  he  also 
stresses  the  possibility  of  microemboli 
as  being  a cause  of  “little  strokes.” 

Therapeutic  Factors 

Let  us  now  turn  to  two  therapeutic 
facts:  First,  anticoagulant  drugs  do 

reduce  the  clotting  of  blood  effectively 
and  do  prevent  intravascular  throm- 
bosis.19 Secondly,  anticoagulants  al- 
ready have  been  proved  to  be  of  value 
in  maintaining  the  cerebral  circulation, 
as  demonstrated  by  Millikan  3 and  Mc- 
Devitt  and  Wright.'20 

Now  if  the  theory  is  correct,  that 
the  thrombosis  in  the  arteries  to  the 
brain  is  the  cause  of  senile  dementia, 
what  result  should  we  anticipate  from 
anticoagulant  treatment?  We  should 
have  a right  to  expect  complete  arrest 
of  further  deterioration  because  the 
drug  will  have  its  effect  in  all  the 
arteries,  whether  carotid,  vertebral,  an- 
astamotic  or  end-artery.  We  might  al- 
low ourselves  a 5 or  10  percent  failure 


rate  due  to  other  factors  such  as  a 
failure  of  the  general  circulation, 
anomaly  of  an  artery  or  failure  of  the 
anticoagulant  to  be  perfectly  effective 
in  all  arteries  in  all  patients  at  all 
times.  It  should  therefore  be  relatively 
easy  to  test  the  theory  hy  observing 
whether  or  not  the  dementia  increases 
in  the  patients  while  under  treatment. 
In  my  series  of  patients  not  one  de- 
teriorated to  any  significant  degree, 
and  many  were  treated  over  a year. 

We  now  have  come  to  a great 
stumbling  block — how  do  we  know 
that  these  patients  would  have  deteri- 
orated without  treatment?  We  can 
never  know  for  sure,  but  we  must 
give  some  credence  to  clinical  judg- 
ment. In  the  example  given  earlier, 
three  experienced  clinicians  felt  sure 
the  patient  was  failing  rapidly.  With 
the  clinical  experience  of  observing  the 
course  of  similar  patients,  along  with 
watching  the  progress  of  a particular 
patient,  a physician  can  make  a fairly 
accurate  assessment  of  the  outcome: 
some  patients  will  fail  rapidly  and 
others  slowly.  Senile  dementia  early 
in  life  (presenile  dementia)  is  usually 
more  rapid  in  its  course  and  hence 
gives  a more  clear-cut  response  to 
treatment.  Some  predictions  are  going 
to  be  wrong,  but  if  we  take  a group 
of  such  patients  we  can  be  reasonably 
certain  that  not  all  of  them  are  going 
to  remain  stationary.  When  none  of 
the  patients  in  my  group  demonstrated 
deterioration,  this  was  felt  to  be  highly 
significant.  And  when  some  even  im- 
proved, and  maintained  this  improve- 
ment while  under  therapy,  the  result 
seemed  even  more  impressive.  Finally, 
it  seems  important  to  note  that  several 
patients  who  did  well  while  taking  anti- 
coagulant deteriorated  rapidly  and  died 
a few  months  after  this  was  discon- 
tinued. One,  whose  initial  symptoms 
were  purely  psychic,  had  repeated 
strokes  with  resulting  hemiplegia  after 
the  medication  was  discontinued. 

Claude  Bernard21  recommended 
the  method  of  counter-proof  to  test 
one’s  theory  and  it  was  possible  to  do 
this  on  one  patient.  This  man  had 
presenile  dementia,  proved  before 
treatment  by  air  studies  and  clinical 
examination,  and  after  death  by  au- 
topsy. We  took  this  patient  off  Di- 
cumarol  three  times  over  a period  of 
two  months.  Each  time,  as  soon  as 
his  prothrombin  time  had  risen  above 
the  therapeutic  range  for  three  or  four 
days,  he  became  confused,  combative 
and  required  a constant  attendant. 
Each  time,  on  resumption  of  Di- 
cumarol,  and  a few  days  after  his  pro- 
thrombin time  dropped  to  the  thera- 


peutic range,  his  mental  status  im- 
proved and  he  required  only  regular 
ward  care.  Following  discharge  he  had 
a bleeding  episode,  the  anticoagulant 
was  stopped,  and  he  deteriorated  rap- 
idly, became  bedridden  and  died  of 
pneumonia  two  months  after  dis- 
charge. Once  again  this  result  strong- 
ly supports  but  does  not  prove  the 
theory,  for  it  is  only  one  case. 

Blood  Sludging 

A very  significant  point  is  the  oc- 
currence of  improvement  in  some  pa- 
tients-— as  in  the  first  patient  described. 
This  was  not  predicted  from  the 
theories  and  facts  already  discussed, 
for  it  has  long  been  held  that  brain 
damage  is  irreversible.  Therefore,  we 
must  look  for  an  explanation  of  this 
phenomenon.  On  a circulatory  basis 
the  work  of  Knisely  22  on  blood  sludg- 
ing could  offer  a valid  explanation. 
The  sludged  blood  in  the  narrowed 
vessels  is  less  fluid  and  hence  does  not 
flow  freely.  The  anticoagulant,  by  re- 
ducing sludging  and  thickening  of  the 
blood,  could  increase  the  efficiency  of 
the  blood  flow,  thus  returning  function 
to  brain  cells  which  are  not  dead  but 
are  not  functioning  at  full  capacity 
due  to  impairment  of  the  supply  of 
the  nutrient  and  the  removal  of  waste 
products. 

We  might  well  wonder  if  sludging 
of  the  blood  has  any  real  effect  on 
the  supply  of  blood  to  the  brain.  Have 
we  any  evidence  that  the  blood  flow 
is  reduced?  Experimental  work  by 
Swank  et  al.23  showed  that  aggrega- 
tion of  blood  cells  produced  by  in- 
jecting Serotonin  resulted  in  an  in- 
creased screen  filtration  pressure 
(SFP),  that  is,  the  pressure  needed  to 
force  the  blood  at  a uniform  speed 
through  a multipore  screen.  This  work 
also  showed  that  perfusion  of  blood 
with  an  elevated  SFP  through  an  iso- 
lated cat  head  resulted  in  early  cessa- 
tion of  brain  waves.  They  have  shown 
repeatedly  that  blood  with  an  elevated 
SFP  manifests  significantly  increased 
resistance  to  blood  flow  through  an 
isolated  or  intact  organ.  If  we  can 
transpose  these  findings  to  patients, 
which  seems  reasonable,  we  would  ex- 
pect to  find  a slowing  of  the  circulation 
through  the  brain  in  any  of  the  many 
general  conditions  which  cause  sludg- 
ing of  the  blood.  This  could  result  in 
confusion,  delirium  and  even  uncon- 
sciousness. If  the  patient  had  pre-ex- 
isting carotid  or  vertebral  artery  steno- 
sis, or  even  a localized  intracranial 
arterial  narrowing,  it  would  not  be  un- 
reasonable to  expect  even  more  severe 
effects  on  the  circulation  heyond  the 
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point  of  arterial  constriction.  We  may 
then  postulate  from  the  above  reason- 
ing that  an  elderly  person,  already 
having  a tendency  to  confusion  due  to 
narrowing  of  the  arteries  to  the  brain, 
upon  suffering  pneumonia,  severe 
trauma  or  other  disease  causing  sludg- 
ing of  the  blood,  would  likely  become 
quite  confused  because  of  the  in- 
creased arterial  insufficiency  of  the 
brain.  Of  course,  besides  the  sludging 
we  also  would  have  to  attribute  some 
of  the  effects  to  hypotension  and  de- 
creased cardiac  output,  all  three  of 
which  might  combine  their  effects  to 
result  in  a severely  reduced  flow  of 
blood  through  the  brain.  Such  situa- 
tions often  are  found  clinically. 

An  important  question  seems  to  be: 
Will  the  anticoagulant  Dicumarol  pre- 
vent blood  sludging?  Swank  et  al.23 
also  showed  that  the  aggregation  of 
blood  cells  produced  by  Serotin  can  be 
abolished  by  the  Serotin  antagonist 
UML-491.  They  found  that  several 
other  methods  prevent  aggregation — • 
such  as  sodium  citrate  when  present 
to  prevent  coagulation  of  the  blood. 
So  it  does  not  seem  unreasonable  to 
expect  that  other  anticoagulants — 
those  nontoxic  to  humans — might 
have  the  same  effect.  But  I can  find 
little  reference  to  experiments  to  dem- 
onstrate this.  Baronofsky  and 
Quick 24  found  that  Dicumarol  did 
reduce  the  platelet  adhesiveness,  more 
so  than  did  Heparin.  Knisely  25  found 
that  a heparinized  monkey  did  not 
show  the  expected  clinical  picture  of 
brain  dysfunction  when  exposed  to  the 
usual  sludge-producing  stimulus.  We 
do  know  that  Dicumarol  does  prevent 
blood  clotting,  which  is  likely  the  end 
and  irreversible  stage  of  cell  aggrega- 
tion, so  we  might  be  justified  in  in- 
ferring that  the  Dicumarol  acted  at 
the  initial  stage  in  blood  clotting  by 
preventing  the  original  sludging  of  the 
cells.  The  most  direct  evidence  of  the 
correctness  of  such  an  inference  seems 
to  be  the  study  of  Meyer,20  who  di- 
rectly observed  on  the  pial  vessels  the 
action  of  Dicumarol  and  Heparin  in 
preventing  clumping  of  cells  and  slow- 
ing of  blood  flow. 

It  seems  important  that  more  evi- 
dence be  obtained  to  substantiate  the 
possible  function  of  Dicumarol  in  pre- 
venting this  aggregation  of  blood  cells. 
First,  because  more  and  more  evi- 
dence is  accumulating  that  blood 
sludging  is  a source  of  widespread 
tissue  damage.  Its  prevention  could 
circumvent  crippling  organ  injuries 
and  even  prevent  death  in  many 
patients.  Secondly,  Dicumarol  is  a 
relatively  nontoxic  drug  which  has 


been,  and  still  is,  used  by  millions  of 
patients.  If  we  can  prove  its  action 
in  desludging  blood,  its  use  can  be 
extended  to  many  more  patients.  Such 
benefits  could  be  incalculable,  espe- 
cially to  older  people  who  may  have 
developed  arterial  narrowing.  This 
would  apply  even  more  especially  to 
maintaining  the  circulation  to  all  parts 
of  the  brain  in  such  people.  For  the 
brain,  unlike  most  organs  such  as  the 
heart,  kidney  and  liver,  cannot  afford 
to  have  small,  even  microscopic,  areas 
of  necrosis.  It  might  if  the  area  were 
a motor  area,  when  the  only  bad  result 
would  be  a slight  weakening  of  muscle 
strength.  But  when  this  damage 
occurs  in  areas  concerning  memory, 
thinking  processes  or  coordination, 
the  results  can  be  disastrous. 

Psychological  Effects 

Once  again  we  must  consider  an- 
other possible  explanation  for  im- 
provement in  patients  started  on 
Dicumarol:  the  beneficial  psychologi- 
cal effect  of  a new  treatment,  a new 
doctor,  new  surroundings  and  other 
such  factors.  We  must  add  that  in 
the  two  cases  here  described,  the 
psychological  factors  did  not  appear 
to  be  of  much  importance,  due  to  the 
type  and  degree  of  the  mental  failure, 
but  they  should  not  be  ignored.  In 
some  patients  we  can  expect  that  the 
psychological  reaction  to  brain  dam- 
age will  be  more  important  than  the 
tissue  damage  itself  and  for  such  peo- 
ple psychotherapy  may  be  the  best 
form  of  treatment.  But  this  is  a sub- 
ject too  large  to  be  considered  further 
in  this  study. 

Implications  of  Successful 
Anticoagulant  Therapy 

Two  questions  remain  to  be  an- 
swered: First,  are  these  results  repro- 
ducible by  others?  Only  further  clini- 
cal trials  will  answer  this  question. 
The  assessment  of  the  results  of  such 
trials  poses  many  problems,  as  has 
been  pointed  out  recently  in  the  dis- 
cussion of  research  design  by  Whit- 
man.27 The  main  sources  of  difficulty 
seem  to  be  the  many  variable  factors 
involved,  the  difficulty  or  impossibility 
of  securing  comparable  control  cases 
and  the  pitfalls  of  statistics.  But  one 
result  should  be  relatively  easy  to 
assess:  if  a significant  number  of  pa- 
tients deteriorate  while  under  adequate 
anticoagulant  therapy  then  the  theory 
likely  is  wrong. 

The  second  question  is  more  diffi- 
cult and  intriguing.  If  the  theory  is 
correct  and  we  can  treat  patients  suc- 
cessfully before  serious  brain  damage 


occurs,  does  this  mean  that  we  can 
eliminate  senile  dementia?  That  is, 
will  it  recede  to  the  group  of  con- 
quered diseases  such  as  poliomyelitis, 
diphtheria,  typhoid  fever  and  small- 
pox? And  if  so,  will  the  price  be  too 
great?  For  there  are  certain  to  be 
some  deaths  from  the  complications 
of  anticoagulant  therapy  and  we  shall 
unavoidably  find  ourselves  treating  a 
certain  percentage  of  patients  who 
would  do  just  as  well  without  treat- 
ment. 

When  and  Whom  to  Treat 

Many  patients  will  be  so  sick  there 
should  be  little  difficulty  in  favoring 
a trial  course  of  therapy.  With  others 
the  decision  to  undertake  treatment 
will  be  difficult.  Should  the  doctor 
alone  make  the  decision?  I think  not. 
Rather  than  impose  his  own  particular 
philosophy  upon  the  patient  it  would 
seem  better  to  discuss  the  pros  and 
cons  with  the  patient  and  his  rela- 
tives. The  doctor  certainly  must  be 
free  to  express  his  own  opinion,  but 
he  would  be  wise  to  remember  that 
the  patient  may  prefer  to  risk  his  life 
rather  than  to  lose  his  mind.  If  the 
patient's  philosophy  is — “let  us  live 
while  we  live,”  and  the  doctor’s  is 
“life  at  all  costs,”  then  who  is  to 
decide?  The  situation  is  analagous  to 
that  encountered  in  deciding  whether 
or  not  surgery  should  be  performed 
for  a condition  which  does  not  im- 
mediately threaten  life:  the  patient 

must  take  part  in  the  decision  for  or 
against  the  operation.  There  are  dif- 
ferences: Anticoagulant  treatment 

does  not  offer  a quickly  permanent 
cure  of  senile  dementia,  nor  has  its 
value  as  yet  been  proved.  But  it  does 
offer  some  hope  of  relief  of  symptoms 
and  of  preventing  a thrombosis  which 
may  lead  to  permanent  crippling  and 
even  death.  Conveniently,  it  can  be 
begun  on  a trial  basis,  to  be  stopped 
whenever  desired.  The  best  plan 
would  seem  to  be  a joint  decision  by  ! 
the  patient  (or  his  representative)  and 
the  doctor  after  a full  discussion  of 
the  potential  risks  and  advantages  of 
treatment.  The  advantages  will  vary 
with  the  stage  and  type  of  the  patient’s 
disease;  the  risks  with  the  skill  and 
caution  with  which  the  treatment  is 
carried  out  by  the  patient  and  his 
doctor. 

Two  examples  may  clarify  some  of 
the  problems  involved  in  choosing  pa- 
tients for  treatment.  In  the  case  of 
the  sixty-six-year-old  woman  men- 
tioned earlier,  there  was  no  doubt  that 
she  should  have  a trial  of  therapy;  ! 
considering  her  prognosis  untreated, 
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she  had  little  to  lose.  The  relatives, 
however,  were  at  first  fearful  of  the 
idea — they  felt  guilty  of  being  an  ac- 
complice in  her  death  if  their  mother 
succumbed  to  a hemorrhage  resulting 
from  the  treatment.  As  it  turned  out, 
the  improvement  was  so  gratifying 
that  there  never  was  any  thought  of 
discontinuing  therapy  throughout  the 
year  and  a half  before  her  death.  A 
more  recent  patient  illustrates  the 
opposite  problem.  A sixty-five-year- 
old  man  had  two  strokes  which  left 
him  with  some  speech  and  emotional 
difficulty.  He  was  referred  for  pos- 
sible anticoagulant  therapy.  He  was 
extremely  talkative,  emotionally  labile 
and  agitated  but  had  been  depressed 
up  until  two  months  prior  to  my  see- 
ing him.  He  and  his  wife  were  fearful 
of  another  stroke,  although  it  was  a 
year  since  his  last  one.  Anticoagulant 
therapy  was  discussed  with  them  and 
they  were  agreeable;  such  was  their 
fear  of  a third  stroke.  After  several 
interviews,  however,  it  was  realized 
that  most  of  his  problems  were  emo- 
tional. Many  deep  conflicts  were  re- 
vealed which  interlocked  with  the  per- 
sonalities of  both  the  husband  and 
wife  to  produce  severe  anxieties  in 
both  of  them.  With  psychotherapy, 
often  with  both  the  patient  and  his 
wife  together,  considerable  improve- 
ment occurred.  The  patient  slept 
better,  his  talkativeness  and  restless- 
ness subsided  and  the  family  situation 
became  more  tolerable.  With  subsi- 
dence of  his  irritability  he  was  much 
more  easily  handled  at  our  clinic. 
They  still  desired  anticoagulant  ther- 
apy but  accepted  my  judgment  that 
at  present  the  danger  of  another  stroke 
did  not  warrant  the  risks  involved. 
This  was  especially  true  as  the  pa- 
tient’s blood  pressure  sometimes  goes 
to  200/110. 

Conclusions 

If  senile  dementia  really  is  due  to 
thrombosis  in  arteries  leading  to  the 
brain,  and  if  anticoagulants  do  prevent 
blood  from  clotting,  then  it  should 
follow  that  long  term  anticoagulant 
therapy  should  prevent  senile  demen- 
tia from  progressing.  Hence  it  seems 
justifiable  to  give  this  form  of  therapy 
a trial.  Even  if  the  theory  holds  true 
only  for  some  of  the  cases,  salvage 
of  these  patients  may  be  worth  the 
effort  and  risk  of  giving  a larger  num- 
ber a trial  of  therapy.  Exact  pre- 
mortem  diagnosis  is  difficult,  trial 
therapy  is  relatively  simple  and  need 
not  be  specific  in  this  situation  any 
more  than  in  the  rest  of  medicine 


where  empirical  treatments  are  fre- 
quently effective. 

The  choice  of  anticoagulant  may  be 
important.  I chose  Dicumarol  because 
I was  familiar  with  its  use.  It  may 
have  a more  effective  action  for  senile 
dementia  than  other  anticoagulants:  it 
is  apparently  more  effective  than 
Heparin  in  preventing  platelet  agglu- 
tination, according  to  the  research  of 
Baronofsky  and  Quick.24  Blood  clot- 
ting is  such  a complicated  mechanism 
that  it  would  not  be  surprising  to  find 
different  actions  by  different  anti- 
coagulant drugs.  These  have  not  as 
yet  been  fully  differentiated. 

Summary 

The  long  term  use  of  Dicumarol 
to  halt  the  progress  of  senile  dementia 
is  described  and  the  apparent  reasons 
for  the  success  of  this  treatment  are 
discussed.  It  is  postulated  that  senile 
dementia,  and  likely  Alzheimer’s  and 
Pick’s  diseases  too,  result  from  brain 
damage  caused  by  arterial  insuffi- 
ciency. This,  in  turn,  is  considered 
to  be  a consequence  of  sludging  or 
clotting  of  the  blood  in  previously 
narrowed  arteries  leading  to  the  brain. 
The  site  of  the  lesions  may  be  extra- 
cranially  in  the  caroticovertebral  sys- 
tem, intracranially  in  the  smaller  ar- 
teries, or  both  combined.  Some  details 
of  the  histories  of  two  patients  from 
a series  of  seventeen  are  given  to  illus- 
trate the  concept  that  by  using  long 
term  Dicumarol  therapy,  further 
blocking  of  the  arteries  can  be  pre- 
vented, the  arterial  insufficiency  of  the 
brain  can  be  held  stationary  and  hence 
the  progress  of  the  senile  dementia 
can  be  stopped.  The  choice  of  suitable 
candidates  for  therapy  is  briefly  out- 
lined. It  is  suggested  that  if  further 
research  confirms  the  correctness  of 
this  etiological  hypothesis  and  the 
effectiveness  of  the  Dicumarol  ther- 
apy, these  dementias  may  join  the  list 
of  controllable  diseases. 
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digestive 

disorders: 

B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  ma) 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAP‘ 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  nice  ) 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions  I 
STRESSCAPS  vitamins  aid  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Deaths  and  Autopsies 

A statistical  review  of  deaths  and  post-mortem  examinations  of 
Pennsylvania  residents  over  sixty-four  years  of  age  for  the  year  1964 

DIVISION  OF  BIOSTATISTICS,  BUREAU  OF  PLANNING,  EVALUATION  AND  RESEARCH. 
DEPARTMENT  OF  HEALTH 

Harrisburg,  Pennsylvania 

During  1964.  78,323  or  63.2  per 
cent  of  the  123,845  Pennsyl- 
vania residents  who  died  were 
persons  over  64  years  old.  In  this 
group  over  64  years  of  age,  54.2  per- 
cent died  in  hospitals;  9.1  percent  died 
in  nursing  homes.  4 percent  in  county 
homes  and  the  remaining  died  either 
at  home  or  outside  of  these  three 
types  of  institutions.  Thirteen  percent 
of  the  death  certificates  noted  that  an 
autopsy  had  been  performed  on  the 
deceased;  however,  on  21  percent  of 
the  certificates  no  indication  was  given 

TABLE  II 

Deaths  by  Place  of  Death  and  Cause  of  Death 


whether  or  not  there  had  been  an 
autopsy. 

Post-mortem  examinations  were 
conducted  on  about  twenty-three  out 
of  every  one  hundred  persons  who 
died  in  hospitals,  while  in  both  nursing 
and  county  homes  the  proportion  was 
less  than  one  per  one  hundred  deaths. 
The  item  on  the  death  certificate  for 
recording  whether  an  autopsy  was  per- 
formed or  not  was  completed  (either 
yes  or  no)  by  hospitals  on  81.5  percent 
of  the  certificates,  as  compared  with 
about  75  percent  completion  by  nurs- 


ing and  county  homes.  TABLE  I 
presents  the  number  and  percent  of 
autopsies  performed  by  place  where 
the  death  occurred. 

TABLE  II  shows  total  deaths  by 
cause  of  death  and  number  of  au- 
topsies performed  for  hospitals,  nurs- 
ing homes,  county  homes  and  non- 
institutional  deaths.  Heart  disease  was 
the  most  frequent  cause  of  death  in 
all  three  institutions,  accounting  for 
41.8  percent  in  hospitals,  49.5  percent 
in  nursing  homes  and  47.5  percent  in 
county  homes.  The  second  and  third 


Cause  of  Death 

Code  No.* 

Nursing  Home 

Hospital  Deaths  Deaths 

Autop-  Autop- 

Total  sies  Total  sies 

County  Home  Non-Institution 

Deaths  Deaths 

Autop-  Autop- 

Total  sies  Total  sies 

Deaths,  all  causes 

001-999 

42,465 

9,734 

7,114 

25 

3,163 

7 

25,581 

396 

Heart  disease 

410-443 

17,767 

3,228 

3,524 

13 

1,504 

4 

14.970 

191 

Arteriosclerotic 

420 

13,406 

2.402 

2,257 

11 

906 

3 

11,764 

158 

Degenera  tive-nonrheumatic 

421-422 

1,769 

281 

766 

2 

427 

0 

1,523 

12 

Other  diseases  of  heart  410-419,  430-443 

2,592 

545 

501 

0 

171 

1 

1,683 

21 

Malignant  neoplasms 

140-205 

7,331 

2,071 

744 

4 

218 

0 

3,186 

20 

Vascular  lesions.  CNS 

330-334 

5,217 

634 

1,379 

1 

535 

0 

2,717 

13 

Pneumonia  and  influenza 

480-493 

1,551 

466 

266 

0 

182 

0 

240 

11 

Accidents,  all  forms  800-802.  810-835,  890-963 

1.306 

487 

39 

4 

12 

1 

343 

71 

Diabetes  mellitus 

260 

1,179 

171 

134 

0 

110 

0 

497 

3 

General  arteriosclerosis 

450 

1,065 

182 

508 

1 

364 

1 

840 

1 

Other  circulator*  disease 

451-468 

984 

467 

37 

1 

18 

0 

174 

20 

Hernia  and  intestinal  obstruction 

500-561,  570 

482 

190 

5 

0 

0 

0 

32 

2 

Hypertensive  disease 

444-447 

387 

92 

75 

0 

14 

0 

186 

2 

Ulcers  of  stomach  and  duodenum 

540-541 

385 

202 

7 

0 

3 

0 

34 

1 

Cirrhosis  of  liver 

581 

336 

124 

8 

0 

12 

0 

81 

2 

Pneumoconiosis,  occupational 

523-524 

329 

51 

3 

0 

20 

1 

209 

1 

Kidney  infections 

600 

281 

101 

36 

0 

12 

0 

41 

0 

Tuberculosis,  all  forms 

001-019 

279 

79 

3 

0 

5 

0 

33 

1 

Nephritis 

590-594 

278 

47 

35 

0 

19 

0 

102 

0 

Cholelithiases  and  cholecystitis 

584-585 

246 

90 

4 

0 

1 

0 

27 

1 

Gastro-enteritis  and  colitis 

543,  571-572 

226 

97 

16 

1 

5 

0 

30 

2 

Hyperplasia  of  prostate 

610 

222 

59 

15 

0 

5 

0 

29 

0 

Symptoms,  senility  and  ill  defined 

780-795 

221 

17 

37 

0 

7 

0 

954 

1 

Anemias 

290-293 

99 

25 

7 

0 

3 

0 

19 

0 

Asthma 

241 

80 

11 

2 

0 

4 

0 

39 

1 

Bronchitis 

526 

69 

27 

11 

0 

4 

0 

33 

2 

Syphilis 

020-029 

69 

38 

5 

0 

14 

0 

15 

Paralysis  agitans 

350 

48 

3 

43 

0 

15 

0 

57 

Suicide 

963,  970-979 

42 

19 

1 

0 

0 

0 

214 

19 

Arthritis  and  rheumatism 

720-727 

41 

9 

13 

0 

8 

0 

34 

0 

Homicide 

964,  980-985 

8 

8 

0 

0 

0 

0 

18 

15 

All  other  causes 

Residual 

1,937 

739 

157 

0 

69 

0 

427 

12 

* Internationa)  Classification  of  Diseases,  1955  Revision,  World  Health  Organization,  1957. 
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TABLE  I 


Deaths  by  Autopsy  Status  and  Place  of  Death 


Autopsy  Performed  Percent  Autopsy  Performed 

Institution  Not  Not 


Total 

Yes 

No 

Stated 

Total 

Yes 

No 

Stated 

All  Deaths 

78,323 

10,162 

51,683 

16,478 

100.0 

13.0 

66.0 

21.0 

General  Hospitals 

42,465 

9,734 

24,873 

7,858 

100.0 

22.9 

58.6 

18.5 

Nursing  Homes 

7,114 

25 

5,284 

1,805 

100.0 

0.3 

74.3 

25.4 

County  Homes 

3,163 

7 

2,302 

854 

100.0 

0.2 

72.8 

27.0 

Non-Institutional 

25,581 

396 

19,224 

5,961 

100.0 

1.5 

75.1 

23.3 

most  frequent  causes  of  death  varied 

were 

the  second 

and  third 

most  fre- 

persons 

who  died 

in  hospitals  and 

by  institution.  Malignant  neoplasms 

quent 

causes  of  death  accounting  for 

ranged  from  a high  of  100  percent  of 

and  vascular  lesions  ranked  second  and 
third  in  hospitals;  vascular  lesions 
ranked  second  and  malignant  neo- 
plasms third,  in  nursing  homes;  and 
in  county  homes,  vascular  lesions  was 
second  and  general  arteriosclerosis  was 
the  third  most  frequent  cause  of  death. 

Heart  disease  accounted  for  53.5 
percent  of  the  deaths  occurring  out- 
side of  the  three  institutions.  Malig- 
nant neoplasms  and  vascular  lesions 


12.5  and  10.6  percent  of  the  deaths. 
Deaths  due  to  the  category  comprised 
of  symptoms,  senility  and  ill-defined 
conditions,  the  fourth  most  frequent 
cause  of  non-institution  deaths, 
amounted  to  3.7  percent. 

TABLE  III  presents,  by  cause  of 
death  and  place  of  death,  the  percent 
of  autopsies  performed.  Autopsies 
were  performed  on  22.9  percent  of  all 


the  persons  dying  by  homicide  to  a 
low  of  6.3  percent  of  the  deaths  due 
to  paralysis  agitans.  Over  50  percent 
of  all  syphilis  and  ulcer  deaths  in  hos- 
pitals had  post-mortem  examinations. 

A smaller  percent  of  autopsies  were 
performed  on  persons  who  died  from 
vascular  lesions,  diabetes  and  heart  dis- 
ease than  the  over-all  percentage  of  | 
22.9  for  total  deaths  in  the  over  64  | 
year  age  group. 


TABLE  III 


Percent  of  Autopsies  by  Place  and  Cause  of  Death 


Cause  of  Death 

Code  No.* 

Hospital 

Percent  Autopsy  Performed 
Nursing  County 

Homes  Homes 

Non- 

Institution 

Deaths,  all  causes 

001-999 

22.9 

0.3 

0.2 

1.5 

Heart  disease 

410-443 

18.2 

0.4 

0.3 

1.3 

Arteriosclerotic 

420 

17.9 

0.5 

0.3 

1.3 

Degenerative-nonrheumatic 

421-422 

15.9 

0.3 

-0- 

0.8 

Other  diseases  of  heart 

410-419, 

430-443 

21.0 

-0- 

0.6 

1.2 

Malignant  neoplasms 

140-205 

28.2 

0.5 

-0- 

0.6 

Vascular  lesions,  CNS 

330-334 

12.2 

-0- 

-0- 

0.5 

Pneumonia  and  influenza 

480-493 

30.0 

-0- 

-0- 

4.6 

Accidents,  all  forms  800-802, 

810-835, 

890-963 

37.3 

10.3 

8.3 

20.7 

Diabetes  mellitus 

260 

14.5 

-0- 

-0- 

0.6 

General  arteriosclerosis 

450 

17.1 

0.2 

0.3 

0.1 

Other  circulatory  disease 

451-468 

47.6 

2.7 

-0- 

0.1 

Hernia  and  intestinal  obstruction 

560- 

561,  570 

39.4 

-0- 

-0- 

6.3 

Hypertensive  disease 

444-447 

23.8 

-0- 

-0- 

1.1 

Clcers  of  stomach  and  duodenum 

540-541 

52.5 

-0- 

-0- 

2.9 

Cirrhosis  of  liver 

581 

36.9 

-0- 

-0- 

2.5 

Pneumoconiosis,  occupational 

523-524 

15.5 

-0- 

5.0 

0.5 

Kidney  infections 

600 

35.9 

-0- 

-0- 

-0- 

Tuberculosis,  all  forms 

001-019 

28.3 

-0- 

—0— 

3.0 

Nephritis 

590-594 

16.9 

-0- 

-0- 

-0- 

Cholelithiases  and  cholecystitis 

584-585 

36.6 

-0- 

-0- 

3.7 

Gastro-enteritis  and  colitis 

543, 

571-572 

42.9 

6.3 

-0- 

6.7 

Hyperplasia  of  prostate 

610 

26.6 

-0- 

-0- 

-0- 

Symptoms,  senility  and  ill  defined 

780-795 

7.7 

-0- 

-0- 

0.1 

Anemias 

290-293 

25.3 

-0- 

-0- 

-0- 

Asthma 

241 

13.8 

-0- 

-0- 

2.6 

Bronchitis 

526 

39.1 

-0- 

-0- 

6.1 

Syphilis 

020-029 

55.1 

-0- 

-0- 

26.7 

Paralysis  agitans 

350 

6.3 

-0- 

-0- 

-0- 

Suicide 

963, 

970-979 

45.2 

-0- 

8.9 

Arthritis  and  rheumatism 

720-727 

22.0 

-0- 

-0- 

-0- 

Homicide 

964, 

980-985 

100.0 

83.3 

All  other  causes 

Residual 

38.2 

-0- 

-0- 

2.8 

* International  Classification  of  Diseases, 

1955  Revision,  World  Health 

Organization, 

1957. 
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PENNSYLVANIA  MEDICINE 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 

The  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist’s 
representation 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel™?  “Symmetrel”  (amantadine  HC1)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel*  (amantadine  HC1)  means  to  you 


. . . the  first  and  only  oral  chemical  agent  to  prevent  iniluenza  A.,  (Asian). 

...not  a vaccine  or  antibiotic, but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent. 
. . .unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  I unctions. 
...  specifically  active  against  all  influenza  A_,  viruses  tested  to  date. 

...not  indicated  for  the  prevention  ot  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

...does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel  means  to  your  patient 

...possible  immediate  influenza  A_,  protection  when  taken  following  suspected  contact. 

. . .may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  Aj  is  especially  hazardous. 

. . . a high  degree  of  safety  in  clinical  use. 

. . . simple  once  daily  or  b.i.d.  dosage. 

The  mode  of  action  of  Symmetrel® 


How  Symmetrel®  (Amantadine  HC1)  prevents  virus  invasion1 


Our  current  knowledge  leads  us  to  believe  ‘‘Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist’s  conception  based  on  current  scientific  knowledge. 

1.  'Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


the  untreated  cell 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


protein  mantle 
NUCLEIC  ACID 


CELL  MEMBRANE 


SYMMETREL*  (Amantadine  HCi)  MOLECULES 


CELL  CYTOPLASM 


How  the  influenza 


virus  invades  and  destroys 


CELL 
CELL  CYTOPLASM 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


RECEPTOR  AREA 


VACUOLE 


Safety  of  Symmetrel  ' Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A-,  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A.,. 
"Symmetrel”  should  especially  be  considered  for 
high  inlluenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A-2  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  “seizures,"  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  “Symmetrel."  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9 yrs.  of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  ( 1 teaspoonful) 
contains  50  mg  amantadine  HC1. 
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Symmetrel' 

(Amantadine  HC1) 


A molecular  barrier  to  virus  penetration 


NEW  EVIDENCE: 

Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

N IMPORTANT  PROBLEM  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthine  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthine  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthine  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg  of  Pro-Banthine  intravenously 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 


SEARLE 


Research  in  the  Service  of  Medicine 


When  the  hattle  with  bacteria 
is  in  the  upper  respiratory  tract 


Routes  of  invasion  through  the  oral  and  nasal  passages  to  the  nasopharyngeal 
mucosa:  artist’s  depiction  of  sagittal  section  of  head  in  perspective. 


consider  Gantanol  (sulfamethoxazole) 


To  rapidly  help  the  patient  win  against 
upper  respiratory  infections 

When  the  respiratory  tract  has  been  invaded,  an  antibacterial  that  can 
assure  effective  yet  generally  uncomplicated  therapy  is  your  first  line  of 
defense... an  agent  such  as  Gantanol  (sulfamethoxazole),  the  wide-spec- 
trum  antibacterial  from  Roche. 

Gantanol  (sulfamethoxazole)  is  effective  against  common  susceptible  up- 
per respiratory  pathogens,  both  gram-positive  and  gram-negative.  Acting 
at  foci  of  bacterial  invasion,  Gantanol  (sulfamethoxazole)  promptly  helps 
control  most  infections,  yet  usually  presents  few  problems  to  patients.  Dos- 
age is  convenient  and  provides  a measure  of  economy. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  females  at 
term,  premature  infants,  or  newborn  infantsduring  first  three  monthsof  life. 
Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If  toxic  or  hyper- 
sensitivity reactions  or  blood  dyscrasias  occur,  discontinue  therapy.  In  in- 
termittent or  prolonged  therapy,  blood  counts  and  liver  and  kidney  function 
tests  should  be  performed. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  including 
maintenance  of  an  adequate  fluid  intake.  Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma.  Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal  impairment  may  cause  excessive 
drug  accumulation.  Occasional  failures  may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus  or  rickettsial  infections. 

Adverse  reactions:  Headache,  nausea,  vomiting,  urticaria,  diarrhea,  hepa- 
titis, pancreatitis,  blood  dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection  of  the  conjunctiva  and  sclera,  pe- 
techiae,  purpura,  hematuria  or  crystal  I uria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d.  or  t.i.d.  depending 
upon  severity  of  infection.  Children  — 1 tablet/20  lbs  initially,  followed  by 
Vz  tablet/20  lbs  b.i.d. 

How  supplied:  Tablets,  0.5  Gm,  bottles  of  50. 

Roche  Laboratories, Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  N.  J.  07110 


When  there  are  bacterial  invaders 
in  the  upper  respiratory  tract 

Gantanol 

( sulfamethoxazole) 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin' 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  21/2,  Aspirin  gr.  31/2 , Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

mULl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Lesions  of  the  Scrotum 

Review  of  gross  and  microscopic  findings  in  four  patients  with  extra- 
testicular,  intrascrotal  tumors  and  one  patient  with  testicular  maldescent 

LEO  M.  KING,  M.D.,  ALEXANDER  M.  HOFSTETTER,  M.D.,  PERRY  C.  MARTINEAU,  M.D., 

AND  S.  K.  SEKERAN,  M.D. 

McKeesport,  Pennsylvania 


Some  years  ago,  following  a series 
of  case  reports  describing  extra- 
testicular,  intrascrotal  tumors  in 
the  European  literature,  a number  of 
reviews  and  many  additional  cases 
were  reported  in  this  country.  In  the 
past  twenty  years  many  additional  cases 
have  been  reported  but  these  have 
been  infrequent  in  comparison  with 
tumors  described  in  other  areas.  Al- 
though benign  tumors  are  by  far  the 
more  common,  even  these  present 
problems  in  identification.  Often  the 
diagnosis  is  made  only  by  histological 
examination. 

In  this  series,  each  patient  was  seen 
because  of  a painless,  solid  mass  which 
required  surgical  exploration. 

Case  Summaries 

Lipoma  of  the  Spermatic  Cord, 
Bilateral 

This  eight-year-old  obese  white  male 
was  seen  because  of  bilateral  nodular 
masses  occupying  the  scrotal  compart- 
ments. The  duration  of  these  enlarge- 
ments was  uncertain,  since  they  were 
only  noted  on  a routine  examination 
by  the  referring  physician.  The  tu- 
mors were  painless  and  there  was  no 
local  discomfort  on  physical  examina- 
tion. No  other  abnormalities  were 
found. 

At  surgery,  the  nodular  masses  were 
seen  to  occupy  both  scrotal  compart- 
ments, originating  distal  to  the  scrotal 
inlet  (Fig.  1-A).  These  lipomatous 
masses,  discrete  from  the  testis  and 
epididymis,  did  not  extend  through 
the  inguinal  ring  and  were  extrinsic 
to  the  tunica  vaginalis.  No  hernia  was 
present.  Microscopically,  the  nodules 
were  composed  of  mature  adipose 

E At  McKeesport  Hospital,  Dr.  King 
is  chief  of  the  urology  department.  Dr. 
Hofstetter  is  on  the  associate  staff. 
Dr.  Sekeran  is  chief  resident  in  surgery 
and  Dr.  Martineau  is  chief  pathologist 
and  director  of  laboratories. 


tissue  in  lobulated  masses  (Fig.  1-B). 
There  has  been  no  recurrence  follow- 
ing surgery. 

Discussion 

Of  the  lesions  of  the  spermatic  cord 
which  originate  from  the  mesodermal 
components,  lipomas  are  by  far  the 
most  common.  They  usually  are 
benign.  In  fact,  a recent  review  by 
Graf 8 indicates  the  infrequency  of 
malignant  tumors  in  a similar  position. 

Bilateral  tumors  are  found  in  ap- 
proximately 30  percent  of  lipomas  of 
the  spermatic  cord.  Unlike  the  find- 
ings in  this  case,  however,  tumors 
usually  extend  to  the  level  of  the 
external  inguinal  ring. 

Leiomyoma  of  the  Spermatic  Cord 

This  thirty-four-year-old  tavern 
operator  was  admitted  because  of  a 
mass  attached  to  the  right  spermatic 
cord  in  the  scrotum.  It  had  been 
present  for  an  undetermined  period 
of  time  and  had  shown  no  discernible 
increase  in  size  in  the  two  months 
prior  to  surgery.  While  there  was 
some  discomfort  noted  in  the  inguinal 
area,  it  had  not  been  persistent  and 
only  followed  the  patient’s  awareness 
of  the  lesion.  The  remainder  of  the 
physical  examination  was  essentially 
negative. 

At  surgery,  the  tumor  was  found 
attached  to  the  spermatic  cord  with 
the  vas  deferens  entering  and  exiting 
from  the  mass.  Thus,  it  seemed  prob- 
able that  the  integrity  of  the  vas  had 
been  lost  in  the  midst  of  the  lesion. 
The  rubbery  tumor,  measuring  4 cm. 
in  diameter,  easily  was  resected  along 
with  the  involved  segment  of  vas 
deferens.  Microscopic  examination 
revealed  intertwining  bundles  of 
smooth  muscle  cells  with  blunt  ends 
and  elongated  nuclei  (Fig.  2).  No 
mitoses  were  noted. 

Discussion 

The  origin  of  leiomyoma  of  the 
spermatic  cord  has  been  discussed  by 


several  investigators.  It  is  of  interest 
to  note  that  cases  have  been  advanced 
to  indicate  that  some  tumors  originate 
from  the  smooth  muscle  of  the  vas 
deferens.  However,  it  is  Herbut’s 9 
feeling  that  tumors  generally  start  in 
the  fibers  of  the  cremasteric  muscle. 
Thompson  13  has  reported  a lesion 
near  the  epididymis  at  the  junction  of 
the  vas  deferens  in  which  the  tumor 
was  adherent  to  both  structures.  Al- 
though these  tumors  are  usually  small, 
an  exceptionally  large  tumor  (weigh- 
ing several  pounds  and  over  15  cm. 
in  diameter)  has  been  reported.5 

Fibrolipoma 

When  the  patient  first  was  seen, 
this  fifty-two-year-old  beautician  had  a 
left  scrotal  swelling.  The  palpable 
mass  was  clinically  inseparable  from 
the  adjacent  testis  and  epididymis.  It 
was  obviously  solid  and  did  not  trans- 
illuminate.  Physical  examination  was 
otherwise  within  normal  limits.  An 
intravenous  urogram  and  routine 
endocrine  studies  were  normal.  Since 
the  mass  was  not  tender,  it  had  only 
been  discovered  on  a routine  examina- 
tion during  treatment  for  a peptic 
ulcer.  In  May,  1965,  the  left  scrotal 
contents  and  the  attached  spermatic 
cord  were  removed. 

A lobulated  and  fibrous  tumor  mass 
(Fig.  3-A)  measuring  9 cm.  by  8 cm. 
by  7 cm.  was  found  attached  to  the 
parietal  portion  of  the  tunica  vaginalis, 
separate  and  distinct  from  both  the 
testis  and  the  epididymis.  It  appeared 
to  be  distinct  from  the  spermatic  cord. 
The  cut  surface  was  lobulated  and 
gray,  with  yellow  areas  suggestive  of 
fat.  Several  similar  nodules  were 
noted  in  the  adjacent  soft  tissue.  Both 
the  testis  and  epididymis  were  normal. 
Microscopically,  the  tumor  was  com- 
posed of  dense  fibrous  connective 
tissue  in  intertwining  bundles  sepa- 
rated by  islands  of  mature  adipose 
tissue  (Fig.  3-B).  Some  myxomatous 
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degeneration  was  present.  No  mitoses 
were  seen.  There  was  apparent  edema 
of  the  interstitial  tissue  of  the  testis. 

During  the  subsequent  eleven 
months,  the  patient  has  remained  well 
without  evidence  of  recurrent  tumor 
or  node  involvement. 

Discussion 

Herbut,9  in  a review  of  fibromas 
of  the  spermatic  cord  noted  that  they 
were  more  frequently  reported  in  the 
older  literature.  As  in  this  patient,  a 
majority  of  the  tumors  originated  in 
that  area  of  the  cord  near  the  epididy- 
mis. It  is  felt  that  these  tumors 
originate  in  the  connective  tissue  unit- 


ing the  various  elements  of  the  cord. 
A similar  fibrolipoma,  attached  to  the 
testis  near  its  upper  pole,  has  also 
been  reported  by  Strong.12 

Adrenal  Rest  Attached  to  the 
Epididymis 

This  forty-three-year-old  chemist 
was  admitted  for  a right  inguinal 
herniorrhaphy  when  on  physical  ex- 
amination a discrete  mass  was  found 
in  the  right  scrotal  compartment. 
Early  in  the  patient’s  adult  life,  a 
right  orchiopexy  was  carried  out  dur- 
ing a previous  inguinal  herniorrhaphy. 
In  May,  1960,  a pedunculated  and 
discrete  tumor  mass,  measuring  ap- 


Fig. 1-B.  Lipoma  of  spermatic  cord 
— microscopic. 


proximately  2 cm.  in  diameter,  was 
found  freely  movable  within  the  con- 
fines of  the  tunica  vaginalis.  It  was 
attached  by  a narrow  vascular  pedicle 
to  the  inferior  epididymis.  The  sur- 
face of  the  tumor  was  smooth  and 
yellowish-orange.  The  adjacent  testis 
and  epididymis  were  hypoplastic  and 
measured  2.0  cm.  in  diameter.  By 
resecting  the  attachment  at  the  epi- 
didymis, the  tumor  and  its  pedicle 
were  removed  intact. 

Microscopic  examination  of  the  tu- 
mor (Fig.  4)  attached  to  the  exterior 
surface  of  the  right  epididymis  re- 
vealed islands  of  large  cells  with 
slightly  vacuolated  to  foamy  cyto- 


Fig.  2.  Feiomyoma  of  the  spermatic 
cord  (attached  to  the  vas  deferens). 
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Fig.  3-A.  Fibrolipoma — attached  to  the  parietal  layer  of  the  tunica  vaginalis 

— gross. 


plasm  and  round  pale  nuclei.  There 
was  a delicate  connective  tissue  stroma 
with  broad  bands  of  collagenous  con- 
nective tissue.  Areas  of  gland  forma- 
tion were  noted  and  numerous  blood 
vessels  were  seen  throughout  the 
tumor. 

Discussion 

While  adrenal  tissue  occasionally  is 
noted  beyond  the  limits  of  the  supra- 
renal fossa,  an  intrascrotal  location 
evidently  is  uncommon.  A review  of 
the  literature  discloses  many  examples 
in  both  surgical  and  autopsy  series  of 
adrenal  rests  in  the  testis,  and  along 
the  course  of  the  spermatic  and 
ovarian  vessels.  In  a few  patients,  the 
1 ectopic  adrenal  tissue  was  found  to  be 
hyperfunctioning.  The  tumor  de- 
scribed here,  however,  appears  to  be 
| similar  to  most  inactive  adrenal  rests, 
and  is  distinguished  chiefly  by  its  un- 
usual location. 

Polycystic  renal  disease  and  cryp- 
torchidism, present  in  the  patient  dis- 
cussed, directs  attention  to  the  fre- 
quency of  associated  anomalies  with 
this  lesion. 


Transverse  Aberrant  Testicular 
Maldescent 

Following  a two-month  history  of 
right  inguinal  discomfort,  this  nine- 
teen-year-old Negro  steelworker  was 
found  to  have  two  solid  masses 
occupying  the  right  scrotal  compart- 
ment associated  with  a rather  thick 
spermatic  cord.  On  the  left,  there  was 
no  testicular  tissue  palpable  in  the 
scrotum  or  the  left  inguinal  canal.  An 
intravenous  urogram  and  x-rays  of  the 
spinal  column  were  within  normal 
limits. 

The  past  medical  history  revealed 
that  at  age  eleven,  bilateral  inguinal 
herniorrhaphies  had  been  carried  out 
at  another  hospital.  At  that  time, 
there  was  no  testicular  tissue  noted 
in  the  left  inguinal  canal.  On  the 
right,  there  was  an  apparently  normal 
testis  and  cord.  Subsequently,  because 
of  a recurrent  right  inguinal  hernia, 
the  canal  was  re-explored  but  no  men- 
tion was  made  of  a duplication  of  the 
spermatic  cord  or  testis. 

Surgical  exploration  in  1965  dis- 
closed complete  duplication  of  the 


Fig.  3-B.  Fibrolipoma  (osmic  acid 
stain  for  fat) — microscopic. 


spermatic  cord,  testis  and  epididymis 
(Fig.  5-A).  Each  appeared  to  be  con- 
fined within  separate  peritoneal  en- 
velopes. Both  testes  were  exposed 
following  opening  of  each  tunica 
vaginalis,  and  no  communication  was 
found  between  the  two  testicular  com- 
partments. A biopsy  of  each  testis 
revealed  normal  testicular  tissue  with 
active  spermatogenesis  (Fig.  5-B). 

There  was  no  evidence  of  a recur- 
rent inguinal  hernia  and  the  patient 
has  no  longer  complained  of  inguinal 
discomfort. 


Fig.  4.  Adrenal  rest — attached  by 
pedicle  to  the  inferior  epididymis — - 
microscopic. 
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Fig.  5-A.  Transverse  Aberrant  Testicular  Maldescent,  lateral  testis  exposed 
with  ectopic  testis  within  separate  compartment — gross. 
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Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help,.. 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
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Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
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Tracheotomy  — an  Expanded  Role 

The  results  of  a six-year  study  of  two  hundred  fifty  cases  are  analyzed  and 
the  need  for  early  tracheotomy  in  secretory  obstruction  is  emphasized 


JOSEPH  A.  PERRONE,  M.D. 
Pittsburgh,  Pennsylvania 
CHARLES  L.  GALLUCC1,  M.D. 
Johnstown,  Pennsylvania 

Tracheotomy  was  first  mentioned 
by  Galen  and  Aretaues  in  the 
first  century  A.D.;  they  credited 
Asclepiades  of  Prusa  as  having  done 
the  first  tracheotomy  in  124  B.C. 
Tracheotomies  were  done  as  a last  re- 
sort in  cases  of  asphyxia  associated 
with  acute  infection  and  edema.  Later, 
some  were  done  for  obstruction  due 
to  foreign  body  or  trauma.1  Very  re- 
cently this  procedure's  value  for  drain- 
age has  been  appreciated.  Apart  from 
dyspnea,  tracheotomy  is  indicated  for 
aspiration  in  cases  of  flooding  of  the 
tracheobronchial  tree  by  secretions 
that  threaten  to  drown  the  patient. 

Tracheotomy  was  held  in  reserve  as 
a rather  hazardous  and  reportedly  radi- 
cal procedure  to  use  when  respiratory 
obstruction  for  irreversible  patholog- 
ical changes  developed.  Long  before 
this,  many  physicians  working  with 
tracheobronchitis  and  other  obstructive 
conditions  realized  the  relative  sim- 
plicity of  the  life-saving  effect  of  the 
operation.  In  recent  years,  it  has  come 
to  be  accepted  by  men  in  many  spe- 
cialities, including  neurosurgery,  sur- 
gery. internal  medicine  and  anesthesia. 

Tracheotomy  may  be  complicated 
by  hemorrhage,  pneumothorax,  medi- 
astinal emphysema,  or  tracheal  steno- 
sis, but  these  complications  are  rela- 
tively rare.11  The  danger  from  the 
operation  itself,  which  too  often  has 
not  been  separated  from  that  of  the 
disease  requiring  it,  has  been  shown  to 
be  very  small,  with  a mortality  of  less 
than  one  percent.5’  9 If  done  before 
the  patient’s  condition  is  critical,  the 
operation  is  usually  rather  easy.  Any 
graduate  of  medicine  should  be  able 
to  perform  it  in  an  emergency.  It 
may  be  done  deliberately  if  first  a 
bronchoscope  or  endotracheal  tube  is 
inserted  to  aspirate  secretions  and  to 
relieve  asphyxia  so  the  patient  is  re- 

■ Dr.  Perrone  is  chairman  of  the  de- 
partment of  laryngology  and  hroncho- 
esophagology  at  Mercy  Hospital.  Dr. 
Gallucci  was  formerly  a resident  at 
Mercy. 


laxed  and  not  struggling.  If  this 
equipment  is  not  available,  delay  is 
much  more  likely  to  be  serious. 

Respiratory  obstruction  plays  an  im- 
portant role  in  many  conditions  where 
anoxia  and  physiological  changes  are 
secondary  to  the  obstruction  by  the 
critical  overlay  of  an  already  depressed 
organ.  These  factors  recognized,  pa- 
tients previously  condemned  as  hope- 
less may  be  saved  by  treatment  di- 
rected toward  relieving  the  obstruction. 
Proper  posture  and  change  of  position, 
temporary  airway,  oxygen,  nasopha- 
ryngeal aspiration,  or  bronchoscopic 
aspiration  may  be  sufficient  in  many 
cases.  If  these  measures  are  not  ade- 
quate, tracheotomy  may  be  lifesaving.3 

Indications 

Tracheotomy  is  indicated  in  any  up- 
per respiratory  tract  obstruction.2-  3>- 
4-  5 Specifically,  this  includes: 

Laryngeal  and  pharyngeal  tumors 
Cerebral  trauma  with  secretory  ob- 
struction 6 

Secretory  obstruction  due  to  other 
causes 

Acute  tracheobronchitis 
Neck  and  facial  injuries 
Chest  injuries 
Severe  burn 

Toxic  conditions  (tetanus,  allergic 
conditions,  drug  overdose) 
Bilateral  abductor  paralyses 
Polio,  spinal  cord  injuries,  myas- 
thenia gravis 
Foreign  bodies 
Congenital  anomalies  4-  8 

Today,  the  most  commonly  en- 
countered indication  in  children  is 
acute  tracheo-bronchitis.  Most  com- 
mon indications  in  adults  are  laryn- 
geal and  pharyngeal  tumors  and  cere- 
bral trauma  with  secretory  obstruc- 
tion. In  the  past  twenty-five  years, 
the  indications  for  tracheotomy  have 
completely  changed,  particularly  re- 
garding the  relief  of  secretory'  obstruc- 
tion. In  most  centers  there  has  been 
a recent  increase  of  about  10  percent 
in  the  number  of  tracheotomies  per- 


formed.9 This  increase  is  due  primar- 
ily to  an  awareness  on  the  part  of 
the  medical  profession  of  the  need  for 
tracheotomy  in  secretory  obstruction. 

Technique 

Tracheotomy  should  never  be  done 
under  general  anesthesia  as  this  would 
further  depress  the  medullary  centers. 
General  anesthesia  also  takes  more  vi- 
tal time,  inhibits  the  cough  reflex  and 
destroys  the  patient’s  power  to  expel 
secretions.  With  a comatose  or  semi- 
comatose  patient,  a relatively  light 
general  anesthesia  is  enough  to  inhibit 
the  respiratory  center.  If  a patient  is 
struggling  or  is  combative,  it  is  usually 
because  of  anoxia.  This  condition  can 
be  prevented  by  preliminary  bronchos- 
copy. All  tracheotomies  should  be 
done  under  local  anesthesia  using  pro- 
caine 1 percent  for  midline  infiltration. 

The  technique  for  orderly  tracheot- 
omy does  not  vary  in  most  respects 
from  one  operation  to  the  next.  Many 
tracheotomies  must  be  performed  in 
the  emergency  room  or  at  the  patient’s 
bedside  because  of  his  condition  or 
because  of  other  equipment  which  may 
be  attached  to  the  patient.  The  ideal 
situation,  however,  is  in  the  operating 
room  where  the  physician  can  obtain 
good  positioning  of  the  patient,  and 
has  available  adequate  lighting  and  as- 
sistance. Also,  the  bronchoscopic  and 
endotracheal  equipment  is  at  hand 
and  is  an  absolute  necessity  for  chil- 
dren under  ten  years  of  age.8 

There  seems  to  be  much  contro- 
versy concerning  the  skin  incision.  We 
make  all  incisions  in  the  vertical  mid- 
line plane,  as  do  others,2- 7- 8- 10- 11 
despite  the  fact  that  we  are  cutting 
across  Langers  lines.  The  vertical  in- 
cision makes  dissection  through  the 
fascial  and  muscular  layers  much  eas- 
ier. It  is  safer  because  the  cutting  is 
not  at  right  angles  to  the  great  neck 
vessels.  This  incision  permits  better 
upward  retraction  of  the  thyroid  isth- 
mus and  the  final  scar  is  no  more 
unsightly  than  one  made  in  the  hori- 
zontal plane.  Our  incisions  are  made 
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rather  short,  extending  approximately 
2 cm  in  length  and  are  between  the 
palpable  cricoid  cartilage  and  the  su- 
prasternal notch.  This  short  incision 
is  preferable  in  order  to  avoid  any 
skin  closure  by  suturing  that  might 
cause  subcutaneous  emphysema  or  in- 
fection.2’ 7 

Aftercare 

Several  points  in  the  aftercare  of 
the  tracheotomy  patient  should  be 
stressed.  Aspiration  should  be  per- 
formed only  after  first  pinching  off  the 

TABLE  I 


Tracheotomy  age  incidence  showing 
the  largest  number  (29.5  percent)  in 
the  fifty  to  sixty  year  age  group. 


Age 

Percentages 

0 to  10 

4.5 

11  to  20 

4.5 

21  to  30 

10 

31  to  40 

12.5 

41  to  50 

12 

51  to  60 

29.5 

61  to  70 

17 

over  70 

10 

rubber  catheter,  and  then  only  by  care- 
ful and  gentle  insertion  of  the  catheter 
to  a six-inch  depth,  with  the  inner 
cannula  in  place.  This  procedure  min- 
imizes trauma  to  the  tracheal  mucosa. 
When  not  in  use,  the  catheter  should 
be  kept  sterile  in  an  aqueous  Zepherin 
solution.  The  inner  cannula  may  be 
cleansed  when  necessary,  either  with 
a warm  detergent  solution  or  with  hy- 
drogen peroxide.  The  nurses  at  our 
institution  are  trained  to  perform  the 
above  duties.  We  first  change  the  en- 
tire cannula  after  seventy-two  hours; 
thereafter,  it  is  changed  daily.  Crust- 
ing of  the  trachea  can  be  prevented 


by  keeping  a mechanical  humidifier 
at  the  bedside  or  by  using  a tracheot- 
omy mask  with  Alevaire  mist  and 
oxygen. 

Decannulation  is  done  only  after  the 
cannula  has  been  fully  “corked”  for 
forty-eight  hours,  with  the  agreement 
of  the  service  for  whom  the  tracheot- 
omy was  performed.  After  removing 
the  cannula,  the  stoma  can  be  closed 
easily  with  a simple  “butterfly”  dress- 
ing; it  will  usually  heal  in  four  or 
five  days. 

Review 

Two  hundred  and  fifty  tracheot- 
omies were  performed  at  Mercy  Hos- 
pital, Pittsburgh,  Pa.  during  the  six- 
year  period  from  January  1,  1957  to 
December  31,  1962.  Mercy  Hospital 
is  a 597  bed  general  hospital  with  ap- 
proximately 10  percent  pediatric  beds. 

The  number  of  tracheotomies  varied 
per  year  from  thirty-six  in  1957  to  a 
high  of  fifty-one  in  1961.  Each  year 
more  tracheotomies  were  performed  in 
December  than  any  other  month;  in 
fact,  twice  as  many  were  performed 
in  December  each  year  than  were  per- 
formed in  February.  This  number  is  in 
direct  proportion  to  the  consistently 
higher  number  of  auto  accidents  in 
the  Pittsburgh  area  in  December  of 
each  year,13  and  the  subsequent  in- 
crease in  number  of  patients  with  ce- 
rebral trauma  and  secretory  obstruc- 
tion. 

72.5  percent  of  the  250  cases  were 
males  and  27.5  percent  were  females. 

The  sixteen  tracheotomies  per- 
formed for  the  radiology  department 
were  done  for  patients  with  head  and 
neck  trauma  or  who  recently  were  re- 
ceiving deep  radiation  therapy.  Many 
of  the  pediatric  age  group  who  had 
tracheotomies  were  on  the  neurosur- 
gical service  and  therefore  are  not  in- 
cluded on  the  pediatric  service. 


The  greatest  number  of  tracheot- 
omies (ninety-eight)  were  done  for 
secretory  obstruction  in  patients  with- 
out cerebral  trauma.  These  were  usu- 
ally terminal  comatose  patients  from 
the  medical  and  surgical  services, 
which  accounts  for  the  large  number 
(70  percent)  who  died. 

The  most  significant  and  impressive 
figure  is  the  49  percent,  or  twenty-five 
patients,  with  cerebral  trauma  and  se- 

TABLE  II 


Tracheotomies  performed  for  Mercy 
Hospital  department  services. 


Patients 

Percent 

Neurosurgery 

99 

38 

General  surgery 

45 

18 

Medicine 

41 

17 

Otolaryngology 

47 

17 

Radiology 

16 

7 

Pediatrics 

8 

3 

cretory  obstruction  who  were  salvaged 
in  the  six-year  period.  All  of  these 
patients  certainly  would  have  died 
without  tracheotomy.  All  were  coma- 
tose and  had  cerebral  or  brain  stem 
damage  of  varying  degrees,  many  of 
them  completely  decebrate.  Trache- 
otomy in  such  patients  not  only  per- 
mits adequate  aspiration  of  the  upper 
tracheo-bronchial  tract,  but  also  re- 
duces friction  and  dead  air  space  of 
about  100  cc  which  is  contained  in 
the  larynx,  oral  cavity,  and  naso- 
pharynx. This  allows  an  additional  air 
exchange  of  about  2,000  cc  per  min- 
ute, which  is  essential  for  a damaged 
anoxic  brain.6  After  tracheotomy, 
with  much  less  patient  restlessness  and 
struggling  to  ventilate,  there  is  a bene- 
ficial decrease  in  cerebral  edema,  ve- 
nous pressure,  and  capillary  bleeding. 


TABLE  III 


Tracheotomy  indications  and  results  for  250  patients. 


Indications 

Total 

Number 

Died 

Survived 

Decannulated 

Survived  not 
Decannulated 

Secretory  obstruction 

98 

70% 

27.5% 

2.5% 

Laryngeal  and  pharyngeal  tumors 

53 

19% 

2 % 

79  % 

Cerebral  trauma  with  secretory  obstruction 

51 

51% 

49  % 

Bilateral  abductor  paralyses  (post  surgical) 

12 

33  % 

67  % 

Polio,  cord  injuries,  myasthenia  gravis 

11 

32% 

68  % 

Tracheobronchitis 

9 

11% 

89  % 

Toxic  conditions  tetanus,  allergic  reaction 

5 

60% 

40  % 

Chest  injuries 

4 

50% 

50  % 

Neck  and  facial  trauma 

3 

33% 

67  % 

Severe  burns 

2 

100% 

Congenital  anomalies 

2 

50% 

50  % 
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During  the  six  year  period,  it  was 
noted  that  four  of  the  twelve  patients 
with  bilateral  abductor  paralysis  of 
the  vocal  cords  eventually  were  de- 
cannulated.  Apparently  the  recurrent 
laryngeal  nerve  in  these  patients  was 
intact  but  had  been  injured  during 
surgery. 

The  series  is  small  but  it  was  noted 
that  60  percent  of  the  patients  with 
toxic  conditions  (one  with  tetanus  and 
two  with  narcotic  overdosages  due  to 
addiction)  died.  The  other  two  pa- 
tients in  this  group  (barbiturate  over- 
dosages) survived. 

All  of  the  patients  (two)  with  se- 
vere burns  died. 


The  total  salvage  rate  for  all  250 
tracheotomies  was  53.5  percent. 

In  conclusion,  let  us  repeat  a fa- 
vorite quote:  “The  time  to  do  a tra- 
cheotomy is  when  one  first  considers 
whether  or  not  it  is  necessary.”  11 
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Cardiac  Resuscitation  Cart 
A Success  at  Geisinger 

A compact,  mobile  cart  in  use  at 
The  Geisinger  Medical  Center  has 
helped  to  save  the  lives  of  several 
patients  who  suffered  cardiac  arrest — 
sudden  unexpected  cessation  of  heart 
activity  or  a life-threatening  change  in 
its  rhythm.  These  types  of  grave 
emergencies  fortunately  occur  infre- 
quently and  are  experienced  most  com- 
monly but  not  exclusively  by  patients 
with  severe  coronary  illness. 

New  methods  of  detecting  and  treat- 
ing these  conditions  give  patients  who 
suffer  them  a better  chance  of  survival 
than  in  the  past.  Success  depends  to 
a great  extent  upon  immediate  emer- 
gency treatment. 

Bulky  equipment,  a variety  of  sup- 
plies and  medicines  and  trained  per- 
sonnel must  be  brought  together  simul- 
taneously to  carry  out  cardiac  resus- 
citation procedures.  The  cart, 
mounted  on  casters,  solves  the  prob- 
lem of  transporting  equipment  and 
supplies  in  a single,  self-contained  unit. 
One  person  can  move  it  easily  and 
rapidly  to  any  specified  location  in  the 
hospital. 

A coded  call  announced  over  the 
Center’s  public  address  system  sum- 
mons the  cart  and  also  marshalls  the 
trained  cardiac  resuscitation  team. 
Upon  arrival  at  the  emergency  site, 
the  team  takes  over  from  the  nurses 
who  in  the  interim  have  been  follow- 
ing prescribed  emergency  procedures. 
The  patient  is  placed  on  the  cart  and 
with  all  types  of  devices  and  medi- 
cines at  its  fingertips,  the  team  goes 
about  its  lifesaving  work. 

Dr.  David  A.  Dayton,  a medical 


resident,  designed  the  Medical  Cen- 
ter’s cart,  based  on  an  original  con- 
cept developed  at  Pennsylvania  Hos- 
pital, Philadelphia.  The  Department 
of  Medicine,  cardiopulmonary  tech- 
nicians, inhalation  therapists,  anesthe- 
tists and  others  contributed  ideas  to 
make  the  cart  uniquely  applicable  to 
the  Center’s  needs.  The  cart  was  con- 
structed by  the  Maintenance  Depart- 
ment. 

Built  into  the  cart  is  a defibrillator, 
a device  for  electrically  shocking  the 
heart  in  an  attempt  to  restart  normal 
rhythm,  an  electrocardiograph  ma- 
chine for  monitoring  the  heart  beat 
and  determining  patients’  response  to 
treatment,  and  a suction  catheter  to 
withdraw  fluid  from  the  lungs  and 
maintain  a clear  airway.  These  de- 
vices, plus  a special  light,  operate 
from  a central  junction  box  which  is 
powered  from  any  electrical  outlet. 

The  cart  has  its  own  oxygen  supply 
which  is  administered  to  the  patient 
through  a self-inflating  ventillating 
bag. 

Endotracheal  intubation  to  provide 
an  open  airway  is  easily  accomplished 
with  the  supplies  from  a drawer  of  the 
cart.  A tray  with  instruments  for  ex- 
posing a vein  to  provide  a route  for 
intravenous  drugs  is  stored  in  another 
drawer. 

A retractible  intravenous  pole, 
light  and  instrument  stand  can  be 
moved  to  any  corner  of  the  cart  where 
they  may  be  needed. 

Medicines,  syringes,  needles,  intra- 
venous solutions,  intravenous  tubing 
and  other  supplies  are  stored  in  three 
drawers  in  labeled  compartments. 

Upon  resuscitation,  the  patient  is 
transferred  to  that  area  which  can 
best  meet  his  continuing  needs. 
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Some  habits  are  good  ones! 
Like  expert  shoe  fittings. 


Orthopedic  Fitting  and 
Orthopedic  shoes  always  in  stock 

IN  ALLENTOWN  IN  READING 

719  Hamilton  St.  642  Penn  St. 

951  Hamilton  St. 

953  Hamilton  St. 
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what 

time 

is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 

to  tine. 

Tuberculin, 


Tine  .^JlTest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414.6-4046R 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  thi 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 : 617  (July)  1960. 


“First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Communication  A Three  Part  Series 

Part  III  Useful  Concepts  in  Doctor-Patient  Communications 

Major  areas  are  stressed  as  being  essential  tools  in  establish- 
ing effective  communication  between  doctor  and  patient 


MICHELE  TOLEEA 
Denver,  Colorado 

Physicians  know  better  than  any- 
body else  that  before  they  can 
do  much  about  a disease  they 
have  to  know  what  the  disease  is  and 
how  it  affects  the  organism  they  are 
treating. 

Presumptiously,  perhaps,  this  is  es- 
sentially what  we  have  been  doing  in 
the  first  two  articles  of  this  series. 
We  have  tried,  first,  to  diagnose  a 
problem  affecting  the  doctor-patient 
relationship;  we  characterized  it  as  a 
communication  problem.  We  then 
showed  how  the  misleading  hidden 
assumptions  we  have  about  communi- 
cation are  for  a large  part  the  source 
of  our  troubles. 

In  this  article,  we  will  suggest  ways 
in  which  communication  effectiveness 
can  be  increased.  Some  of  these  ways 
are  related  to  what  the  doctor  can  do 
while  his  patient  is  talking  to  him. 
Some  are  related  to  what  the  doctor 
can  do  while  he  is  talking  to  his  pa- 
tient. 

In  the  first  category,  we  find  listen- 
ing, asking  questions,  and  using  rein- 
forcement; belonging  to  the  second 
are  a deliberate  avoidance  of  jargon 
and  an  effective  use  of  feedback. 

1.  Listening. 

We  believe  all  too  often  that  listen- 
ing is  a natural  process,  something 
that  need  not  be  learned.  Our  educa- 
tional system  is  partly  responsible  for 
the  prevalent  lack  of  concern  about 
listening.  We  learn  how  to  read,  how 
to  write,  and  eventually  how  to  speak 
effectively.  Most  of  us  never  learn 
how  to  listen.  Listening,  as  you  well 
know,  is  not  a passive  process.  While 
hearing  is  somewhat  mechanical, 
listening  is  a higher  cognitive  process 
where  we  have  to  make  some  sense 
out  of  the  sounds  that  impinge  on  our 

■ This  article  is  the  third  in  a three 
part  series  on  communication,  the  first 
of  which  appeared  in  the  January 
issue. 


auditory  mechanism.  While  we  can- 
not not  hear  (provided  our  auditory 
mechanism  functions  normally),  we 
can  easily  not  listen. 

Ralph  Nichols,1  one  of  the  leading 
authorities  in  the  field  of  listening, 
wrote:  “There  are  no  uninteresting 

speakers,  only  uninterested  listeners.” 
This  is  not  to  absolve  the  speaker  of 
all  responsibility.  Norbert  Wiener,2 
the  mathematician,  stressed  the  idea 
of  a shared  responsibility  when  he 
wrote:  “Speech  is  a joint  game  be- 

tween the  talker  and  the  listener 
against  the  forces  of  confusion.” 

If  listening  is  up  to  us,  how  can 
we  make  the  best  of  this  part  of  our 
communicative  time? 

Dominick  Barbara 3 suggests  six 
requisites  to  good  listening  in  his  book 
The  Art  of  Listening. 

(1)  Participation.  As  was  pointed 
out,  listening  is  a higher  cognitive 
process  which  requires  our  mental  in- 
volvement. We  must  do  more  than 
just  let  sounds  hit  our  tympanic  mem- 
branes. 

(2)  Concentration. 

(3)  Patience.  We  must  bear  with 
the  speaker;  we  must  tolerate  his 
idiosyncracies;  we  must  give  him  a 
chance  to  tell  what  he  wants  to  tell. 
We  must  avoid  frequent  interruptions. 

(4)  Freedom  from  distraction.  We 
must  not  let  distractions,  a grammati- 
cal error  for  example,  interfere  with 
our  listening. 

(5)  Open-mindedness.  This  deals 
with  “Rokeach  beliefs  and  disbeliefs 
systems.”  How  willing  are  we  to  listen 
to  things  that  impinge  on  our  dis- 
belief system?  How  much  dissonant 
information  are  we  willing  to  be  ex- 
posed to?  How  ready  are  we  to  listen 
to  pieces  of  evidence  that  prove  us 
wrong? 

(6)  Willingness  to  understand.  On 
an  intellectual  level  and  on  an  emo- 
tional level.  How  much  are  we  will- 
ing to  empathize  with  the  speaker? 


How  committed  are  we  to  really 
understand  how  he  feels? 

Ralph  Nichols  gives  us  some  addi- 
tional suggestions.  We  should  not 
listen  only  for  facts.  We  should  not 
try  to  look  so  interested  that  we  do 
not  have  time  to  be  interested.  We 
should  not  let  emotional-laden  words 
affect  us  and  stop  our  listening;  words 
such  as  “medicare,”  “socialized  medi- 
cine,” “communism,”  etc.  . . . Final- 
ly Nichols  urges  us  not  to  waste  the 
difference  between  speech  and  listen- 
ing. We  can  listen  three  or  four  times 
faster  than  anybody  can  talk.  It  seems 
that  we  have  a leisure  to  spin  around 
what  is  being  said,  to  analyze  it.  to 
summarize  it,  to  process  and  treat 
the  data  that  are  coming  in.  Are  we 
always  using  this  time  constructively 
or  do  we  waste  it  thinking  of  yesterday, 
or  of  the  next  patient? 

Listening  can  be  a rewarding  experi- 
ence for  both  doctor  and  patient.  It 
implies  respect  for  the  patient;  it 
implies  real  concern  for  another  hu- 
man being;  it  implies  cooperation  for 
the  achievement  of  a common  goal: 
the  patient’s  health. 

2.  Asking  questions. 

For  understanding  to  take  place, 
words  must  refer  to  approximately  the 
same  thing  for  both  the  speaker  and 
the  listener.  Unfortunately  we  are 
often  too  quick  in  assuming  we  under- 
stand what  is  meant  and  we  forget 
to  check.  Asking  questions  is  the  most 
obvious  technique  to  clarify  meanings. 
Any  scientist  knows  that  before  a 
problem  can  be  solved,  it  must  be 
stated,  before  helpful  answers  can  be 
got.  suitable  questions  must  be  asked. 
The  terminology  of  the  question  will 
usually  determine  the  terminology  of 
the  answer.  A vague,  imprecise  ques- 
tion is  likely  to  bring  a vague,  im- 
precise answer. 

3.  The  use  of  reinforcement. 

When  you  are  listening  to  your  pa- 
tient show  him  you  are  getting  what 
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he  is  telling  you.  Demonstrate  that 
you  are  with  him  as  he  goes  along 
by  nodding  or  by  using  positive  words 
such  as  “I  see  . . “yes,”  etc.  This 
may  appear  childishly  simple.  What 
it  does  however,  is  to  allow  your  pa- 
tient to  feel  like  a person  worth  your 
time,  attention,  and  concern;  a person 
who  is  listened  to. 

Another  reinforcement  technique 
consists  in  helping  the  patient  describe 
symptoms  he  may  feel  embarrassed 
to  talk  about.  By  using  yourself  some 
of  the  words  he  may  hesitate  to  use 
you  may  save  him  an  additional  source 
of  stress  and  uneasiness. 

In  doing  so  you  may  accomplish 
two  things.  First,  you  may  get  in- 
formation you  need  to  add  to  your 
own  observations.  Second,  you  help 
personalize  the  relationship  and  make 
i your  patient  feel  more  at  ease. 

Listening,  along  with  asking  ques- 
tions and  using  reinforcement  may 
help  make  the  most  of  the  patient’s 
verbalization.  Avoiding  the  use  of 
technical  jargon  and  using  feedback 
effectively  may  help  make  the  most  of 
the  doctor’s  verbal  output. 

(1)  The  use  of  technical  jargon. 

Technical  and  scientific  language 
has  the  merit  of  being  more  precise, 
more  specific,  more  accurate,  less 
ambiguous,  more  easily  understood 
. . . among  scientists  and  technicians. 
However,  communication  means  com- 
municating something  to  somebody. 
Technical  jargon  is  not  likely  to  be 
grasped  by  the  average  patient.  It  may 
impress  him,  eventually  scare  him, 
perhaps  please  him.  It  will  seldom 
make  him  understand  what  his  prob- 
lem consists  of. 

For  fear  of  appearing  unsophisti- 
cated your  patient  may  not  stop  you 


and  ask  you  to  clarify  your  meaning. 
He  may  give  you  every  overt  sign  of 
comprehension  when  actually  he  does 
not  really  understand  what  you  are 
trying  to  explain  to  him.  Because  he 
does  not  want  to  appear  one-down  the 
patient  will  often  fake  understanding. 
Giving  in  to  the  social  game  means 
playing  with  the  patient's  health.  Stop- 
ping the  game  is  up  to  the  doctor. 

(2)  The  effective  use  of  feedback. 

Feedback  is  perhaps  the  most  use- 
ful concept  in  the  field  of  communi- 
cation. In  human  communication  the 
signals  sent  by  person  A to  person  B 
are  greatly  influenced  by  the  signals 
B sends  to  A.  Feedback  serves  to 
control  and  correct  the  signals  sent 
between  A and  B.  It  makes  A and  B 
truly  interacting  members  of  a com- 
munication system.  The  diagnosis  of 
a doctor  depends  largely  on  the  in- 
formation given  by  the  patient.  This 
information  consists  of  the  doctor’s 
observations  and  the  patients  com- 
ments and  reactions.  Using  feedback 
effectively  implies  a realization  that 
( 1 ) whatever  is  said  or  done  has  an 
effect  on  the  other  person;  (2)  that 
the  reaction  in  the  other  person  can 
be  partly  observed;  (3)  that  this 
reaction  can  be  used  as  information 
on  how  the  communicators  are  doing; 
and  (4)  that  behavior  is  corrected 
accordingly. 

This  is  not  always  easy.  It  implies 
essentially  that  while  you  are  talking 
or  interacting  with  another  person  you 
pay  a little  less  attention  to  yourself 
and  a little  more  to  the  other  person. 
Physicians  are  very  skillful  interpreters 
of  feedback  when  they  are  examining 
the  patient  on  the  examining  table. 
They  respond  readily  to  any  move 
they  cause  the  patient  to  make.  Your 


words,  just  like  the  pressure  of  your 
hand,  determine  a reaction  in  your 
patient.  Do  you  pay  attention  to  it? 
Do  you  use  this  extra  source  of  in- 
formation? 

David  Berio 4 writes  “An  aware- 
ness and  utilization  of  feedback  in- 
creases the  communication  effective- 
ness of  the  individual.  The  ability  to 
observe  carefully  the  reactions  others 
make  to  our  messages  is  one  of  the 
characteristics  of  the  person  we  de- 
sign as  being  good  at  “human  rela- 
tion” or  “sensitive  as  a communica- 
tor” (p.  115). 

This  article  stresses  the  ways  in 
which  physicians  can  increase  their 
communication  effectiveness.  We 
have  deliberately  put  the  responsibility 
of  effective  communication  in  the 
doctor's  hands.  We  do  not  believe, 
however,  that  the  doctor  is  the  only 
one  to  blame  when  communication 
difficulties  arise  between  himself  and 
his  patient.  It  takes  two  to  communi- 
cate . . . 

The  doctor’s  awareness  of  the  com- 
municative element  involved  in  his 
relationship  with  his  patients  is  almost 
sure  to  be  communicated  to  the  pa- 
tients. Then  we  can  hope  that  the 
therapeutic  influence  of  the  doctor  will 
not  be  seen  as  limited  only  to  the 
physical  health  of  the  patient;  the 
communicative  relationship  between 
doctor  and  patient  can  become  part 
of  the  therapy. 
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Cardiovascular  Briefs 


Medical  School  and  Post-Graduate 
Training  in  Cardiovascular  Diseases 


Is  it  true  that  good  residency  programs 
include  time  spent  on  a research  pro- 
gram? 

A well  planned  and  executed  re- 
search project  can  be  a very  valuable 
training  exercise.  It  develops  self  dis- 
cipline, critical  thinking  and  intellec- 
tual curiosity.  However,  not  all  re- 
search projects  are  well  planned  and 
executed,  and  viewing  the  number  of 
poorly  written  and  trivial  articles,  it 
appears  obvious  that  many  are  failures 
in  serving  as  an  experience  in  critical 
thinking.  These  attributes  can  be 
developed  in  other  ways.  For  ex- 
ample, if  used  properly  in  teaching, 
every  patient  presenting  a diagnostic 
problem  becomes  an  exercise  in  think- 
ing and  a stimulus  to  learn.  In  fact, 
every  patient  examined  becomes  a re- 
search project  to  his  personal  physi- 
cian. 

Do  you  think  research  is  a main  force 
in  shaping  the  future  of  cardiology? 

To  some,  research  seems  to  be  an 
end  in  itself,  but  to  others  it  appears 
sterile  unless  it  can  be  digested  and 
used  by  the  general  body  of  practicing 
physicians.  Recent  reports  by  care- 
fully selected  commissions  (Millis, 
Willard,  etc.)  point  out  that  although 
people  are  intrigued  by  research,  ulti- 
mately everyone  wants  a physician 
who  will  care  for  him  personally.  One 
way  or  another  the  people  will  get 
what  they  want.  I firmly  believe  that 
the  development  of  improved  methods 
of  training  new  physicians  and  the 
keeping  of  others  up-to-date  consti- 
tute an  urgent  need  in  medicine  today. 
Success  or  failure  is  then  bound  to 
shape  the  future  of  cardiology — in 
fact,  all  aspects  of  medicine. 

What  is  lacking  if  we  continue  to  use 
old  methods  of  teaching?  Can  you 
give  some  reasons  for  developing  new 
technics? 

Changing  times  force  changes  in  our 
methods  of  education  and  training. 
The  rapid  expansion  of  knowledge 
tends  to  fragment  medicine  into  nar- 


Part  II 

rowing  sub-specialties.  One  of  the  big- 
gest problems  in  any  residency  pro- 
gram is  to  keep  the  young  physician 
thinking  of  the  patient  as  a whole 
person,  rather  than  as  a mitral  valve 
or  a coronary  artery.  The  rapid  dis- 
appearance of  the  indigent  patient 
forces  drastic  changes  in  the  use  of 
private  patients  for  teaching,  especial- 
ly in  the  surgical  fields.  More  and 
more  physicians  are  taking  full-time 
salaried  positions,  many  times  linked 
with  some  teaching  responsibilities. 
Today  hospitals  and  medical  staffs  are 
pooling  resources  and  developing  co- 
operative arrangement.  This  affects 
intern-residency  assignments  and 
makes  possible  better  training.  Fi- 
nancial support  of  medical  schools  by 
government  allows  the  public  to  have 
a say  in  school  policies  and  operation. 

A large  percentage  of  recent  medical 
school  graduates  take  residency  train- 
ing. Do  you  think  this  will  lessen  the 
need  for  post-graduate  educational 
programs? 

I believe  that  we  all  have  seen  proof 
that  the  completion  of  a good  resi- 
dency program  does  not  necessarily 
guarantee  an  excellent  physician.  In 
addition,  even  the  best  of  these  pro- 
grams only  give  a physician  a five- 
year  head  start.  I say  this  since  most 
of  the  information  gained  is  obsolete 
after  this  time.  From  there  on  much 
depends  on  the  physicians’  own 
energy,  conscience  and  his  ability  to 
keep  abreast  of  current  knowledge. 
We  will,  therefore,  continue  to  need 
post-graduate  programs,  but  they  must 
be  coordinated  with  each  other 
through  some  central  agency  such  as 
the  state  medical  societies.  In  addi- 
tion, means  must  be  found  to  have 
all  (or  nearly  all)  physicians  attend 
these  sessions.  Perhaps,  this  could  be 
done  by  sending  residents  or  teachers 
as  locum  tenens  while  busy  physicians 
attend  the  courses.  This  would  prove 
to  be  educational  to  all  concerned. 
Perhaps,  also,  special  recognition  and 
prestige  should  be  given  to  those  who 


take  the  trouble  to  keep  up-to-date 
with  advances  in  cardiology.  The 
A.A.G.P.  today  has  launched  an  effort 
in  this  direction. 

Do  you  favor  these  organized  courses 
as  the  answer  to  post-graduate  edu- 
cation? 

Although  they  are  important,  they 
are  episodic  and  probably  do  little  to 
change  the  way  the  young  man  or 
woman  practices  medicine  and  sur- 
gery. True  education  is  a continuous 
process  and  is  largely  dependent  on 
the  conscience  and  interest  of  the  in- 
dividual physician.  I feel  that  the 
greatest  source  of  learning  for  the 
average  physician  is  his  hospital.  Here 
he  meets  and  talks  with  his  colleagues 
each  day.  The  practice  of  medicine  is 
a lonely  business,  indeed,  unless  there 
are  medical  colleagues  with  whom  to 
exchange  experiences.  It  is  by  dis- 
cussing our  worries,  successes  and 
failures  with  each  other  that  we  learn. 
With  a nucleus  of  doctors  who  are 
education-minded,  a hospital  that 
builds  a doctors’  dining  room  may 
find  that  it  has  a better  investment 
in  medical  education  than  one  that 
builds  a new  amphitheater.  When  the 
lunch  table  conversation  shifts  from 
golf  and  Blue  Shield  to  a difficult 
medical-surgical  problem  or  to  the 
latest  issue  of  an  important  medical 
journal,  that  hospital  is  serving  our 
cause  as  a first-rate  educational  insti- 
tution. 

■ William  G.  Leaman,  Jr.,  M.D. 
questions  E.  Wayne  Martz,  M.D.  Di- 
rector of  Medical  Education.  St. 
Francis  General  Hospital,  Pittsburgh. 
Pennsylvania. 

■ William  G.  Leaman  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Cardiol- 
ogy of  the  American  Heart  Associa- 
tion, edited  this  Brief  for  the  Council 
on  Scientific  Advancement,  in  co- 
operation with  the  Pennsylvania  Heart 
Association. 
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the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2'/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


y2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

/WDOBINS 

A H.  ROBINS  CO..  INC.,  Richmond,  Va.  23220  I V 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1-  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


<21* 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutanr 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nc 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episoc 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecoui 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf( 
tions.  Results  of  liver  function  tests  in  these  patients  were  co: 
parable  to  those  in  a similar  control  group  who  had  receiv 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ■ 
fects  are  observed  in  a small  proportion  of  individuals  as  a resi 
of  a local  stimulating  effect  of  the  medication  on  the  alimenta 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  I 
of  erythromycin,  there  have  been  occasional  reports  of  urticar  1 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bo 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  i 1 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hou 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc  I 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  | 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifte  I 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryth 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p:  i 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  e 
recommended.’  In  the  treatment  of  gonorrhea,  patients  with  ( 
suspected  lesion  of  syphilis  should  have  a dark-field  examinati 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoi 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  n 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  bast 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-c 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivale 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

References:  1.  Griffith.  R.  S.,  and  Black.  H.  R. : Am.  J.  M.  Sc..  2i7: 69.  19 

2.  Griffith.  R.  S..  and  Black,  H.  R. : Antibiotics  & Chemother..  12: 398,  19 

3.  Hirsch,  H.  A..  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc..  2^P.198,  1960 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  1*6206. 


Part  III -Term  Trust  Variations 

Financial  Planning 

Regular  financial  check-ups  and  prompt  diagnosis  through  legal  ad- 
vice can  provide  maximum  estate  tax  savings  and  income  tax  benefits 


TABLE  I 


Net  Estate 

$300,000 

Marital  Deduction 

150,000 

$150,000 

Tax  free  gift  to  college 

50,000 

Net  taxable  estate 

$100,000 

Federal  Estate  Tax 

4,800 

Net  trust  assets  available  to  wife 

$95,200 

Marital  Deduction 

$150,000 

Income  from  trust  assets  of 

95,200 

Total 

$245,200 

WILLIAM  F.  DELAFIELD 
Philadelphia,  Pennsylvania 

An  interesting  variation  of  the  term 
trust  can  provide  additional  income 
tax  benefits  as  well  as  estate  tax  sav- 
ings. If  our  physician  owned  and 
practiced  from  an  office  or  an  office 
building  other  than  his  home,  he 
might  consider  transferring  title  to  the 
building  to  an  independent  Trustee, 
entering  into  an  agreement  with  the 
Trustee  to  lease  the  building  back. 
From  an  income  tax  point  of  view, 
assuming  that  the  physician’s  children 
were  the  income  beneficiaries,  the 
resultant  trust  income  would  be  taxed 
in  their  lower  brackets  and  the  physi- 
cian would  be  permitted  an  income 
tax  deduction  for  his  rental  payments. 
To  accomplish  these  income  tax  sav- 
ings and  Federal  Estate  Tax  savings 
as  well  when  the  trust  terminated  at 
the  expiration  of  the  ten  year  or 
longer  term,  the  property  must  be  dis- 
tributed outright  to  the  wife  if  she 
survived,  otherwise  to  the  children. 
Obviously  there  would  be  substantial 
gifts  made  under  these  circumstances, 
both  of  the  income  from  the  property 
and  of  the  property  itself,  but  again 
the  gift  tax  exemptions  to  the  extent 
not  previously  used  would  reduce  the 
value  of  these  gifts  to  the  lower  gift 
tax  brackets,  thus  providing  advan- 
tageous overall  tax  savings. 

A final  method  of  reducing  the 
Federal  Estate  Tax  is  to  include  a 
charity  in  the  bequests  under  a Will 
either  as  an  outright  taker  or  as  a 
remainderman  under  a trust  which 
would  provide  income  to  a family 
member  or  members  for  life.  To 
illustrate  we  again  use  our  physician 
with  the  $300,000  net  estate.  If  he 
uses  the  full  Marital  Deduction  and 
a $50,000  gift  outright  under  his  Will 
to  his  medical  college,  the  Federal 
Estate  Tax  computation  would  be 
approximately  as  shown  in  TABLE  I. 

The  above  result  compares  with  a 
Federal  Estate  Tax  of  $17,900  in  the 
physician’s  estate  if  he  did  not  leave 
$50,000  to  his  college.  Thus  the  net 


cost  of  this  gift  is  reduced  by  $13,100 
($17,900 — $4,800)  represented  by  the 
saving  in  estate  taxes. 

Alternatively,  if  the  remainder  of 
the  estate  after  the  Marital  Deduction 
was  set  up  in  trust  under  the  Will 
to  pay  the  income  for  life  to  the  sur- 
viving wife  with  the  principal  to  go 
to  charity  after  her  death,  the  result 
would  be  slightly  different.  If  we  as- 
sume the  wife  had  a life  expectancy 
of  fifteen  years  at  the  time  of  her 
husband’s  death,  the  medical  college’s 
interest  in  the  trust  would  be  equiva- 
lent to  about  60  percent  of  the  prin- 


Net  taxable  estate 
Federal  Estate  Tax 


Marital  Deduction 
Income  from  trust  assets  of 

Available  to  surviving  wife 


cipal  so  that  the  Federal  Estate  Tax 
computation  under  these  circum- 
stances would  be  approximately  as 
noted  in  TABLE  II. 

The  above  table  also  compares  with 
Federal  Estate  Tax  of  $17,900  in  the 
physician’s  estate  if  he  did  not  leave 
the  remainder  of  the  $50,000  trust 
to  his  college  after  his  wife’s  death. 
In  this  case  the  net  cost  of  the  gift 
is  reduced  by  $8,400  ($17,900 — 
$9,500)  represented  by  the  saving  in 
estate  taxes,  but  the  surviving  wife 
enjoys  more  income  from  a much 
larger  trust  for  her  lifetime. 


$120,000 

9,500 


$110,500 

$150,000 

140,500 


$290,500 


TABLE  n 


Net  Estate  $300,000 

Marital  Deduction  150,000 


$150,000 

Remainder  interest  of  the  college  (60% 

of  $50,000  trust)  30,000 


MARCH,  1967 
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Pennsylvania 

The  Pennsylvania  Inheritance  Tax 
does  not  pose  nearly  as  difficult  a 
problem  as  the  Federal  Estate  Tax. 
The  rate  for  parents,  wives  and  chil- 
dren is  only  2 percent.  However, 
where  collateral  relatives  such  as 

brothers  or  sisters  or  nieces  and 
nephews  or  perhaps  friends  or  more 
distant  relatives  are  to  receive  a 

bequest,  the  rate  in  Pennsylvania  is 
fifteen  percent.  Fortunately,  there  is 
a schedule  of  credit  allowed  under 
the  Federal  Estate  Tax  for  state  taxes 
paid  which  may  be  equivalent  to  all 
or  most  of  such  tax. 

Life  insurance  paid  to  a named 

beneficiary  is  free  of  Pennsylvania 
Inheritance  Tax.  If  a bequest  is  to 
be  made  to  someone  outside  the  im- 
mediate family  where  the  Pennsyl- 

vania tax  would  normally  be  fifteen 
percent  it  is  often  wise  to  consider 
making  such  bequest  through  the  pro- 
ceeds of  life  insurance  since  this  will 
avoid  the  fifteen  percent  tax.  Assets 
held  jointly  with  a right  of  survivor- 
ship are  considered  free  of  Pennsyl- 
vania Inheritance  Tax.  Passing  prop- 
erty to  a friend  or  distant  relative  in 
this  way  also  will  avoid  the  fifteen 
percent  tax. 

Conclusion 

This  article  is  intended  to  make 
clear  that  there  are  many  perfectly 
legitimate  lifetime  steps  that  may  be 
taken  to  reduce  the  impact  of  the 
Federal  Estate  Tax.  These  steps,  how- 
ever, should  never  be  taken  without 
the  advice  of  an  attorney.  Only  if 
they  are  undertaken  with  his  advice 
in  a proper  legal  manner  will  they  be 
successfully  completed  and  accomp- 
lish what  was  intended.  Furthermore, 
it  is  always  difficult  to  generalize  in 
estate  matters.  Each  physician’s  ob- 
jectives for  his  family  and  the  assets 
that  he  has  or  is  acquiring  should  be 
individually  studied  to  bring  about  the 
best  results  for  each  set  of  circum- 
stances. Jointly  held  assets,  life  in- 
surance, securities,  real  estate  and  all 
other  types  of  property  should  be  co- 
ordinated in  one  unified  plan  to 
achieve  maximum  tax  economies. 

Proper  future  financial  planning 
might  be  compared  to  regular  check- 
ups and  prompt  diagnosis  in  the  field 
of  medicine.  If  carefully  thought  out 
future  financial  plans  are  made  and 
carried  out  with  skilled  legal  advice, 
all  of  the  serious  ills  of  intestate  dis- 
tribution, over-reliance  on  joint  prop- 
erty, and  excessive  and  unnecessary 
taxation  may  be  avoided. 


State  Board  Exams  Scheduled 

The  State  Board  of  Medical  Education  and  Licensure  has  scheduled 
written  medical  examinations  in  Medicine  and  Surgery  and  Physical  Therapy 
to  be  held  at  Philadelphia  Convention  Hall  (Ballroom),  34th  Street  below 
Spruce  Street  on  May  17,  18,  19,  1967. 

Applications  must  be  filed  on  or  before  March  17,  1967. 

Following  is  the  time  and  subject  schedule: 


MEDICINE  AND  SURGERY 


Daylight  Saving  Time 
Wednesday,  May  17  at  9:00  a.m. 

Wednesday,  May  17  at  10:30  to  11:45  a.m. 

Wednesday,  May  17  at  1:00  to  3:00  p.m. 
Wednesday,  May  17  at  3:00  to  4:15  p.m. 
Thursday,  May  18  at  9:00  to  11:00  a.m. 

Thursday,  May  18  at  11:00  a.m.  to 
1:00  p.m. 

Thursday,  May  18  at  2:00  to  5:00  p.m. 
Friday,  May  19  at  9:00  to  11:30  a.m. 


Reception  of  cards  and  photographs 
for  admission 

Public  Health  Sanitation  and  Medi- 
cal Jurisprudence — 1 14  hours 
Surgery — 2 hours 
Pathology — 1 Va  hours 
Anatomy  and  Bacteriology — 2 
hours 

Obstetrics,  Gynecology  and  Pedi- 
atrics— 2 hours 

Chemistry,  Physiology  and  Phar- 
macology— 3 hours 
Symptomatology  and  Therapeutics 
— 214  hours 


PHYSICAL  THERAPY 


Wednesday,  May  17  at  9:30  a.m. 

Wednesday,  May  17  at  10:30  a.m.  to  12  N. 

Wednesday,  May  17  at  1 : 00  to  3:30  p.m. 
Thursday,  May  18  at  9:00  a.m.  to 
12:15  p.m. 


Reception  of  cards  and  photographs 
for  admission 

Part  II — Clinical  Sciences — 1 Vi 
hours 

Part  I — Basic  Sciences — 2 Vi  hours 
Part  III — Theory  and  Procedure — 
314  hours 


Commonwealth  of  Pennsylvania 
DEPARTMENT  OF  STATE 

Commissioner  of  Professional  and  Occupational  Affairs 


STATE  BOARD  OF  MEDICAL 
Box  2649, 

Charles  B.  Hollis,  M.D.,  Chairman 
28  West  Schoolhouse  Lane 
Philadelphia  19144 

Walter  R.  Seip 
1205  Park  Building 
355  Fifth  Avenue 
Pittsburgh 

James  C.  Giuffre,  M.D. 

St.  Luke’s  & Children’s  Medical  Center 
Philadelphia 

Harry  C.  Winslow,  M.D. 

837  Market  Street 
Meadville 

John  F.  Hartman,  M.D. 

St.  Vincent’s  Hospital 
Erie 


EDUCATION  AND  LICENSURE 
Harrisburg 

Thomas  W.  Georges,  Jr.,  M.D. 
Secretary  of  Health 
Harrisburg 

John  P.  Judge 
Commissioner 

Professional  and  Occupational  Affairs 
Box  2649, 

Harrisburg 

Staff 

Mrs.  Alva  R.  Cockley,  Secretary 
Box  2649, 

Harrisburg 

Alton  V.  Arnold 

Medical  Credentials  Evaluator 

Box  2649, 

Harrisburg 
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PENNSYLVANIA  MEDICINE 


EDITORIAL  S 


Why  Have  an 
Officers'  Conference? 

You  will  soon  note  that  a small 
contingent  of  the  officers  and  com- 
mittee chairmen  of  your  county  medi- 
cal society  are  away  from  their  prac- 
tices for  a few  days.  They  will  be 
making  a brief  visit  to  our  capital 
city  in  order  to  represent  you  and 
your  local  medical  organization  at  an 
annual  state-level  conference  of  county 
medical  society  officials.  This  coming 
together  is  a time-tested  method  of 
improving  the  functioning  of  your  lo- 
cal medical  organization.  Naturally, 
it  tends  to  stimulate  a great  deal  of 
discussion  among  those  concerned 
with  the  problems  of  organized  medi- 
cine, at  all  levels. 

Perhaps  you  will  take  note  of  these 
staff-room  discussions  and  will  won- 
der about  the  value  of  such  meetings. 
As  a man  of  scientific  training  you 
could  be  expected  to  avoid  value  judg- 
ments based  upon  data  gathered  by 
overhearing  such  discussions.  But  are 
the  time,  trouble,  and  the  financial 
outlay  involved  justified? 

It  seems  obvious,  even  axiomatic, 
that  the  greater  the  problems  a group 
faces,  the  more  it  needs  coherence  and 
leadership.  By  this  criterion,  the  need 
for  a strong  medical  organization  is 
increasing,  at  the  home  town  level 
as  well  as  in  the  larger  spheres  of  state 
and  national  activity.  Enlightened, 

< concerted  action  constantly  is  called 
for  more  often,  in  more  places. 

Feeling  the  need  of  such  action  to 
deal  with  the  increasing  governmental 
interference  in  medical  affairs,  we  are 
aware,  too,  that  we  need  an  efficient 
means  of  fulfilling  our  varied  obliga- 
tions to  the  public  and  to  carry  on 
our  dialogue  with  the  growing  throng 
of  third  parties  inserting  themselves 
into  the  doctor-patient  relation. 

Equally  insistent  is  the  need  for 
an  effective  medical  organization  to 
handle  our  relations  with  the  other 
professional  groups  who  live  with  us. 
We  must  relate  with  our  fellow-pro- 
fessionals in  the  field  of  dental  medi- 
cine as  well  as  with  those  who  practice 
law,  architecture,  engineering,  and 
many  other  disciplines  whose  fields 


of  activity  overlap  ours  more  each 
year. 

We  need  a more  enlightened  agency 
to  cooperate  with  the  press  and  other 
communications  media.  We  need  them 
to  represent  us  in  civic  and  political 
spheres  when  the  position  of  or- 
ganized medicine  must  be  presented 
in  public  functions. 

We  need  committees  with  greater 
knowledge  and  more  tact  in  relating 
to  the  osteopathic  segment  of  medical 
services  to  the  public.  We  need  an 
active,  efficient,  informed  organiza- 
tion to  deal  effectively  with  the  prob- 
lems produced  by  the  increase  in  num- 
bers of  the  people  who  work  with  us 
in  the  various  paramedical  vocations. 
Voluntary  health  organizations  in- 
crease in  number  and  multiply  their 
activities;  the  need  to  know  them  and 
to  study  how  to  be  helpful  to  them 
adds  to  the  pressure  for  more  and 
better  medical  society  organization. 

The  demand  for  good,  efficient 
officers  and  committees  at  the  home 
town  and  state  levels  and  at  the  AMA 
is  just  as  great  in  our  internal  affairs. 
Physicians  find  themselves  drifting 
apart  because  of  the  weakening  of 
bonds  which  existed  when  there  was 
a more  common  ground  of  practice. 
Now,  the  ophthalmologist  is  a doctor, 
and  the  orthopedist  is  a doctor,  and 
they  see  the  same  patients.  But  they 
do  not  read  the  same  journals  and 
they  are  not  invited  to  the  same 
scientific  gatherings.  But,  note  that 
they  have  still  the  same  strong  bonds 
of  Hippocratic  tradition,  the  bond  of 
devotion  to  patient  care.  This  bond 
of  medicine  is  the  fundamental  con- 
cern of  organized  medicine  and  its 
component  organizations.  This  is  where 
the  bond  was  forged,  and  this  is  where 
it  is  to  be  strengthened.  Divisive  forces 
such  as  specialization,  the  tendency  to 
orient  first  toward  the  hospital  staff 
or  toward  some  particular  mode  of 
practice,  and  many  other  distractions 
make  it  essential  that  we  have  a strong 
and  alert  medical  society  team. 

All  of  these  services  which  the  prac- 
titioner needs — internal  and  external, 
economic  and  scientific,  ethical  and 
political,  social  and  financial — demand 
that  we  increasingly  improve  our  medi- 


cal societies,  devising  new  and  more 
efficient  methods  for  presenting  a 
stronger  front.  We  must  face  all  those 
forces  which  would  destroy  the  Ameri- 
can system  which  we  have  built  and 
are  improving. 

This  requires  the  cooperation  of  all 
practicing  physicians.  It  is  necessary 
that  they  demand  and  create  an 
effective  organization,  that  they  select 
the  best  officers,  and  that  they  see  to 
it  that  the  committee  work  is  taken 
seriously  and  driven  to  new  heights 
of  practicality  and  efficiency. 

This  is  what  the  Officers’  Confer- 
ence is  about.  The  Conference  amply 
justifies  the  time,  trouble,  and  expense 
it  demands.  It  is  the  means  by  which 
we  forge  the  mechanisms  to  handle 
the  problems  of  medicine  in  the  United 
States. 

This  is  where  our  staff  works  with 
us  to  instruct  us,  and  to  arrange  for 
the  instruction  of  our  oncoming 
leaders.  This  is  our  forum  for  the  ex- 
change of  ideas;  this  is  where  the 
people  you  have  elected  meet  their 
opposite  numbers  from  large  and  small 
counties  for  the  exchange  of  opinion. 
This  is  where,  in  formal  and  informal 
settings,  the  hometown  physician  meets 
state  and  national  experts.  This  is 
where  our  local  officers  learn  that  they 
themselves  are  capable  of  solving  prob- 
lems, that  they  are  themselves  experts. 
The  physician  learns,  here,  that  he  is 
the  AMA. 

What  is  the  result?  Better  circum- 
stances in  which  to  carry  on  your 
practice  and  a greater  return  from  the 
work  you  do  for  your  patient.  If  your 
elected  and  appointed  leaders  are  not 
going  to  attend  this  and  similar  con- 
ferences designed  for  them,  you  have 
cause  for  complaint  that  they  are  not 
making  the  best  use  of  our  resources. 

Paramedical 

This  year,  the  Pennsylvania  Society 
of  X-ray  Technicians  will  be  holding 
its  annual  meeting  in  Harrisburg  on 
April  21,  22  and  23.  This  is  an  event 
of  interest  to  us  but  not  one  which 
would  ordinarily  be  given  editorial  no- 
tice. The  number  of  physicians  who 
are  involved  is  small — a few  hundred 
radiologists,  at  most — and  this  would 
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hardly  call  for  special  announcement. 
I propose  to  show,  however,  that  every 
physician  in  the  Society — all  twelve 
thousand  of  us — could  profit  by  ob- 
serving this  meeting. 

You  will  note  that  all  of  our  radiol- 
ogists are  concerned.  Every  one  of 
them  is  trying  to  make  whatever  ar- 
rangements he  can  in  order  to  get  the 
largest  possible  number  of  the  technol- 
ogists who  work  with  him  to  partici- 
pate and  thus  to  improve  their  capa- 
bilities for  the  benefit  of  the  patients 
they  attend.  If  all  of  us  physicians 
could  go  to  Harrisburg  for  this  meet- 
ing we  might  observe  directly  that 
these  professionals  in  the  health  care 
field  are  pledged  to  the  best  of  joint 
efforts  with  us.  We  might  see  that 
we  ought  to  drop  the  para  from  that 
invidious  locution,  paramedical,  and 
regard  our  technologists  as  medical  as- 
sistants on  the  health  team. 

The  crescendo  increase  in  complexi- 
ty and  the  rapid  advance  in  organiza- 
tion of  our  professional  world  seem 
to  have  escaped  recognition  by  a sub- 
stantial percentage  of  our  fellow  phy- 
sicians. They  continue  to  see  them- 
selves as  isolated  suppliers  of  aid  to 
the  sick  and  injured,  occasionally 
abetted  by  one  or  another  ancillary 
person  whom  they  regard  as  only 
obliquely  involved  in  the  care  of  the 
patient.  In  fact,  such  physicians  may 
think  of  medical  workers  who  are  not 
physicians  as  so  indirectly  aimed  at 
the  patient’s  diagnosis  and  treatment 
as  to  be  beside  it — paramedical,  in- 
deed ! 

Perhaps  because  of  the  nature  of 
his  services  to  patients,  perhaps  be- 
cause of  the  time  and  manner  of  de- 
velopment of  his  specialty,  the  radiol- 
ogist has  seen  earlier  and  more  clearly 
than  most  physicians  that  he  cannot 
go  it  alone.  He  knows  that  he  needs 
fellow  workers  in  order  to  produce 
the  most  and  the  best  for  his  patients. 
Far  from  diminishing  his  importance, 
this  has  enhanced  and  augmented  his 
position  as  one  of  the  directors  of 
the  diagnostic  and  therapeutic  effort. 
Now,  as  the  organization  of  medical 
care  becomes  wider  and  more  com- 
plex, other  kinds  of  physicians  might 
benefit  from  a study  of  the  radiol- 
ogist’s genuine  concern  for  the  welfare 
of  the  technologist  who  makes  his 
work  multiply  in  effectiveness. 

In  his  remarkable  address  before  the 
House  of  Delegates  of  the  Pennsyl- 
vania Medical  Society  in  1966,  Presi- 
dent McClenahan  has  given  us  a per- 
ceptive essay  on  the  problems  which 
confront  physicians  in  their  relations 


with  many  health  care  workers;  medi- 
cal technologists,  surgical  technicians, 
inhalations  therapists,  workers  in  the 
field  of  psychology  and  many  others, 
named  and  implied.  Dr.  McClenahan 
compared  the  physician’s  relations 
with  these  professionals,  whose  work 
is  vital  to  our  success,  with  our  posi- 
tion in  respect  to  certain  other  health 
care  workers  such  as  the  optometrist 
and  the  podiatrist.  He  suggested  that 
the  splitting  off  of  these  workers  from 
the  main  branch  of  medicine,  insofar 
as  it  has  occurred,  is  not  in  the  best 
interest  of  our  patients.  There  should 
be  no  split  in  our  ranks.  In  1900  in 
the  United  States,  for  each  physician 
in  practice  there  were  sixty  other  peo- 
ple working  in  the  health  field.  In 
1965,  these  sixty  had  become  four 
hundred.  Their  united  effort  is  essen- 
tial to  modern  medicine. 

We  hear  much  of  the  team  effort 
in  medicine  and  it  is  obvious  that  this 
method  is  here  to  stay  and  to  grow. 
There  is  no  other  way  to  deliver  to 
the  patient  many  of  the  things  which 
we  can  now  offer  him.  But  the  idea 
of  the  physician  as  leader  of  the  team 
can  only  be  implemented  if  each  phy- 
sician has  a human  and  cultivated 
view  of  his  own  role  and  that  of  every 
member  of  the  group.  He  must  rec- 
ognize and  respect  the  way  in  which 
they  augment  his  effort  and  contribute 
to  the  joint  accomplishment  in  patient 
care. 

I advocate  that  each  radiologist  in- 
crease his  involvement  with  his  fellow 
worker,  the  technologist.  But  more  im- 
portantly. I advocate  that  each  physi- 
cian look  on  all  four  hundred  of  those 
who  are  doing  some  of  the  work  of 
curing  or  caring  for  his  patient,  as  an 
integral  part  of  the  medical  team. 
Each  of  us  must  see  the  contributions 
of  all  of  these  people  as  an  essential 
part  of  what  the  doctor  is  doing  and 
not  as  something  “para”  or  “ancil- 
lary.” 

The  AMA  Convention  — 
And  Why  We  Go 

Buckminster  Fuller,  The  American 
architect-engineer-phi  I osopher-poet, 
has  predicted  that  education  will  be- 
come the  largest  and  most  important 
of  all  industries. 

He  bases  this  on  a belief  that  knowl- 
edge is  the  one  resource  of  man  which 
not  only  cannot  be  depleted,  but  can. 
indeed,  be  consciously  increased.  In 
the  advanced,  automated  world  of  the 


near  future,  he  says,  “leisure”  time 
gained  from  the  workaday  world 
through  automation  may  be  spent  in 
the  classroom;  in  fact,  people  may 
be  paid  to  go  to  school. 

Physicians  have  long  understood  the 
value  of  knowledge — of  education. 

We  are  forever  involved  in  the  task 
of  “keeping  up” — without  pay  it  may 
be  noted. 

There  are  few  physicians  who  re- 
gard the  task  as  onerous,  however. 
“Keeping  up”  is  part  of  being  a 
physician;  it  is  a privilege  and  a 
responsibility. 

A number  of  reservoirs  of  medical 
information  may  be  tapped  by  the 
physician.  These  include  colleagues, 
medical  journals,  medical  news  publi- 
cations, continuing  education  courses, 
medical  meetings  and  conventions, 
drug  detail  men,  and  miscellaneous 
others. 

Every  year  there  is  the  “big  show” 
where  the  physician  can  tap  practically 
every  reservoir:  the  Annual  Conven- 
tion of  the  American  Medical  Associa- 
tion. 

At  the  1966  Annual  Convention 
about  six  hundred  scientific  papers 
were  presented,  and  nearly  three  hun- 
dred scientific  exhibits  were  on  dis- 
play as  well  as  hundreds  of  industrial 
exhibits. 

No  other  medical  meeting  in  the 
world  matches  the  range  of  subjects 
presented,  from  reviews  of  general 
medicine  to  experimental  medicine  and 
therapeutics. 

The  116th  Annual  Convention  of 
the  American  Medical  Association  will 
be  held  in  Atlantic  City  June  18-22 
this  year.  Convention  Hall  and  sur- 
rounding hotels  will  house  the  Scien- 
tific Program;  the  House  of  Delegates 
will  meet  at  the  Chalfonte-Haddon 
Hall  Hotel. 

Among  special  presentations  planned 
are  four  general  scientific  sessions  on 
backache,  healing,  patient  care,  and 
sex. 

The  twenty-two  Scientific  Sections 
will  offer  programs  individually,  and 
many  will  hold  joint  meetings  on  sub- 
jects of  common  interest.  A full  sched- 
ule of  medical  motion  pictures  is 
planned.  At  least  five  color  telecasts 
will  be  broadcast  live  from  Philadel- 
phia hospital  in  cooperation  with  the 
University  of  Pennsylvania  School  of 
Medicine. 

If  knowledge  is  a resource,  as  Buck- 
minster Fuller  says  it  is,  the  AMA 
Annual  Convention  is  surely  a mother 
lode. 
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IN  EMPHYSEMA 


THE 

EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline 

J prolonged -med 


dura-tabs 

ication  tablets  4V2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach  — nor  a 
good  night's  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 
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MEDICAL  SOCIETY  NEWS 

PMS  BOARD  ACTIONS 


Significant  actions  taken  by  the  Board 
of  Trustees  and  Councilors  of  the 
Pennsylvania  Medical  Society  at  its 
meeting  held  January  25-26,  1967. 

■ Authorized  the  payment  of  expenses 
of  three  members  from  each  county 
medical  society  to  attend  the  1967 
Officers’  Conference  to  be  held  in 
Harrisburg  April  27-28,  and  agreed 
that  other  representatives  could  attend 
at  their  own  expense. 

■ Approved  the  recommendation  of 
the  Council  on  Medical  Service  that 
the  present  contract  with  the  Office 
of  Dependents’  Medical  Care  be  per- 
mitted to  expire  on  January  31,  1967, 
and  that  negotiations  continue  in  an 
effort  to  secure  fee  allowances  similar 
to  those  provided  under  Title  XVIII 
"B”  of  Public  Law  89-97. 

■ Authorized  the  placement  of  a 
mortgage  amounting  to  $150,000  on 
the  new  headquarters  building  and 
approved  a schedule  to  depreciate  the 
building  over  a 45-year  period. 

■ Increased  the  mileage  allowance  for 
members  on  official  Society  business 
from  seven  to  ten  cents  a mile. 

■ Agreed  to  continue  the  library  ser- 


The  PMS  Board  of  Trustees  and 
Councilors,  at  the  January  25-26 
Board  Meeting,  acted  to  support  the 
seven  article-by-article  amendments  to 
the  Pennsylvania  Constitution. 

The  amendments,  passed  for  the  first 
time  by  the  1965-66  General  Assem- 
bly, were  re-introduced  on  January  3, 
1967,  received  formal  passage  and  will 
be  submitted  to  the  voters  for  final  ap- 
proval at  the  Primary  Election  on  May 
16,  1967. 

The  following  extracts  outline  the 
major  provisions  of  these  seven  amend- 
ments: 

DECLARATION  OF  RIGHTS 

Repeal  the  obsolete  provisions  read- 
ing “Emigration  from  the  State  shall 
not  be  prohibited,”  and  dealing  with 


vice  for  Society  members  through  the 
Milton  S.  Hershey  Medical  Center. 

■ Authorized  the  Council  on  Public 
Service  to  conduct  a trial  membership 
recruitment  drive  for  the  Pennsylvania 
Association  of  Medical  Assistants. 

B Agreed  to  assume  fiscal  and  admin- 
istrative responsibility  for  the  Susque- 
hanna Valley  Regional  Medical  Pro- 
gram under  the  Federal  heart  disease, 
cancer  and  stroke  program. 

B Approved  the  request  of  the  Dela- 
ware County  Medical  Society  for  as- 
sistance from  the  Medical  Defense 
Fund  in  defending  a suit  resulting 
from  their  Sabin  polio  immunization 
program. 

fl  Rejected  a recommendation  of  the 
Council  on  Public  Service  that  the 
Medical  Practice  Day  program  for 
medical  students  be  discontinued. 

fl  Voted  to  support  the  seven  article- 
by-article  amendments  to  the  Penn- 
sylvania Constitution  originally  pro- 
posed by  the  Pennsylvania  Bar 
Association  and  approved  once  by  the 
General  Assembly  in  1965-66,  and 
presently  awaiting  approval  before  be- 
ing submitted  to  the  voters. 


the  estates  of  suicides  or  persons  killed 
by  accident. 

Add  a guarantee  of  civil  rights  for 
everyone. 

THE  LEGISLATURE 

Make  the  General  Assembly  a con- 
tinuing body  for  a full  two-year  term. 

Provide  for  special  sessions  to  be 
called  on  petition  of  a majority  of  the 
members  of  each  House,  and  also  re- 
tain the  right  of  the  Governor  to  call 
special  sessions. 

Prohibit  any  Senator  or  Representa- 
tive from  holding  any  other  civil  office 
paying  a salary,  fee  or  perquisite. 

LEGISLATION 

Drop  the  requirement  that  all  bills 
be  “read  at  length”  on  three  different 


days  in  each  House,  but  provide  that 
any  bill  shall  be  read  at  length  before 
final  passage  in  either  House  on  writ- 
ten petition  of  25  percent  of  the  mem- 
bers. 

Modernize  provisions  governing  the 
printing,  form  and  consideration  of 
bills. 

Require  the  General  Assembly  to 
maintain  and  support  a system  of  pub- 
lic education  for  everyone,  replacing 
the  present  obsolete  requirement  of 
at  least  $1  million  a year  for  public 
schools  for  children  over  six. 

Remove  limitations  on  the  number 
of  classes  of  each  kind  of  political  sub- 
division (counties,  cities,  school  dis- 
tricts, etc.). 

Remove  the  Legislature’s  power  to 
create  new  courts  for  litigation  arising 
out  of  land  title  guarantees,  and  to 
confer  judicial  powers  on  county  re- 
corders and  other  officers. 

Require  competitive  bidding  for 
Commonwealth  purchases  where  pos- 
sible. 

Prohibit  state  officials  and  employees 
from  having  any  interest  in  any  Com- 
monwealth purchase. 

Forbid  any  local  or  special  law 
which  might  be  enacted  by  a general 
law. 

Repeal  the  meaningless  section  mak- 
ing women  of  twenty-one  and  older 
eligible  to  positions  of  “control  or 
management  under  the  school  laws,” 
and  other  outdated  provisions. 

Eliminate  eighteen  obsolete  or  un- 
necessary categories  of  prohibited  local 
or  special  laws. 

Clarify  and  modernize  the  wording 
of  many  other  sections,  and  consolidate 
Articles  III,  X and  XI  of  the  present 
Constitution  into  a single  Article. 

THE  EXECUTIVE 

Make  the  Governor  and  Lieutenant 
Governor  (except  those  in  office  when 
the  amendment  becomes  effective) 
eligible  to  succeed  themselves  for  one 
additional  four-year  term. 

Provide  for  the  Governor  and  Lieu- 
tenant Governor  to  be  elected  jointly, 
preventing  the  possibility  of  electing 
a Governor  from  one  political  party 
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and  a Lieutenant  Governor  from  an- 
other. 

Remove  the  Secretary  of  the  Com- 
monwealth and  the  Secretary  of  In- 
ternal Affairs  from  the  list  of  constitu- 
tionally required  (and,  in  the  case  of 
the  Secretary  of  Internal  Affairs,  pop- 
ularly elected)  officers,  but  do  not 
prohibit  their  appointment  by  the  Gov- 
ernor. 

Give  the  Lieutenant  Governor  the 
right  to  vote  in  case  of  a tie  in  the 
Senate,  with  some  exceptions. 

Revise  the  membership  of  the  Par- 
dons Board  to  consist  of  the  Lieutenant 
Governor,  the  Attorney  General,  and 
three  Pennsylvanians  appointed  for 
6-year  terms  (staggered  to  expire  at 
2-year  intervals) ; one  appointee  shall 
be  a doctor,  psychiatrist  or  psycholo- 
gist; one,  a lawyer;  one,  a penologist. 

Clarify  the  rights  of  succession  of 
the  Lieutenant  Governor  to  Governor, 
and  the  Senate  President  Pro  Tempore 
to  Lieutenant  Governor. 

Permit  the  Auditor  General  and 
State  Treasurer  to  succeed  themselves 
j for  one  additional  4-year  term. 

Make  the  State  Treasurer  ineligible 
to  become  Auditor  General  until  four 
years  have  elapsed. 

Repeal  four  sections  of  Article  IV 
which  are  inconsistent  with  the  pro- 
posed changes. 

ELECTIONS 

Permit  new  Pennsylvania  residents, 
or  former  residents  who  have  returned 
to  the  state,  to  vote  after  ninety  days. 

Retain  the  present  21-years-of-age 
requirement  for  voters. 

Provide  for  contesting  elections  in- 
volving referendum  questions. 

Require  the  Legislature  to  provide 
for  absentee  voting. 

Repeal  five  sections  of  Article  VIII 
which  are  inconsistent  with  the  pro- 
posed changes,  or  which  are  properly 
in  the  area  of  statutory  law. 

FUTURE  AMENDMENTS 

Retain  the  present  method  of  amend- 
ing the  Constitution. 

Provide  an  alternative,  accelerated 
method  of  amending  in  only  a few 
months,  in  case  of  emergency,  by  a 
two-thirds  vote  of  both  Houses  of  the 
Legislature,  followed  by  a public  ref- 
erendum. 

RAILROADS  AND  CANALS 

Repeal  all  twelve  of  the  outdated 
and  inappropriate  sections  of  Article 
XVII. 


TV  Series 

For  TV  this  fall,  the  Pennsylvania 
Medical  Society  presents  “Live  Longer 
. . . And  Like  It,”  a series  of  half- 
hour  television  programs  on  impor- 
tant health  education  subjects. 

The  Council  on  Public  Service  hopes 
to  begin  production  of  several  tele- 
vision programs  later  this  year.  Health 
and  Welfare  Organizations  and  many 
foundations  located  in  Pennsylvania 
have  received  requests  for  financial 
support  and  general  cooperation  with 
the  series.  Each  program  will  present 
in  a dramatic  manner  the  latest  health 
education  information  on  subjects  such 
as  addiction,  home  safety,  quackery 
and  environmental  health. 

The  programs  will  be  recorded  on 
video  tape  at  the  production  studios 


George  L.  Jackson,  M.D.,  host  of  the 
“Live  Longer  . . . And  Like  It”  tele- 
vision program,  is  Director  of  Medi- 
cal Education  at  the  Harrisburg  Hos- 
pital and  Assistant  Professor  of  Medi- 
cine, Hahnemann  Medical  College.  A 
pilot  production,  “Home  Safe  Home,” 
has  been  completed  for  use  in  fund- 


Underway 

of  WITF-TV  33  in  Hershey,  an  edu- 
cational television  station.  Initial  com- 
mitments for  broadcast  time  have  been 
received  from  the  Pennsylvania  Edu- 
cational Network,  with  stations  in 
Erie,  Pittsburgh,  State  College,  Her- 
shey, Scranton  and  Philadelphia.  Com- 
mercial television  stations  expressing 
an  interest  are  located  in  Erie,  Pitts- 
burgh, Harrisburg,  Lancaster,  York 
and  Philadelphia.  (Kinescope  films  of 
each  program  will  be  available  for 
future  program  showings.) 

Members  of  the  Medical  Society 
are  urged  to  inform  the  State  Society 
office  if  they  are  aware  of  any  sup- 
port available  to  aid  this  public  ser- 
vice undertaking. 


raising  activities.  During  the  show 
Dr.  Jackson  announces  the  winners  of 
the  J.  Tyler  Dunn  Home  Accident  of 
the  Year  Award  (left),  describes  the 
dangers  inherent  in  the  family  medi- 
cine cabinet  and  also  describes  home 
safety  precautions  from  his  desk  in  the 
set  constructed  for  the  medical  series. 


Alexander  Fadil,  M.D.  and  Albin  R.  Rozploch , M.D.  receive  the  PMS  50  year 
award  at  the  January  14th  annual  meeting  of  the  Delaware  County  Medical 
Society.  Presenting  the  award  to  Dr.  Fadil  is  J.  Everett  McClenahan,  M.D. 
(left),  PMS  President  and  to  Dr.  Rozploch,  William  A.  Limberger,  M.D.,  PMS 
Chairman  of  the  Board. 
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SNOW  EMERGENCY  COOPERATION 

The  following  letter  is  published  at  the  request  of  the 
PMS  Board  of  Trustees  and  Councilors. 

COMMONWEALTH  OF  PENNSYLVANIA 
DEPARTMENT  OF  HIGHWAYS 
HARRISBURG 

December  8,  1966 

Doctor  J.  Everett  McClenahan 
President,  Pennsylvania  Medical  Society 
McKeesport  Hospital 
McKeesport,  Pennsylvania 

Dear  Doctor  McClenahan: 

Emergencies  have  a tendency  to  expose  the  better  quali- 
ties of  people  and  groups,  be  they  community  or  society; 
also,  conversely  a trait  of  selfishness  or  opportunity  for 
an  advantage. 

We  in  the  Department  of  Highways  are  approaching  an- 
other snow  removal  season.  Past  experience  indicates  the 
usual  number  of  emergencies  involving  medication.  Spe- 
cial requests  for  immediate  aid  to  open  side  roads  in  the 
midst  of  a storm,  when  we  are  hard  pressed  to  keep  the 
main  arteries  open,  are  also  anticipated. 

During  the  past,  in  order  to  identify  an  emergency  from 
opportunism,  the  County  Superintendents  have  insisted 
that  requests  of  the  above  nature  be  supported  by  a Doctor’s 
request,  which  has  saved  valuable  time  and  enabled  the 
Department  to  render  emergency  off-route  service  only 
when  actually  needed. 

Physicians  have  cooperated  so  well  that  I wish  to  express, 
through  you,  the  appreciation  of  the  Department  of  High- 
ways for  their  unreserved  cooperation  and  for  their  con- 
tinued interest  in  our  problem. 

Sincerely  yours, 

Henry  D.  Harral, 
Secretary  of  Highways. 


Public  Health  Resident  Physician 

The  Pennsylvania  Department  of  Health  is  now  ac- 
cepting applications  for  public  health  residency  train- 
ing for  physicians;  approved  program. 

REQUIREMENTS:  Two  years  field  experience  plus 
a year  of  academic  training  toward  Board  Certifica- 
tion; 

BASIC  REQLJREMENTS:  American  citizen,  com- 
pletion of  an  approved  internship  and  a Pennsylvania 
license  or  eligibility. 

SALARY:  $10,954-$12,675  plus  excellent  fringe 

benefits. 

For  More  Information,  write  to: 

Charles  L.  Leedham,  M.D.,  Director 
Bureau  of  Educational  Activities 
Pennsylvania  Department  of  Health 
P.O.  Box  90 

Harrisburg,  Pennsylvania  17120 


Tandearil' 

oxyphenbutazone 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg  daily,  and 
is  often  achieved  with  only  100-200  mg  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil*  helps  osteoarthritic 
oxyphenbutazone  j0jnts  move  again 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 

Sperling,  I.L  : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:1 17,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T W , Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin.  Med.  73:65,  1966. 

84.6%  of  39  patients 
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OPENS 

ASTHMATIC 

AIRWAYS- 


AND 

KEEPS  THEM 
OPEN 


f 

# 


NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


( Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE®  DURA-TABS® 


Disaster  Medical  Care  Conference 


Jack  C.  White,  M.D.,  West  Chester 
(top)  and  David  W.  Clare,  M.D., 
Pittsburgh,  will  co-host  the  Fifth  Re- 
gional Conference  on  Disaster  Medical 
Care  at  the  Chatham  Center  in  Pitts- 
burgh on  March  29.  Co-sponsored  by 
the  Disaster  Committees  of  the  Penn- 
sylvania Medical  Society  and  the  Al- 
legheny County  Medical  Society,  the 
Conference  will  attract  participants 
from  a 13-county  southwestern  Penn- 
sylvania region. 


“Disaster  Medicine — Day  By  Day 
and  In  Time  of  Emergency”  will  be 
the  subject  of  a one-day  conference 
at  the  Chatham  Center  in  Pittsburgh 
on  Wednesday,  March  29,  1967.  One 
hundred  and  fifty  physicians,  hospital 
administrators,  and  civil  defense  per- 
sonnel from  a 13-county  southwestern 
Pennsylvania  region  will  be  greeted  by 
J.  Everett  McClenahan,  M.D.,  Presi- 
dent of  the  Pennsylvania  Medical  So- 
ciety, and  the  co-chairmen  of  the  con- 
ference, Jack  C.  White,  M.D.,  Chair- 
man of  the  State  Society’s  Commission 
on  Disaster  Medical  Care  and  David 
W.  Clare,  M.D.,  Chairman  of  the 
Allegheny  County  Medical  Society’s 
Committee  on  Disaster  Medical  Care. 

Registration  and  viewing  of  exhibits 


will  begin  at  9:30  A.M.  on  the  second 
floor  of  the  Chatham  Center.  Lunch- 
eon will  be  provided  by  the  Allegheny 
County  Medical  Society.  Luncheon 
speaker  will  be  Major  Norman  Rich, 
M.C.,  U.S.A.,  who  is  former  surgeon 
of  the  Second  Surgical  Hospital  in 
Vietnam.  Major  Rich  will  speak  on 
“Experiences  in  Vietnam.”  The  meet- 
ing is  expected  to  adjourn  by  3:30 
p.m.  so  that  the  participants  will  have 
an  opportunity  to  leave  the  city  prior 
to  the  rush  hour  traffic. 

Representatives  of  the  following 
counties  will  attend:  Allegheny,  Arm- 
strong, Beaver,  Bedford,  Butler,  Cam- 
bria, Fayette,  Greene,  Indiana,  Law- 
rence, Somerset,  Washington  and 
Westmoreland. 


Program  Schedule 

9:30  a.m.  Registration  and  Visit  to  Exhibit  Area 

10:00  a.m.  Welcome 

Conference  Moderator 

Charles  L.  Leedham,  M.D.,  Director,  Bureau  of  Educational 
Activities,  Pennsylvania  Department  of  Health 

10:15  a.m.  Developing  a Community  Disaster  Plan 
Jack  C.  White,  M.D. 

10:45  a.m.  Will  the  Plan  Work? 

John  A.  Hampsey,  M.D.,  Member,  Commission  on  Disaster 
Medical  Care 

11:15  a.m.  Expansion  of  the  Emergency  Room — Day  to  Day  and  In  Time 
of  Disaster 

J.  Cuthbert  Owens,  M.D.,  Professor  of  Surgery,  University  of 
Colorado 

11:45  a.m.  Medical  Self-Help 

John  S.  Chaffee,  M.D.,  Member,  Commission  on  Disaster  Medical 
Care 

12:15  p.m.  Luncheon — Speaker:  “Experiences  in  Vietnam” 

Major  Norman  Rich,  M.C.,  U.S.A.,  Walter  Reed  General  Hospital 
(Formerly  Surgeon  of  Second  Surgical  Hospital,  Vietnam) 

1:30  p.m.  Community  and  Hospital  Communications — Day  to  Day  and 
In  Time  of  Disaster 

Moderator:  Francis  C.  Jackson,  M.D.,  Chairman,  Committee 

on  Disaster  Medical  Care,  AMA 
David  W.  Craig,  Director  of  Public  Safety,  Pittsburgh 
Jack  Engelmohr,  Administrator,  Homestead  Hospital,  Chairman, 
Committee  on  Disaster  Preparedness,  Hospital  Council  for 
Western  Pennsylvania 

Richard  Gerstell,  Ph.D.,  Director,  State  Council  of  Civil  Defense 
J.  Cuthbert  Owens,  M.D.,  Professor  of  Surgery,  University  of 
Colorado 

Richard  S.  Evans,  M.D.,  Director,  Emergency  Room  Services, 
Allegheny  General  Hospital,  Pittsburgh 

2:45  p.m.  Packaged  Disaster  Hospitals 

Elizabeth  E.  Eicherly,  Staff  Assistant,  State  Council  of  Civil 
Defense 

3:15  p.m.  Discussion  Period 

Jack  C.  White,  M.D. 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 


...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  "positive'’  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH-values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  "plus”  system  or  in 
mg.  % in  amounts  approximating  "trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 


Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 


Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 
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Ames  Company,  Inc.,  Elkhart,  Indiana 
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WELCOME,  NEW  MEMBERS! 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

George  F.  Buerger,  Jr.,  M.D.,  Eye  & Ear  Hospital,  Pitts- 
burgh 15213. 

Jack  L.  Fairweather,  M.D.,  Magee  Womens  Hospital, 
Pittsburgh  15213. 

William  S.  Garrett,  Jr.,  M.D.,  3600  Forbes  Avenue, 
Pittsburgh  15213. 

Donald  A.  Hammel,  M.D.,  Homestead  Hospital,  Home- 
stead 15120. 

John  S.  Kennerdell,  M.D.,  149  Nassau  Drive,  Pittsburgh 
15239. 

John  H.  Lindblad,  M.D.,  3948  Northern  Pike,  Monroe- 
ville 15146. 

Joseph  Millstein,  M.D..  Magee  Womens  Hospital,  Pitts- 
burgh 15213. 

Lawrence  C.  Moman,  Jr.,  M.D.,  Eye  & Ear  Hospital, 
Pittsburgh  15213. 

John  Moossy,  M.D.,  Dept,  of  Pathology,  University  of 
Pittsburgh  School  of  Medicine,  Pittsburgh  15213. 

William  E.  Novogradac,  M.D.,  400  S.  Highland  Avenue, 
Pittsburgh  15206. 

Harry  C.  Smith,  M.D.,  1037  Edward  Dr.,  Pittsburgh 
15227. 

Richard  M.  Thorpe,  M.D.,  3600  Forbes  Avenue,  Pitts- 
burgh 15213. 

Philip  D.  Williams,  Jr.,  M.D.,  4725  McKnight  Road, 
Pittsburgh  15237. 

ARMSTRONG  COUNTY: 

Nels  A.  Overland,  M.D.,  31  1 North  Second  Street,  Apollo 
15613. 

BLAIR  COUNTY: 

Rodney  L.  Sponsler,  M.D.,  501  Howard  Avenue,  Altoona 
16603. 

CUMBERLAND  COUNTY: 

Joseph  E.  Green,  III,  M.D.,  50  South  Pitt  Street,  Carlisle 
17013. 

DAUPHIN  COUNTY: 

Vivencio  G.  Del  Rosario,  M.D.,  Harrisburg  State  Hos- 
pital, Harrisburg  17101. 

Kenneth  L.  Fromme,  M.D.,  3028  Market  Street,  Camp 
Hill  17011. 

Joseph  H.  Gerdes,  Jr.,  M.D.,  402  North  Second  Street, 
Harrisburg  17101. 

Lewis  V.  Kost,  M.D.,  1415  Erford  Road,  Camp  Hill 
17011. 


G.  Robert  Little,  M.D.,  1021  Drexel  Hills  Blvd.,  New 
Cumberland  17070. 

Richard  M.  Magill,  M.D.,  3220  Larry  Drive,  Harrisburg 
17109. 

Joseph  D.  Moloney,  M.D.,  3908  Jonestown  Road,  Har- 
risburg 17109. 

Francis  X.  Perna,  M.D.,  2810  North  Green  Street,  Har- 
risburg 17110. 

Lawrence  H.  Warbasse,  Jr.,  M.D.,  Harrisburg  Polyclinic 
Hospital,  Harrisburg  17105. 

FAYETTE  COUNTY: 

Howard  B.  Eisen,  M.D.,  148  Nassau  Street,  Uniontown 
15401. 

BEDFORD  COUNTY: 

James  R.  Myers,  M.D.,  220  West  Main  Street,  Everett 
15537. 

LEHIGH  COUNTY: 

Donald  E.  Bouchard,  M.D.,  1651  Washington  Street, 
Allentown  18102. 

William  F.  Clouser,  M.D..  1744  West  Union  Blvd.,  Beth- 
lehem 18018. 

Thomas  G.  Doneker,  M.D.,  421  Chew  Street,  Allentown 
18102. 

Theodore  W.  Eastland,  Jr.,  M.D.,  730  Harrison  Street, 
Emmaus  18049. 

Robert  A.  Feeney,  M.D.,  36  South  Ninth  Street,  Allen- 
town 18102. 

Robert  Kiesel,  M.D.,  102  North  Eighth  Street,  Allen- 
town 18101. 

Francis  S.  Kleckner,  M.D.,  202  North  Eighth  Street, 
Allentown  18102. 

Harold  Kreithen,  M.D.,  101  South  17th  Street,  Allen- 
town 18104. 

John  B.  Longenhagen.  M.D.,  Park  Professional  Bldg., 
220  Hamilton  Street,  Allentown  18104. 

Gerard  A.  McDonough,  M.D.,  17th  & Liberty  Streets, 
Allentown  18104. 

Robert  N.  Miller,  M.D.,  R.D.  No.  1,  Breinigsville  18031. 

Paul  G.  Panas,  M.D.,  Allentown  Hospital,  17th  & Chew 
Streets,  Allentown  18102. 

Charles  D.  Peters.  M.D.,  501  North  17th  Street,  Allen- 
town 18102. 

David  Prager,  M.D.,  900  Mickley  Road,  Apt.  Qt.-3,  Fuller- 
ton 18052. 

Albinka  J.  Sarvajic-Dotter,  M.D.,  601  Delaware  Ave- 
nue, Fountain  Hill  18015. 

Elizabeth  V.  Steinbach-Kostelnik,  M.D.,  Skyview, 
R.D.  No.  1,  Hellertown  18055. 

LUZERNE  COUNTY: 

John  H.  Maylock,  M.D.,  395  East  Poplar  Street,  West 
Nanticoke  18634. 

Paul  L.  Zikoski,  M.D.,  X-Ray  Dept.,  Wilkes-Barre  Gen- 
eral Hospital,  Wilkes-Barre  18702. 

LYCOMING  COUNTY 

George  G.  Ginter,  Jr.,  M.D.,  R.  D.  1,  Williamsport 
17701. 

Randall  F.  Hipple,  M.D.,  528  West  Fourth  Street,  Wil- 
liamsport 17701. 

Donald  E.  Shearer,  M.D.,  1509  Fairview  Drive,  Mon- 
toursville  17754. 

Chan  Yoon,  M.D.,  1100  Grampian  Blvd.,  Williamsport 
17701. 
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Centenarian  Looks  Forward  to 
Other  Wonderful  Things 


The  Centenarian  Awards  Program, 
started  by  the  State  Society  as  part 
of  the  centennial  year  observance  in 
1948,  passed  its  one  thousandth  award 
presentation  late  last  year.  At  year’s 
end  a total  of  1,027  Centenarians  were 
presented  with  a framed  certificate  that 
notes:  “In  recognition  of  one  whose 
lifespan  is  indicative  of  healthful  liv- 
ing.” 

Many  of  the  award  presentations 
have  been  marked  with  the  unusual. 
For  example,  the  woman  who  cele- 
brated her  100th  birthday  by  sliding 
down  the  stairway  railing  in  her  home 
(to  the  delight  of  news  photogra- 
phers); or  the  man  who  attributed  his 
longevity  to  the  fact  that  he  never 
took  medicine — then  paused  for  one 
of  his  several  daily  drinks  of  bourbon; 
or  the  woman  who  claimed  she 
reached  age  100  because  she  never 
married  and  therefore  never  was  bur- 
dened with  the  troubles  men  cause. 

Similar  stories  he  in  the  background 
of  nearly  every  presentation  made. 

All  Centenarians  are  possessed  of 
unique  points  of  view  and  ways  of  life 
by  virtue  of  their  age.  Sometime  a 
truly  outstanding  individual  comes  into 
the  limelight. 

John  H.  Newhard  is  such  a man. 

Mr.  Newhard  is  Allentown’s  oldest 
active  businessman.  As  manager  and 
treasurer  of  Greenwood  Cemetery,  he 
puts  in  a full  week’s  work,  either  at 
his  office  desk  or  at  the  cemetery  gates 
where  he  meets  each  funeral  group. 
Of  work,  he  says:  “I  like  to  work. 
It’s  healthy  and  it  keeps  me  going.  I 
couldn’t  be  content  sitting  at  home 
with  nothing  to  do.  I realize  that 
many  people  retire  but  after  all  you 
can  spend  so  much  time  on  travel 
and  hobbies.  As  long  as  a person  is 
healthy  there  is  no  substitute  for  the 
enjoyment  that  work  and  contributing 
to  others  brings.” 

Newhard  enjoys  an  occasional  cock- 
tail, keeps  up  to  date  on  current  events, 
sports,  space  and  automation,  and  is 
faithful  to  his  church.  He  even  has  a 
physical  checkup  every  now  and  then. 

He  has  a rather  sensible  opinion  of 
his  reason  for  longevity:  “It  helps  if 


Physicians  who  know  of  someone 
nearing  the  century  mark  are  invited 
to  send  the  name  and  birthdate  to  the 
PMS  Council  on  Public  Service.  The 
Centenarian  certificates  are  free. 


you  pick  the  right  grandparents.  Each 
of  my  grandparents  lived  into  their 
90’s.” 

Newhard’s  formula  for  good  health 
“Walk  as  much  as  you  can  and  get 
eight  hours  of  sleep.  You  must  take 
care  of  your  body  and  your  mind. 
When  you  walk  you  get  fresh  air  and 
you  are  alone  with  nature.  This  helps 
your  body  and  your  attitudes.  I be- 
lieve strongly  in  reading  The  Holy 
Bible  for  relief  from  problems  of  the 
day.” 

Of  young  people,  Newhard  notes: 
“Too  many  of  them  want  too  much 
too  soon.  They  go  deeply  in  debt. 
They  try  to  keep  up  with  the  Joneses. 
They  race  around,  keep  erratic  hours 
and  there  is  not  too  much  family  life. 
This  is  wrong.  I’m  nearly  100  and 
I've  learned  you  can’t  burn  the  candle 


at  both  ends — and  furthermore,  it  isn’t 
worth  it.” 

Newhard  was  born  in  South  Easton 
on  October  29,  1866  and  spent  most 
of  his  early  years  on  a farm  near  the 
site  of  the  Lehigh  Valley  Dairy.  After 
an  active  working  life  which  involved 
selling  for  John  Wannamaker,  Phila- 
delphia, selling  stocks  and  insurance, 
and  activity  with  land  development,  he 
took  his  present  position  with  Green- 
wood Cemetery  in  1929 — at  age  63. 
Needless  to  say,  not  too  many  of  us  can 
expect  to  devote  37  years  to  a position 
begun  at  a time  in  life  when  most 
men  are  looking  toward  retirement. 
Newhard  notes:  "These  are  not  days 
when  one  can  stand  still.  Such  days 
will  never  come  again.”  Obviously  our 
Centenarian  believes  what  he  says. 
After  all,  how  many  of  us  can  expect 
to  put  in  a full  day’s  w’ork  at  age  100, 
or  be  enthusiastic  enough  about  our 
changing  world  to  take  our  first  jet 
plane  ride  at  age  100,  or  excitedly 
talk  about  progress  and  the  “other 
wonderful  things  to  follow.” 


John  H.  Newhard  accepts  his  Centenarian  Award  from  William  Limberger, 
M.D..  chairman  of  the  PMS  Board  of  Trustees  and  Councilors.  The  presenta- 
tion highlighted  the  February  meeting  of  the  I.ehigh  County  Medical  Society  . 
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PENNSYLVANIA  MEDICINE 


REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

BORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN;  NEBRASKA 


MARCH,  1967 


105 


Post-Graduate  Television  Programs 

Three  Pennsylvania  Educational  Television  stations  are  scheduling 
post-graduate  medical  education  series  as  a service  to  medicine 


Medical  Television  programs  are 
being  broadcast  as  a service  to 
the  medical  profession  and  are  not 
being  promoted  for  general  audi- 
ence viewing.  For  this  reason  the 
telecasts  are  not  featured  during 
regular  broadcast  hours. 


MEDICAL  REPORTS’ 

WITF-TV  33,  Hershey 


from  Buffalo,  Boston  and  Pittsburgh,  26  televised  reports  on  current  medical  research  and  techniques. 
April  2 through  September  24  • Sundays  at  10:30  p.m.  (following  the  Play  of  the  Week). 


MEDICAL  SEMINARS 


NINE  TO  GET  READY 


from  the  New  York  Academy  of  Medicine 

WLVT-TV  39,  Allentown 
and 

Sacred  Heart  Hospital 

Wednesdays  at  12  noon 
Thursdays  at  11:00  p.m. 

January  4 through  May  25 


12  programs  produced  by  the 

University  of  Nebraska  College  of  Medicine 

Subject:  Maternal  and  Child  Care 

WPSX-TV  3,  Clearfield 
(University  Park) 

Tuesdays  at  9:30  p.m. 

Thursdays  at  3:30  p.m. 

January  24  through  April  13 


* This  series  has  received  the  endorsement  of  the  Board  of  Trustees  and  Councilors  (January  25,  1967) 
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IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
FACE,  x 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp®  Extentabs 

(Dimetane®  Ibrompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


i sinusitis,  colds,  or  U.R.I., 

'imetapp  lets  congested  patients 
reathe  easy  again.  Each  Extentab 
rings  welcome  relief  all  day  or  all  night, 
sually  without  drowsiness  or  over- 
timulation.  Its  key  to  success?  The 
'imetapp  formula  — Dimetane  (brom- 
heniramine  maleate),  a potentanti- 
istamine  reported  in  one  study  to  have 
licited  side  effects  as  few  as  the  placebo,  * 
earned  with  decongestants  phenyl- 
phrine  and  phenylpropanolamine  — 
i a dependable  10-  to  12-hour  form. 

Hhiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'ROBINS 


i 
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It 

Don’t  delegate 
your  authority 
in  the  choice 
of  drugs 


Generic  prescribing  allows  a third  party  to  choose  for  you.  This 
does  not  of  necessity  ensure  therapeutic  effectiveness  or  lowest 
patient  cost. 

You  can  prescribe  the  quality  and  purity  of  ACHROMYCIN®  V 
Tetracycline-Lederle  at  a cost  that  is  within  pennies-a-day  of  the 
low-priced  generictetracycline. 

When  you  prescribe  tetracycline,  write  ACHROMYCIN  V.  It’s 
good  policy,  good  medicine  and  good  economy,  all  in  one  pre- 


The  Proof  of  Excellence  is  in  the  Performance 


for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  CIBA) 
on  Rx  only 


a 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
bottle  or  nasal  spray. 

SIDE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
slight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
tions. Overdosage  in  young  children  may  produce  profound  sedation. 
DOSAGE:  Adults:  Nasal  Solution  — 2 or  3 drops  in  each  nostril  every 
4 to  6 hours.  Nasal  Spray  — Squeeze  rapidly  once  or  twice  in  each  nos- 
tril every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray  — Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1 :50,000  as  preservative  in  water.  Nasal  Sprays'  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  U 1 D A. 

2/3329  MKL*1 


Do  your  patients 
shell  out  too  much 
for  a diuretic? 


The  answer  may  be  yes ...  if  they’re  not  on 
Hygroton.  For  instance,  a therapeutic  dose 
of  a short-acting  diuretic  may  cost  3 times  as 
much  as  an  equivalent  dose  of  Hygroton.  With 
Hygroton,  in  fact,  you  can  usually  do  the  job 
with  just  one  tablet  a day  or  one  every  other 
day.  It’s  no  wonder  that  the  trend  has  been 
away  from  short-acting,  multiple-dose,  high- 
cost  diuretics. 

You  may  hear  that  a short-acting  diuretic  was 
more  effective  in  a 400  mg.  (ten-tablet)  dose 
than  Hygroton  in  a 200  mg.  (two-tablet)  dose. 


If  one  considers  maximum  recommended 
doses  for  each  product,  tablet  for  tablet 
Hygroton  was  clearly  superior.  Two  tablets 
of  Hygroton  were  found  to  produce  almost 
40%  more  natruresis  and  20%  more  weight 
loss  than  five  tablets  of  the  other  diuretic.* 
Note  that  these  are  maximum  recommended 
doses! 

For  effectiveness,  economy,  and  conven- 
ience, therefore,  Hygroton  is  the  diuretic  to 
choose  to  start  with  and  the  one  to  stay  with. 

"Brest,  A.  N .,  et  al.:  J.  New  Drugs  5:329, 1965. 


Natruresis  above  control  values  after 
maximum  recommended  doses 
(mEq./24  hours)  in  “normal"  patients 

111  152 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 

48-hour  weight  loss  after  maximum  recommended  doses 
in  edematous  patients  with  congestive  heart  failure 
due  to  arteriosclerotic  or  rheumatic  heart  disease 

1.84  lbs.  2.2  lbs. 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 

Warning:  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrolyte 
imbalance  and  potassium  depletion  may  occur;  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving  corticosteroids,  ACTH, 


Hygroton® 

chlorthalidone 


or  digitalis.  Salt  restriction  is  not  recommended. 

Side  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria 
and  purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 

Average  Dosage:  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  100  mg.  in  bottles  of  100  and  1000. 
For  full  details,  see  the  complete  prescribing  information. 
6524-V(B) 


Geigy 

Geigy  Pharmaceuticals  (f£ il 

Division  of  “ 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


MARCH,  1967 


111 


HY-4736S 


Pennsylvania  Medical  Society 

Officials  for  the  Year  1966-1967 


President 

J.  Everett  McCIenahan,  \1.D. 
McKeesport  Hospital 
McKeesport  15132 


Officers 

President-Elect 

John  H.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street 
Harrisburg  17102 


Immediate  Past  President 

William  B.  West,  M.D. 
904  Mifflin  Street 
Huntingdon  16652 


First  Vice-President 

Charles  K.  Rose,  Jr.,  M.D. 
2115  Hanover  Avenue 
Allentown  18103 


Secretary 

Allen  W.  Cowley,  M.D. 
1919  North  Front  Street 
Harrisburg  17102 


Second  Vice-President 

Orlo  G.  McCoy,  M.D. 
Box  195 
Canton  17724 

Treasurer  and 
Executive  Director 

Lester  H.  Perry 

Taylor  Bypass  & Erford  Rd. 
Lemoyne  17043 


Third  Vice-President 

F.  Gregg  Ney,  M.D. 
104  East  Adams  Street 
Cochranton  16314 

Speaker 

House  of  Delegates 

Russell  B.  Roth,  M.D. 

225  West  25th  Street 
Erie  16502 


Fourth  Vice-President 

Charles  A.  Bikle,  M.D. 
19  North  Fifth  Avenue 
Chambersburg  17201 

Vice-Speaker 
House  of  Delegates 

William  Y.  Rial,  M.D. 
Ill  Dartmouth  Avenue 
Swarthmore  19081 


Judicial  Council 

Theodore  R.  Fetter,  M.D.,  Chairman,  (Deceased) 
225  South  17th  Street,  Philadelphia  19103 

Term  expires  1969 


George  S.  Klump,  M.D.,  Vice-Chairman 
416  Pine  Street,  Williamsport  17701 
Term  expires  1967 


Lewis  T.  Buckman,  M.D. 

26  West  River  Street,  Wilkes-Barre  18702 

Term  expires  1971 


William  L.  Estes,  M.D. 

65  East  Elizabeth  Avenue,  Bethlehem  18018 
Term  expires  1968 


II.  Malcolm  Read,  M.D. 

444  South  George  Street,  York  17403 

Term  expires  1970 


Address  inquiries  to  office  of  Council  Secretary,  Allen  W.  Cowley,  M.D.,  Taylor  Bypass  and  Erford  Road,  Lemoyne  17043 


Board  of  Trustees  and  Councilors 

William  A.  Limberger,  M.D.,  Chairman 
John  S.  Donaldson,  Jr.,  M.D.,  Vice-Chairman 


First  District — A.  Reynolds  Crane,  M.D.,  Pennsyl- 
vania Hospital,  Philadelphia  19107.  Term  expires  1969. 
Philadelphia  County. 

Second  District — William  A.  Limberger,  M.D.,  Le- 
nape  and  Birmingham  Roads,  West  Chester  19380. 
Term  expires  1971.  Berks,  Bucks,  Chester,  Delaware, 
Lehigh  and  Montgomery  Counties. 

Third  District — Joseph  A.  Walsh,  M.D.,  801  Lincoln 
Avenue,  Blakely-Olyphant  18447.  Term  expires  1970. 
Carbon,  Lackawanna,  Monroe,  Northampton,  Pike, 
and  Wayne  Counties. 

Fourth  District — George  A.  Rowland,  M.D.,  State 
Street,  Millville  17846.  Term  expires  1968.  Columbia, 
Montour,  Northumberland,  Schuylkill,  and  Snyder 
Counties. 

Fifth  District — David  S.  Masland,  M.D.,  313  South 
Hanover  Street,  Carlisle  17013.  Term  expires  1968. 
Adams,  Cumberland,  Dauphin,  Franklin,  Fulton,  Lan- 
caster, Lebanon,  Perry,  and  York  Counties. 

Sixth  District — II.  Thompson  Dale,  M.D.,  138  West 
College  Avenue,  State  College  16801.  Term  expires 
1969.  Blair,  Centre,  Clearfield,  Huntingdon,  Juniata, 
and  Mifflin  Counties. 


Seventh  District — Robert  S.  Sanford,  M.D.,  12  North 
Main  Street,  Mansfield  16933.  Term  expires  1967. 
Cameron,  Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and 
Union  Counties. 

Eighth  District — James  A.  Biggins,  M.D.,  60  North 
Mercer  Street,  Sharpsville  16150.  Term  expires  1971. 
Crawford,  Erie,  Forest,  Mercer,  McKean,  and  Warren 
Counties. 

Ninth  District — Cyrus  B.  Slease,  M.D.,  183  South 
Jefferson  Street,  Kittanning  16201.  Term  expires  1970. 
Armstrong,  Butler,  Clarion,  Indiana,  Jefferson,  and 
Venango  Counties. 

Tenth  District — John  S.  Donaldson,  Jr.,  M.D.,  128 
North  Craig  Street,  Pittsburgh  15213.  Term  expires 
1967.  Allegheny,  Beaver,  Lawrence,  and  Westmoreland 
Counties. 

Eleventh  District — D.  George  Bloom,  M.D.,  320 
Market  Street,  Johnstown  15901.  Term  expires  1971. 
Bedford,  Cambria,  Fayette,  Greene,  Somerset,  and 
Washington  Counties. 

Twelfth  District — Park  M.  Horton,  M.D.,  215  Church 
Street,  New  Milford  18834.  Term  expires  1967.  Brad- 
ford, Luzerne,  Sullivan,  Susquehanna,  and  Wyoming 
Counties. 
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DISTRICT  CENSORS— 1966-67 

Adams,  James  H.  Allison,  M.D.;  Allegheny,  Robert 
A.  Schein,  M.D.;  Armstrong,  Arthur  R.  Wilson,  M.D.; 
Beaver,  Herman  Bush,  M.D.;  Bedford,  Homer  W. 
May,  M.D.;  Berks,  John  C.  Stolz,  M.D.;  Blair,  John  W. 
Hurst,  M.D.;  Bradford,  Willis  A.  Redding,  M.D.; 
Bucks,  Stanley  F.  Peters,  M.D.;  Butler,  John  Shadle, 
M.D.;  Cambria,  Warren  F.  White,  M.D.;  Carbon, 
James  M.  Steele,  M.D.;  Centre,  H.  Richard  Ishler,  M.D.; 
Chester,  Robert  E.  Brant,  M.D.;  Clarion,  Theodore  R. 
Koenig,  M.D.;  Clearfield,  Fred  Pease,  M.D.;  Clinton, 
Samuel  C.  Bower,  M.D.;  Columbia,  G.  Paul  Moser, 
M.D.;  Crawford,  John  E.  Lewis,  M.D.;  Cumberland, 
Hans  S.  Roe,  M.D.;  Dauphin,  Hamblen  C.  Eaton,  M.D.; 
Delaware,  John  B.  Klopp,  M.D.;  Elk-Cameron,  James  L. 
Ilackett,  Sr.,  M.D.;  Erie,  Joseph  M.  Faso,  M.D.;  Fay- 
ette, Othello  S.  Rough,  M.D.;  Franklin,  Albert  W.  Free- 
man, M.D.;  Greene,  William  W.  Bartholomew,  M.D.; 
Huntingdon , Frederic  II.  Steele,  M.D.;  Indiana,  Ken- 
neth II.  Sayers,  M.D.;  Jefferson,  Francis  J.  Trunzo, 
M.D.;  Lackawanna,  Clement  B.  Potelunas,  M.D.; 
Lancaster,  Charles  P.  Hammond,  M.D.;  Lawrence, 
Gerald  H.  Weiner,  M.D.;  Lebanon,  C.  Ray  Bell,  Jr., 
M.D.;  Lehigh,  Willard  C.  Masonheimer,  M.D.;  Luzerne, 
Donald  F.  Closterman,  M.D.;  Lycoming,  Wilfred  W. 
Wilcox,  M.D.;  McKean,  Ralph  E.  Hockenberry,  M.D.; 
Mercer,  Gilbert  II.  Diehl,  M.D.;  Mifflin-Juniata,  John 
R.  W.  Hunter,  Jr.,  M.D.;  Monroe,  Walter  H.  Caulfield, 
M.D.;  Montgomery,  E.  Raymond  Place,  M.D.;  Montour, 
Leslie  R.  Angus.  M.D.;  Northampton,  John  A.  Hampsey, 
M.D.;  Northumberland,  George  R.  Wentzel,  M.D.; 
Perry,  Paul  Karlik,  M.D.;  Philadelphia,  Charles  M. 
Thompson,  M.D.;  Potter,  Herman  C.  Mosch,  M.D.; 
Schuylkill,  Joseph  T.  Marconis,  M.D.;  Somerset,  Alex- 
ander Solosko,  M.D.;  Susquehanna,  Raymond  C.  Davis, 
M.D.;  Tioga,  Joseph  M.  DiNardo,  M.D.;  Union,  Harold 
II.  Evans,  M.D.;  Venango,  James  H.  McClelland,  Jr., 
M.D.;  Warren,  Robert  D.  Donaldson,  M.D.;  Washing- 
ton, Frank  D.  Hazlett,  M.D.;  Wayne-Pike,  John  Petkus. 
M.D.;  Westmoreland,  Leslie  S.  Pierce,  M.D.;  Wyoming, 
John  S.  Rinehimer,  M.D.;  1 ork,  William  C.  Langston, 
M.D. 

ADMINISTRATIVE  STAFF 
Headquarters  Office 

Taylor  Bypass  and  Erford  Road.  Lemoyne  1704.3 
Telephone:  (717)  238-1635 

Lester  H.  Perry,  Executive  Director 
John  F.  Rineman,  Assistant  Executive  Director 
Aide  to  President  and  President-Elect 
Alex  H.  Stewart,  Assistant  Secretary 

Exec.  Dir.  Educational  and  Scientific  Trust 
Robert  H.  Craig,  Jr.,  Executive  Assistant 
Council  on  Governmental  Relations, 

Aide  to  Speaker  of  House 
Richard  B.  McKenzie,  Executive  Assistant 
Council  on  Scientific  Advancement 
Richard  L.  Sloan,  Executive  Assistant 
Council  on  Medical  Service 
Dane  S.  Wert,  Executive  Assistant 
Council  on  Public  Service 
LeRoy  C.  Erickson,  Business  Manager 
Francis  G.  Martin,  Managing  Editor 
Pennsylvania  Medicine 
Arlene  C.  Oyler,  Executive  Secretary 
Woman’s  Auxiliary 

David  H.  Small,  Administrative  Assistant 
Aide  to  Chairman  of  Board 
Velma  L.  McMaster,  Manager, 

Membership  and  Records 


Charles  G.  Appleby,  Jr.,  Staff  Assistant 
Paul  V.  Cullather,  Staff  Assistant 

L.  Riegel  Haas,  Staff  Assistant 
Ernst  D.  Mueller,  Staff  Assistant 
John  A.  Price,  Staff  Assistant 
Sam  C.  Price,  Staff  Assistant 

M.  Robert  Sterner,  Staff  Assistant 

DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 


Delegates  Term  Expires 

Wendell  B.  Gordon,  M.D 1967 

550  Grant  Street,  Pittsburgh  15219. 

Samuel  B.  Hadden,  M.D.,  Vice-Chairman  1967 

135  South  19th  Street,  Philadelphia  19103. 

W.  Benson  Harer,  M.D 1967 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 

Edward  Lyon,  M.D.,  Secretary  1967 

528  West  Fourth  Street,  Williamsport  17701. 

Thomas  W.  McCreary,  M.D.,  Chairman 1967 

Rochester  General  Hospital,  Rochester  15074. 

Russell  B.  Roth,  M.D 1967 

225  West  25th  Street,  Erie  16502. 

John  S.  Donaldson,  Jr.,  M.D 1968 

128  North  Craig  Street,  Pittsburgh  15213. 

Gilson  Colby  Engel,  M.D 1968 

312  Lankenau  Medical  Building,  Philadelphia  19151. 

M.  Louise  C.  Gloeckner,  M.D 1968 

110  East  Fourth  Avenue,  Conshohocken  19428. 

Park  M.  Horton,  M.D 1968 

215  Church  Street,  New  Milford  18834. 

William  A.  Limberger,  M.D 1968 

Lenape  and  Birmingham  Rds.,  West  Chester  19380. 

William  B.  West,  M.D 1968 

904  Mifflin  Street,  Huntingdon  16652. 

Altebnate  Delegates 

William  A.  Barrett,  M.D 1967 

3708  Fifth  Avenue,  Pittsburgh  15213. 

Wilbur  E.  Flannery,  M.D 1967 

24  East  Grant  St.,  New  Castle  16101. 

Edmund  L.  Ilousel,  M.D 1967 

255  South  17th  Street,  Philadelphia  19103. 

Carl  B.  Lechner,  M.D 1967 

105  Professional  Building,  1611  Peach  Street, 

Erie  16501. 

David  S.  Masland,  M.D 1967 

313  South  Hanover  Street,  Carlisle  17013. 

William  Y.  Rial,  M.D 1967 

111  Dartmouth  Avenue,  Swarthmore  19081. 

A.  Reynolds  Crane,  M.D 1968 

Pennsylvania  Hospital,  Philadelphia  19107. 

Leo  C.  Eddinger,  M.D 1968 

951  North  Fourth  Street,  Allentown  18102. 

Raymond  C.  Grandon,  M.D 1968 

131  State  Street,  Harrisburg  17101. 

John  B.  Lovette,  M.D 1968 

353  Market  Street,  Johnstown  15901. 

Malcolm  W.  Miller,  M.D 1968 

Suite  412,  Lankenau  Medical  Building, 

Philadelphia  19151. 

George  A.  Rowland,  M.D 1968 

State  Street,  Millville  17846. 
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OFFICIAL  PUBLICATION 

Pennsylvania  Medicine 

Office  of  Publication,  Taylor  Bypass  and  Erford  Road, 
Lemoyne  17043;  Carl  B.  Lechner,  M.D.,  Medical 
Editor;  Francis  G.  Martin,  Managing  Editor. 

EDUCATIONAL  AND  SCIENTIFIC  TRUST 

Janies  Z.  Appel,  M.D.,  Chairman 

305  North  Duke  Street,  Lancaster  17602. 

Park  Nl.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 


Pascal  F.  Lucchesi,  M.D. 

Albert  Einstein  Medical  Center,  Philadelphia  19141. 
Thomas  W.  McCreary,  M.D. 

Rochester  General  Hospital,  Rochester  15074. 

Russell  B.  Roth,  M.D. 

225  West  25th  Street,  Erie  16502. 

Alex  H.  Stewart,  Executive  Director 

LEGAL  COUNSEL 

Pepper,  Hamilton  & Scheetz,  Fidelity-Philadelphia 
Trust  Building,  Philadelphia  19109.  C.  Grove  McCown, 
Esq.  and  Holbrook  M.  Bunting,  Jr.,  Esq. 


COMMITTEES  OF  THE  BOARD  OF  TRUSTEES 


STANDING  COMMITTEES  OF  THE 
BOARD  OF  TRUSTEES 

Advisory  to  the  Executive  Director 

William  A.  Limberger,  M.D.,  Chairman 

Lenape  and  Birmingham  Rds.,  West  Chester  19380. 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

John  S.  Donaldson,  Jr.,  M.D. 

128  North  Craig  Street,  Pittsburgh  15213. 

John  II.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 
Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

J.  Everett  McClenahan,  M.D. 

McKeesport  Hospital,  McKeesport  15132. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

Staff  Assignment — Lester  H.  Perry 

Finance 

Park  M.  Horton,  M.D.,  Chairman 

215  Church  Street,  New  Milford  18834. 

James  A.  Biggins,  M.D. 

60  North  Mercer  Street,  Sharpsville  16150. 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

John  S.  Donaldson,  Jr.,  M.D. 

128  North  Craig  Street,  Pittsburgh  15213. 

David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 

Staff  Assignment — David  H.  Small 

Publication 

Joseph  A.  Walsh,  M.D.,  Chairman 

801  Lincoln  Avenue,  Blakely-Olyphant  18447. 

D.  George  Bloom,  M.D. 

320  Market  Street,  Johnstown  15901. 

II.  Thompson  Dale,  M.D. 

138  West  College  Avenue,  State  College  16801. 
David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

Staff  Assignment — Francis  G.  Martin 

SPECIAL  COMMITTEES  OF  THE 
BOARD  OF  TRUSTEES 

Ad  Hoc — Medical  Practice  Act 

Richard  A.  Kern,  M.D.,  Chairman 

3401  North  Broad  Street,  Philadelphia  19140. 


Samuel  P.  llarbison,  M.D. 

I.othrop  and  Terrace  Streets,  Pittsburgh  15213. 

John  II.  Harris,  Jr.,  M.D. 

909  Glendale  Court,  Carlisle  17013. 

Staff  Assignment — Robert  H.  Craig,  Jr. 

Archives 

David  S.  Masland,  M.D.,  Chairman 

313  South  Hanover  Street,  Carlisle  17013. 

Harold  O.  Closson,  M.D. 

7 West  Broadway,  Gettysburg  17325. 

James  R.  Johnston,  M.D. 

59  South  Pitt  Street,  Carlisle  17013. 

Staff  Assignment — LeRoy  C.  Erickson 

Benjamin  Rush  Awards 

James  A.  Biggins,  M.D.,  Chairman 

60  North  Mercer  Street,  Sharpsville  16150. 

D.  George  Bloom,  M.D. 

320  Market  Street,  Johnstown  15901. 

II.  Thompson  Dale,  M.D. 

138  West  College  Avenue,  State  College  16801. 
George  A.  Rowland,  M.D. 

101  State  Street,  Millville  17846. 

Cyrus  B.  Slease,  M.D. 

183  South  Jefferson  Street,  Kittanning  16201. 

Staff  Assignment — L.  Riegel  Haas 

Building  Committee 

Malcolm  W.  Miller,  M.D.,  Chairman 

412  Lankenan  Medical  Building,  Philadelphia  19151. 
Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

W.  Benson  Harer,  M.D. 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
Richard  A.  Kern,  M.D. 

3401  North  Broad  Street,  Philadelphia  19140. 
William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 
William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

Staff  Assignment — David  H.  Small 

Distinguished  Service  Award 

Wilbur  E.  Flannery,  M.D.,  Chairman 
24  East  Grant  Street,  New  Castle  16101. 

Richard  A.  Kern,  M.D. 

3401  North  Broad  Street,  Philadelphia  19140. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

Staff  Assignment — Dane  S.  Wert 
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Heart  Disease,  Cancer,  and  Stroke 

Richard  A.  Kern,  M.D.,  Chairman 

3401  North  Broad  Street,  Philadelphia  19140. 

A.  Reynolds  Crane,  M.D.,  Vice-Chairman 

Pennsylvania  Hospital,  Philadelphia  19107. 

Harry  V.  Armitage,  M.D. 

400  East  13th  Street,  Chester  19013. 

Robert  M.  Bucher,  M.D. 

3950  Vaux  Street,  Philadelphia  19129. 

(Dean,  Temple  University  School  of  Medicine) 
Francis  S.  Cheever,  M.D. 

5305  Westminster  Place,  Pittsburgh  15232. 

(Dean,  University  of  Pittsburgh  School  of  Medicine) 
John  S.  Donaldson,  Jr.,  M.D. 

128  North  Craig  Street,  Pittsburgh  15213. 

Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

Thomas  W.  Georges,  Jr.,  M.D. 

802  Health  and  Welfare  Building,  Harrisburg  17120. 
(Secretary  of  Health,  Commonwealth  of  Pennsylvania) 

Raymond  C.  Grandon,  M.D. 

131  State  Street,  Harrisburg  17101. 

Samuel  Gurin,  Ph.D. 

34th  and  Spruce  Streets,  Philadelphia  19104. 

(Dean,  University  of  Pennsylvania  School  of  Medi- 
cine) 

George  T.  Harrell,  M.D. 

Milton  S.  Hershey  Medical  Center,  Box  Y,  Hershey 
17033. 

(Dean,  Milton  S.  Hershey  Medical  Center) 

John  H.  Harris,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

John  F.  Hartman,  Jr.,  M.D. 

Box  299,  St.  Vincent’s  Hospital,  Erie  16502. 

William  F.  Kellow,  M.D. 

245  North  15th  Street,  Philadelphia  19102. 

(Dean,  Hahnemann  Medical  College) 

Glen  R.  Leymaster,  M.D. 

3300  Henry  Avenue,  Philadelphia  19129. 

(Dean,  Woman’s  Medical  College) 

William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380 
(Board  Representative) 

George  A.  Rowland,  M.D. 

State  Street,  Millville  17846. 

Gilmore  M.  Sanes,  M.D. 

410  South  Craig  Street,  Pittsburgh  15213. 

William  A.  Sodeman,  M.D. 

Jefferson  Medical  College,  Philadelphia  19107. 
(Dean,  Jefferson  Medical  College) 

Staff  Assignment — Richard  B.  McKenzie 
Officers’  Conference 

George  W.  Moore,  M.D.,  Chairman 

329  Temple  Building,  New  Castle  16101. 

Charles  A.  Bikle,  M.D. 

19  North  Fifth  Avenue,  Chambersburg  17201. 

David  J.  Keck,  M.D. 

7 East  Main  Street,  Fairview  16415. 

Valentine  R.  Manning,  M.D. 

3336  Aldine  Street,  Philadelphia  19136. 

Orlo  G.  McCoy,  M.D. 

Box  195,  Canton  17724. 

J.  Everett  McClenahan,  M.D.,  President 
McKeesport  Hospital,  McKeesport  15132. 


Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

( Board  Representative ) 

Staff  Assignment — LeRoy  C.  Erickson 

Operation  Hometown 

William  A.  Limberger,  M.D.,  Chairman 

Lenape  and  Birmingham  Rds.,  West  Chester  19380. 
(Chairman,  Board  of  Trustees) 

John  S.  Donaldson,  Jr.,  M.D. 

128  North  Craig  Street,  Pittsburgh  15213. 
(Vice-Chairman,  Board  of  Trustees) 

Paul  S.  Friedman,  M.D. 

1422  Chestnut  Street,  Philadelphia  19102. 

( Chairman,  Council  on  Governmental  Relations ) 

John  F.  Hartman,  Jr.,  M.D. 

Box  299,  St.  Vincent’s  Hospital,  Erie  16502. 
(Chairman,  Council  on  Public  Service) 

Joseph  A.  Walsh,  M.D. 

801  Lincoln  Avenue,  Blakely-Olyphant  18447. 

( Board  Representative ) 

J.  Everett  McClenahan,  M.D. 

McKeesport  Hospital,  McKeesport  15132. 

( President ) 

John  H.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

( President-Elect ) 

Staff  Assignment — John  F.  Rineman 

Study  Communications  and  Public  Relations 

Clarence  J.  McCullough,  M.D.,  Chairman 

628  Washington  Trust  Building,  Washington  15301. 

William  A.  Barrett,  M.D. 

3708  Fifth  Avenue,  Pittsburgh  15213. 

Jerome  Chamovitz,  M.D. 

17  Beaver  Street,  Sewickley  15143. 

James  A.  Collins,  Jr.,  M.D. 

Geisinger  Medical  Center,  Danville  17821. 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

Paul  S.  Friedman,  M.D. 

1422  Chestnut  Street,  Philadelphia  19102. 

John  F.  Hartman,  Jr.,  M.D. 

Box  299,  St.  Vincent’s  Hospital,  Erie  16502. 

Richard  A.  Kern,  M.D. 

3401  North  Broad  Street,  Philadelphia  19140. 

David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 

Cyrus  B.  Slease,  M.D. 

183  South  Jefferson  Street,  Kittanning  16201. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

J.  Everett  McClenahan,  M.D. 

McKeesport  Hospital,  McKeesport  15132. 

( President ) 

Lester  II.  Perry 

Taylor  Bypass  and  Erford  Road,  Lemoyne  17043. 
( Executive  Director ) 

Staff  Assignment— -David  H.  Small 
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MEMBERSHIP  OF  1966-67  COMMITTEES,  COUNCILS,  COMMISSIONS 


(The  President  shall  be  an  ex  officio  member  of  all 
committees,  administrative  councils,  and  commissions, 
without  the  right  to  vote. — By-laws,  Chapter  VI,  Sec- 
tion 1.) 

STANDING  COMMITTEES  OF  THE  SOCIETY 
Advisory  to  Woman’s  Auxiliary 

James  W.  Minteer,  M.D.,  Chairman 
102  Center  Street,  Ridgway  15853. 

Paul  C.  Craig,  M.D. 

232  North  Fifth  Street,  Reading  19601. 

Frederick  R.  Gilmore,  M.D. 

Clearfield  Hospital,  Clearfield  16830. 

A.  Wesley  Hildreth,  M.D. 

207  Mahantongo  Street,  Pottsville  17901. 

William  B.  West,  M.D. 

904  Mifflin  Street,  Huntingdon  16652. 

Staff  Assignment — Arlene  C.  Oyler 

Constitution  and  By-Laws 

M.  Louise  Gloeckner,  M.D.,  Chairman 

110  East  Fourth  Avenue,  Conshohocken  19428. 

Paul  S.  Friedman,  M.D. 

1422  Chestnut  Street,  Philadelphia  19102. 

Charles  P.  Hammond,  M.D. 

449  West  James  Street,  Lancaster  17603. 

William  J.  Kelly,  M.D. 

721  Jenkins  Building,  Pittsburgh  15222. 

F.  Gregg  Ney,  M.D. 

104  East  Adams  Street,  Cochranton  16314. 

(Ex  Officio) 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102. 

( Secretary ) 

Russell  B.  Roth,  M.D. 

225  West  25th  Street,  Erie  16502. 

(Speaker,  House  of  Delegates) 

William  Y.  Rial,  M.D. 

111  Dartmouth  Avenue,  Swarthmore  19081. 
(Vice-Speaker,  House  of  Delegates) 

Lester  H.  Perry 

Taylor  Bypass  and  Erford  Road,  Lemoyne  17043. 
(Executive  Director) 

C.  Grove  McCown,  Esq. 

Pepper,  Hamilton  and  Scheetz,  Fidelity-Philadelphia 
Trust  Building,  Philadelphia  19109. 

( Legal  Counsel ) 

Staff  Assignment — Velma  L.  McMaster 

Convention  Program 

John  H.  Moyer,  III,  M.D.,  Chairman 

230  North  Broad  Street,  Philadelphia  19102 

Term  expires  1968 

James  A.  Collins,  Jr.,  M.D.,  Vice-Chairman 

Geisinger  Medical  Center,  Danville  17821 

Term  expires  1967 

Jerome  Chamovitz,  M.D. 

17  Beaver  Street,  Sewickley  15143 

Term  expires  1969 

Frederick  R.  Franke,  M.D. 

4800  Friendship  Avenue,  Pittsburgh  15224 

Term  expires  1967 


John  II.  Killough,  M.D. 

1025  Walnut  Street,  Philadelphia  19107 

Term  expires  1969 

Campbell  Moses,  Jr.,  M.D. 

3550  Terrace  St.,  Pittsburgh  15213 

Term  expires  1968 

( Consultants ) 

Robert  L.  Evans,  M.D. 

Director,  Professional  Services,  York  Hospital,  York 
17403. 

E.  Wayne  Martz,  Jr.,  M.D. 

4366  Colonial  Park  Drive,  Pittsburgh  15227. 

(Ex  Officio) 

J.  Everett  McClenahan,  M.D. 

McKeesport  Hospital,  McKeesport  15132. 

(President) 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

(Chairman,  Finance  Committee) 

LeRov  C.  Erickson 

Taylor  Bypass  and  Erford  Road,  Lemoyne  17043. 

( Executive  Director’s  Representative ) 

Staff  Assignment — Velma  L.  McMaster 

Discipline 

William  J.  Kelly,  M.D.,  Chairman 

721  Jenkins  Building,  Pittsburgh  15222. 

John  H.  Boal,  Jr.,  M.D. 

385  Second  Street,  Beaver  15009. 

Raymond  M.  Dorsch,  Jr.,  M.D. 

427  Cumberland  Street,  Lebanon  17042. 

Charles  B.  Hollis,  M.D. 

State  Board  of  Medical  Education  and  Licensure, 
Department  of  State,  Commonwealth  of  Pennsyl- 
vania, Box  2649,  Harrisburg  17105. 

Russell  E.  James,  M.D. 

335  Wyoming  Avenue,  Kingston  18704. 

William  Y.  Rial,  M.D. 

Ill  Dartmouth  Avenue,  Swarthmore  19081. 

Staff  Assignment — L.  Riegel  Haas 
Aid  to  Education 

W.  Benson  Harer,  M.D.,  Chairman 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221. 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

(Board  Representative) 

Staff  Assignment — Alex  H.  Stewart 
Medical  Benevolence 

E.  Roger  Samuel,  M.D.,  Chairman  ( Deceased ) 

103  North  Hickory  Street,  Mt.  Carmel  17851. 

Herman  A.  Fischer,  Jr.,  M.D. 

25  West  Ross  Street,  Wilkes-Barre  18702. 

Park  M.  Horton,  M.D. 

215  Church  Street,  New  Milford  18834. 

(Ex  Officio) 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102. 

( Secretary ) 

Staff  Assignment — Alex  H.  Stewart 
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Nominate  Delegates  and  Alternates  to  the  AMA 

John  B.  Montgomery,  M.D.,  Chairman 

1930  Chestnut  Street,  Philadelphia  19103 

Term  expires  1969 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102 

Term  expires  1968 

John  F.  Hartman,  Jr.,  M.D. 

Box  299,  St.  Vincent’s  Hospital,  Erie  16502 

Term  expires  1967 

Staff  Assignment — Alex  H.  Stewart 

Objectives 

Wilbur  E.  Flannery,  M.D.,  Chairman 

24  East  Grant  Street,  New  Castle  16101 

Term  expires  1968 

George  S.  Klump,  M.D.,  Vice-Chairman 

416  Pine  Street,  Williamsport  17701 

Term  expires  1967 

Daniel  H.  Bee,  M.D. 

561  Water  Street,  Indiana  15701 

Term  expires  1967 

William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221 

Term  expires  1969 

Allen  W.  Cowley,  M.D. 

1919  North  Front  Street,  Harrisburg  17102 

Term  expires  1968 

Herman  A.  Fischer,  Jr.,  M.D. 

25  West  Ross  Street,  Wilkes-Barre  18702 

Term  expires  1968 

W.  Benson  Harer,  M.D. 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 
Term  expires  1968 

Louis  W.  Jones,  M.D. 

314  East  South  Street,  Wilkes-Barre  18702 

Term  expires  1969 

Frank  R.  Kinsey,  M.D. 

Ridgewood,  Lewistown  17044 

Term  expires  1969 

Thomas  W.  McCreary,  M.D. 

Rochester  General  Hospital,  500  Pinney  Street, 

Rochester  15074 

Term  expires  1967 

Malcolm  W.  Miller,  M.D. 

Lankenau  Medical  Building,  Philadelphia  19151.  . . 
Term  expires  1968 

William  Y.  Rial,  M.D. 

Ill  Dartmouth  Avenue,  Swarthmore  19081 

Term  expires  1967 

Charles  K.  Rose,  Jr.,  M.D. 

2115  Hanover  Avenue,  Allentown  18103 

Term  expires  1969 

Sydney  E.  Sinclair,  M.D. 

Pennsylvania  Blue  Shield,  Tavlor  Bridge  Bypass, 

Camp  Hill  17011 

Term  expires  1967 

Joseph  N.  Tushin,  M.D. 

1116  Thirteenth  Avenue,  Altoona  16601 

Term  expires  1969 

Staff  Assignment — David  H.  Small 

Relationships  with  Allied  Professions 

Malcolm  W.  Miller,  M.D.,  Chairman 
412  Lankenau  Medical  Building,  Philadelphia  19150. 
Wendell  B.  Gordon,  M.D. 

550  Grant  Street,  Pittsburgh  15219. 


W.  Benson  Harer,  M.D. 

State  Road  and  Rogers  Avenue,  Upper  Darby  19082. 

Thomas  W.  McCreary,  M.D. 

Rochester  General  Hospital,  Rochester  15074. 

Edgar  W.  Meiser,  M.D. 

428  North  Duke  Street,  Lancaster  17602. 

Staff  Assignment — Robert  H.  Craig,  Jr. 

SPECIAL  COMMITTEES  OF  THE  SOCIETY 
General  Practice 

O.  K.  Stephenson,  M.D.,  Chairman 
New  Bloomfield  17068. 

David  J.  Keck,  M.D. 

7 East  Main  Street,  Fairview  16415. 

Edward  J.  Kowalewski,  M.D. 

115  North  Ninth  Street,  Akron  17501. 

Nancy  C.  Lamancusa,  M.D. 

836  South  Mill  Street,  New  Castle  16101. 

Frank  M.  Mateer,  M.D. 

5230  Centre  Avenue,  Pittsburgh  15232. 

Arthur  D.  Nelson,  M.D. 

898  Crestline  Drive,  Norristown  19422. 

Larue  Pepperman,  M.D. 

931  Arch  Street,  Williamsport  17705. 

(Consultant) 

William  G.  Mather,  Ph.D. 

Professor  of  Sociology,  The  Pennsylvania  State 
University,  University  Park  16802. 

Staff  Assignment — Richard  B.  McKenzie 

Study  Committees  and  Commissions 

Daniel  H.  Bee,  M.D.,  Chairman 
561  Water  Street,  Indiana  15701. 

Herman  A.  Fischer,  Jr.,  M.D. 

25  West  Ross  Street,  Wilkes-Barre  18702. 

Wilbur  E.  Flannery,  M.D. 

24  East  Grant  Street,  New  Castle  16101. 

Charles  J.  H.  Kraft,  M.D. 

Meshoppen  18630. 

Sydney  E.  Sinclair,  M.D. 

Pennsylvania  Blue  Shield,  Taylor  Bridge  Bypass, 
Camp  Hill  17011. 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 

( Board  Representative ) 

Staff  Assignment — LeRoy  C.  Erickson 

Study  Relations  Between  Medicine  and  Osteopathy 

William  A.  Sodeman,  M.D.,  Chairman 

Jefferson  Medical  College,  Philadelphia  19107. 
Raymond  C.  Grandon,  M.D. 

131  State  Street,  Harrisburg  17101. 

George  S.  Klump,  M.D. 

416  Pine  Street,  Williamsport  17701. 

Glen  R.  Leymaster,  M.D. 

Woman’s  Medical  College,  Philadelphia  19129. 

Russell  B.  Roth,  M.D. 

225  West  25th  Street,  Erie  16502. 

Jerome  J.  Rubin,  M.D. 

1332  Devereaux  Avenue,  Philadelphia  19111. 

(Ex  Officio) 

J.  Everett  McClenahan,  M.D. 

McKeesport  Hospital,  McKeesport  15132. 

( President ) 
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John  H.  Harris,  Sr.,  M.D. 

1301-A  North  Second  Street,  Harrisburg  17102. 

( President-Elect ) 

William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Roads,  West  Chester  19380. 
(Chairman,  Board  of  Trustees) 

A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107. 
(Consultant) 

Staff  Assignment — Robert  H.  Craig,  Jr. 

Medicine  and  Religion 

Robert  Poole.  HI,  M.D.,  Chairman 

419  North  Franklin  Street,  West  Chester  19380. 

Francis  M.  Dougherty,  M.D. 

606  West  Market  Street,  Pottsville  17901. 

I.  J.  Eisenberg,  M.D. 

2806  North  Green  Street,  Harrisburg  17110. 

Eugene  J.  Garvin,  M.D. 

533  South  46th  Street,  Philadelphia  19143. 

Janies  E.  Hadley,  M.D. 

8 Penn  Way,  Rayland  Park,  Oil  City  16301. 

Albert  L.  Ingram,  Jr.,  M.D. 

800  Outer  Dr.,  Harris  Acres,  State  College  16801. 

Russell  E.  James,  M.D. 

335  Wyoming  Avenue,  Kingston  18704. 

William  B.  Kiesewetter,  M.D. 

Children's  Hospital  of  Pittsburgh,  125  DeSoto  Street, 
Pittsburgh  15213.. 

Paul  T.  Poux,  M.D. 

Guys  Mills  16327. 

George  E.  Pugh,  M.D. 

615  Taylor  Avenue,  Scranton  18510. 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

Harold  L.  Wilt,  M.D. 

207  Union  Station  Building,  Brownsville  15417. 

( Consultants ) 

D.  Ray  Hostetter,  D.Ed. 

Messiah  College,  Grantham  17027. 

The  Rt.  Rev.  Msgr.  Martin  N.  Lohmuller,  J.C.D. 

4000  Derry  Street,  Harrisburg  17111. 

Rev.  Roderich  J.  Wagner 

900  S.  Arlington  Avenue,  Harrisburg  17109. 

Rabbi  Gerald  I.  Wolpe 

2611  North  Second  Street,  Harrisburg  17110. 

Staff  Assignment — LeRoy  C.  Erickson 

.ADMINISTRATIVE  COUNCILS 
Council  on  Governmental  Relations 


Paul  S.  Friedman,  M.D.,  Chairman 

1422  Chestnut  Street,  Philadelphia  19102. 

John  H.  Harris,  Jr.,  M.D.,  Vice-Chairman 
909  Glendale  Court,  Carlisle  17013. 

Robert  J.  Ayella,  M.D. 

J.  C.  Blair  Memorial  Hospital,  Huntingdon  16652. 
Robert  F.  Beckley,  M.D. 

341  Susquehanna  Avenue,  Lock  Haven  17745. 

D.  George  Bloom,  M.D. 

320  Market  Street,  Johnstown  15901. 

Raymond  R.  Curanzy,  M.D. 

39  East  Maple  Street,  Palmyra  17078. 


Luscian  W.  DiLeo,  M.D. 

1136  Linden  Street,  Allentown  18102. 

Stephen  M.  Hanson,  M.D. 

R.  D.  1,  Coatesville  19320. 

Richard  L.  Huber,  M.D. 

1736  Sanderson  Avenue,  Scranton  18509. 
William  R.  Hunt,  M.D. 

616  Evans  Avenue,  McKeesport  15132. 

George  W.  Shaffer,  M.  D. 

Dublin  18917. 

J.  Stanley  Smith,  M.D. 

4323  Crestview  Road,  Harrisburg  17112. 

G.  William  Weisser,  M.D. 

330  Grant  Street,  Pittsburgh  15219. 

(Ex  Officio  Without  Vote) 

Charles  K.  Rose,  Jr.,  M.D. 

2115  Hanover  Avenue,  Allentown  18103. 
(First  Vice-President) 

David  S.  Masland,  M.D. 

313  South  Hanover  Street,  Carlisle  17013. 
(Board  Representative) 

( Consultant) 

F.  Gregg  Ney,  M.D. 

104  East  Adams  Street,  Cochranton  16314. 
Staff  Assignment — Robert  H.  Craig,  Jr. 

Commission  on  Forensic  Medicine 

Stephen  M.  Hanson,  M.D.,  Chairman 
R.  D.  1,  Coatesville  19320. 

Daniel  T.  Erhard,  M.D. 

539  Snowball  Drive,  Levittown  19056. 
Herbert  J.  Levin,  M.D. 

587  McKean  Avenue,  Donora  15033. 

W.  Ralston  McGee,  M.D. 

30  Delaware  Avenue,  Uniontown  15401. 
James  M.  Smith,  M.D. 

Carlisle  Hospital,  Carlisle  17013. 

Ralph  J.  Staffer,  M.D. 

1039  Brookline  Boulevard,  Pittsburgh  15226. 
Stanley  M.  Stapinski,  M.D. 

80  West  Main  Street,  Glen  Lyon  18617. 
Clifford  H.  Urban,  M.D. 

Sacred  Heart  Hospital,  Norristown  19401. 

Staff  Assignment — Robert  H.  Craig,  Jr. 

Council  on  Medical  Service 


Harry  V.  Armitage,  M.D.,  Chairman 
400  East  13th  Street,  Chester  19013. 

William  A.  Barrett,  M.D.,  Vice-Chairman 
3708  Fifth  Avenue,  Pittsburgh  15213. 

Samuel  T.  Buckman,  M.D. 

70  South  Franklin  Street,  Wilkes-Barre  18701. 

Herman  Bush,  M.D. 

499  Third  Avenue,  Beaver  15009. 

Robert  P.  Dutlinger,  M.D. 

128  Locust  Street,  Harrisburg  17101. 

Rudolph  K.  Glocker,  M.D. 

701  Main  Street,  Royersford  19468. 

Edmund  L.  Housel,  M.D. 

255  South  17th  Street,  Philadelphia  19103. 

Robert  II.  Kough,  M.D. 

Red  Oak  Drive,  R.  D.  4,  Danville  17821. 
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Matthew  Marshall,  Jr.,  M.D. 

509  Peoples  East  End  Building,  Pittsburgh  15206. 

J.  Eugene  Ruben,  M.D. 

215  Fairview  Road,  Narberth  19072. 

Robert  G.  Stevens,  M.D. 

777  Rural  Avenue,  Williamsport  17702. 

Ralph  M.  Weaver,  M.D. 

1323  North  Main  Street,  Butler  16001. 

E.  Buist  Wells,  M.D. 

233  West  Eighth  Street,  Erie  16501. 

(Ex  Officio  Without  Vote) 

Orlo  G.  McCoy,  M.D. 

Box  195,  Canton  17724. 

( Second  Vice-President ) 

Robert  S.  Sanford,  M.D. 

12  North  Main  Street,  Mansfield  16933. 

(Board  Representative) 

Staff  Assignment — Richard  L.  Sloan 

Commission  of  Health  Facility  Planning 

Matthew  Marshall,  Jr.,  M.D.,  Chairman 

509  Peoples  East  End  Building,  Pittsburgh  15206. 
Richard  A.  Kern,  M.D. 

3401  N.  Broad  Street,  Room  102,  Philadelphia  19140. 
Clarence  J.  McCullough,  M.D. 

628  Washington  Trust  Building,  Washington  15301. 
John  A.  Hampsey,  M.D. 

35  East  Elizabeth  Avenue,  Bethlehem  18018. 

John  P.  McGowan,  M.D. 

Knapps  Road,  Clarks  Summit  18411. 

George  R.  Moffitt,  Jr.,  M.D. 

2447  North  Third  Street,  Harrisburg  17110. 

Harold  J.  McLaren,  Jr.,  M.D. 

225  West  25th  Street,  Suite  204,  Erie  16502. 

Staff  Assignment — Richard  L.  Sloan 

Commission  on  Hospital  Relations 
J.  Eugene  Ruben,  M.D.,  Chairman 
215  Fairview  Road,  Narberth  19072. 

Raymond  C.  Davis,  M.D. 

103  Erie  Avenue,  Susquehanna  18847. 

Harry  D.  Lykens,  M.D. 

253  Easterly  Parkway,  State  College  16801. 

Robert  A.  Schein,  M.D. 

700  Broadway,  McKees  Rocks  15136. 

John  F.  Whitehill,  Jr.,  M.D. 

R.  D.  2,  Lewistown  17044. 

Staff  Assignment — Richard  L.  Sloan 

Commission  on  Fees 

Urology:  William  A.  Barrett,  M.D.,  Chairman 
3708  Fifth  Avenue,  Pittsburgh  15213. 

Allergy:  A.  Harvey  Simmons,  M.D. 

240  North  36th  Street,  Camp  Hill  17011. 
Anesthesiology:  J.  Eugene  Ruben,  M.D. 

215  Fairview  Rd.,  Narberth  19072. 

Dermatology:  Hugh  M.  Crumay,  M.D. 

115  State  Street,  Harrisburg  17101. 

General  Practice:  James  H.  Allison,  M.D. 

508  Washington  Street,  Gettysburg  17325. 

Internal  Medicine:  Jerome  Chamovitz,  M.D. 

17  Beaver  Street,  Sewickley  15143. 

Neurosurgery:  George  A.  Lyon,  M.D. 

522  W.  Fourth  Street,  Williamsport  17701. 
Obstetrics  and  Gynecology:  John  R.  Loughead,  Jr., 

M.D. 

125  Stein  Lane,  Lewisburg  17837. 


Ophthalmology:  Herbert  J.  Bacharach,  M.D. 

1212  Turnpike  Avenue,  Clearfield,  16830. 

Orthopedics:  S.  Richard  Kaplan,  M.D. 

Graduate  Med.  Bldg.,  Suite  304,  419  S.  19th  Street, 
Philadelphia  19146. 

Otolaryngology:  C.  Fremont  Hall,  M.D. 

130  Nutt  Road,  Phoenixville  19460. 

Pathology:  F.  Wells  Brason,  M.D. 

Laboratory,  Harrisburg  Hospital,  Harrisburg  17101. 
Pediatrics:  Gordon  A.  Kagen,  M.D. 

224  North  Fifth  Street,  Reading  19601. 

Physical  Medicine  and  Rehabilitation:  Robert  G. 

Stevens,  M.D. 

777  Rural  Avenue,  Williamsport  17702. 

Plastic  Surgery:  William  L.  White,  M.D. 

3500  Fifth  Avenue,  Pittsburgh  15213. 

Proctology:  Peter  V.  Martin,  M.D. 

Oak  Hurst  Road,  Center  Valley  18034. 

Psychiatry:  H.  Keith  Fischer,  M.D. 

School  Lane  House,  A-110,  5450  Wissahickon  Ave- 
nue, Philadelphia  19144. 

Radiology:  Elliott  C.  Lasser,  M.D. 

Presbyterian  University  Hospital,  Pittsburgh  15213. 
Surgery:  H.  Taylor  Caswell,  M.D. 

3401  N.  Broad  Street,  Philadelphia  19140. 

Thoracic  Surgery:  Edward  M.  Kent,  M.D. 

Grubbs  Road,  R.  D.  1,  Wexford  15090. 

Staff  Assignment — Richard  L.  Sloan 

Council  on  Public  Service 

John  F.  Hartman,  Jr.,  M.D.,  Chairman 

Box  299,  St.  Vincent’s  Hospital,  Erie  16502. 

Edward  C.  Raffensperger,  M.D.,  Vice-Chairman 

Hospital  of  the  University  of  Pennsylvania. 

3400  Spruce  Street,  Philadelphia  19104. 

R.  William  Alexander,  M.D. 

542  Elm  Street,  Reading  19601. 

Walter  I.  Buchert,  M.D. 

Geisinger  Medical  Center,  Danville  17821. 

Kenneth  L.  Cooper,  M.D. 

230  Dunbar  Road,  Williamsport  17702. 

James  B.  Donaldson,  M.D. 

421  Meadowbrook  Road,  St.  Davids  19089. 

Leo  C.  Eddinger,  M.D. 

633  North  Fourth  Street,  Allentown  18102. 

Wilson  C.  Everhart,  M.D. 

106  State  Street,  Harrisburg  17101. 

Leroy  A.  Gehris,  M.D. 

808  North  Third  Street,  Reading  19601. 

Charles  J.  H.  Kraft,  M.D. 

Meshoppen  18630. 

Arthur  E.  Pollock,  M.D. 

1217  14th  Avenue,  Altoona  16601. 

Jack  C.  White,  M.D. 

108  East  Biddle  Street,  West  Chester  19380. 

Ralph  C.  Wilde,  M.D. 

3500  Fifth  Avenue,  Pittsburgh  15213. 

(Ex  Officio  Without  Vote) 

F.  Gregg  Ney,  M.D. 

104  East  Adams  Street,  Cochranton  16314 
(Third  Vice-President) 

Cyrus  B.  Slease,  M.D. 

183  South  Jefferson  Street,  Kittanning  16201. 

( Board  Representative ) 

Staff  Assignment — Dane  S.  Wert 
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Commission  on  Disaster  Medical  Care 

Jack  C.  White,  M.D.,  Chairman 

108  East  Biddle  Street,  West  Chester  19380. 

John  Sparks  Chaffee,  M.D. 

820  Sassafras  Street,  Erie  16501. 

John  A.  Hampsey,  M.D. 

35  East  Elizabeth  Avenue,  Bethlehem  18018. 
Francis  C.  Jackson,  M.D. 

Veterans  Administration  Hospital,  University  Drive, 
Pittsburgh  15240. 

Charles  L.  Leedham,  M.D. 

P.  O.  Box  90,  Harrisburg  17120. 

Robert  F.  Norris,  M.D. 

University  of  Pennsylvania  Hospital 
3400  Spruce  Street,  Philadelphia  19104. 

Staff  Assignment — John  A.  Price 

Commission  on  Rural  Health 

Charles  J.  H.  Kraft,  M.D.,  Chairman 
Meshoppen  18630. 

Samuel  S.  Morrison,  M.D. 

R.  D.  6,  Danville  17821. 

F.  Gregg  Ney,  M.D. 

104  East  Adams  Street,  Cochranton  16314. 

O.  K.  Stephenson,  M.D. 

East  Main  Street,  New  Bloomfield  17068. 

Ethan  L.  Trexler,  M.D. 

15  South  Franklin  Street,  Fleetwood  19522. 

Arthur  R.  Wilson,  M.D. 

105  East  Main  Street,  Dayton  16222. 

Staff  Assignment — L.  Riegel  Haas 

Council  on  Scientific  Advancement 

Raymond  C.  Grandon,  M.D.,  Chairman 
131  State  Street,  Harrisburg  17J01. 

James  A.  Collins,  Jr.,  M.D.,  Vice-Chairman 
Geisinger  Medical  Center,  Danville  17821. 

Dominic  A.  Donio,  M.D. 

528  Washington  Street,  Allentown  18102. 

Richard  B.  Eisenberg,  M.D. 

St.  Vincent’s  Hospital,  Erie  16502. 

Joseph  T.  Freeman,  M.D. 

8-A  Rittenhouse  Plaza,  Philadelphia  19103. 

John  M.  Keller,  M.D. 

Geisinger  Medical  Center,  Danville  17821. 

Charles  M.  Kutz,  M.D. 

349  Main  Street,  Brookville  15825. 

Mark  R.  Leadbetter,  M.D. 

Merck  & Co.  Inc.,  Danville  17821. 

Richard  B.  Magee,  M.D. 

501  Harvard  Avenue,  Altoona  16601. 

Frank  II.  Ridgley,  M.D. 

415  Franklin  Street,  West  Chester  19380. 

Ralph  K.  Shields,  M.D. 

35  East  Elizabeth  Avenue,  Bethlehem  18018. 

F.  William  Sunderman,  M.D. 

1833  Delancey  Place,  Philadelphia  19103. 

Charles  F.  Taylor,  M.D. 

713  East  Market  Street,  York  17403. 

(Ex  Officio  Without  Vote) 

Charles  A.  Bikle,  M.D. 

19  North  Fifth  Avenue,  Chambersburg  17201. 
(Fourth  Vice-President) 


George  A.  Rowland,  M.D. 

101  State  Street,  Millville  17846. 

( Board  Representative ) 

Staff  Assignment — Richard  B.  McKenzie 
Commission  on  Chronic  Illness  and  Geriatrics 
Joseph  T.  Freeman,  M.D.,  Chairman 

8-A  Rittenhouse  Plaza,  Philadelphia  19103. 

Albert  D.  Bender,  M.D. 

2342  South  Sixth  Street,  Philadelphia  19148. 

Ralph  S.  Blasiole,  M.D. 

506  West  Main  Street,  Monongahela  15063. 

Andrew  B.  Fuller,  M.D. 

121  University  Place,  Pittsburgh  15213. 

Gerard  P.  Hammill,  M.D. 

John  J.  Kane  Hospital,  Pittsburgh  15216. 

Guy  L.  Kratzer,  M.D. 

1447  Hamilton  Street,  Allentown  18102. 

Staff  Assignment — Sam  C.  Price 

Commission  on  Drug  Addiction  and  Alcoholism 

Charles  M.  Kutz,  M.D.,  Chairman 
349  Main  Street,  Brookville 
Anthony  J.  Cummings,  M.D. 

1421  Pittston  Avenue,  Scranton. 

C.  Nelson  Davis,  M.D. 

523  Howe  Road,  Merion  Station. 

Carmela  F.  deRivas,  M.D. 

Norristown  State  Hospital,  Norristown 
Samuel  B.  Hadden,  M.D. 

135  South  19th  Street,  Philadelphia. 

Patrick  J.  McDonough,  M.D. 

635  Stanwix  Street,  Pittsburgh  15222. 

Staff  Assignment — Charles  G.  Appleby,  Jr. 

Commission  on  Environmental  Health 

F.  William  Sunderman,  M.D.,  Chairman 
1833  Delancey  Place,  Philadelphia  19103. 

A.  L.  Chapman,  M.D. 

603  Health  and  Welfare  Building,  Philadelphia  17102. 
Richard  I.  Darnell,  M.D. 

North  Main  Street,  New  Hope  18938. 

Matthew  R.  Hadley,  M.D. 

1500  Fifth  Avenue,  McKeesport  15132. 

D.  Stewart  Polk,  M.D. 

West  Montgomery  Avenue,  Rosemont  19010. 

Walter  G.  Vernon,  M.D. 

319  Prussian  Lane,  Wayne  19087. 

Staff  Assignment — Charles  G.  Appleby,  Jr. 

Commission  on  Maternal  and  Child  Health 

John  M.  Keller,  M.D.,  Chairman 

Geisinger  Medical  Center,  Danville  17821. 

Eugene  A.  Conti,  M.D. 

519  Highland  Avenue,  Pittsburgh  15206, 

Thomas  F.  Fletcher,  M.D. 

3028  Market  Street,  Camp  Hill  17011. 

R.  Marvel  Keagy,  M.D. 

1205  14th  Avenue,  Altoona  16601. 

Frances  C.  Schaeffer,  M.D. 

254  North  St.  Cloud  Street,  Allentown  18104. 

Paul  L.  Shallenberger,  M.D. 

Guthrie  Clinic  Ltd.,  Sayre  18840. 

Staff  Assignment — Sam  C.  Price 

Commission  on  Medical  Education 

Dominic  A.  Donio,  M.D.,  Chairman 

528  Washington  Street,  Allentown  18102. 
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Robert  M.  Bucher,  M.D. 

3950  Vaux  Street,  Philadelphia  19129. 

Eugene  A.  Curtin,  M.D. 

Medical  Arts  Building,  Scranton  18503. 

Daniel  W.  Elliott,  M.D. 

West  Penn  Hospital,  Pittsburgh  15224. 

Arthur  D.  Nelson,  M.D. 

898  Crestline  Drive,  Blue  Bell  19422. 

Joseph  M.  Stowell,  M.D. 

Blair  Medical  Center,  501  Howard  Avenue,  Altoona 
16601. 

Edward  G.  Torrance,  M.D. 

678  Burmont  Road,  Drexel  Hill  19026. 

( One  vacancy ) 

Staff  Assignment — Charles  G.  Appleby,  Jr. 

Commission  on  Mental  Health 

Charles  F.  Taylor,  M.D.,  Chairman 
713  East  Market  Street,  York  17403. 

William  P.  Camp,  M.D. 

200  Hughes  Road,  King  of  Prussia  19406. 

John  E.  Davis,  Jr.,  M.D. 

Jefferson  Medical  College,  1025  Walnut  Street, 
Philadelphia  19107. 

Rex  A.  Pittenger,  M.D. 

3601  Fifth  Avenue,  Pittsburgh  15213. 

Benjamin  Schneider,  M.D. 

123  East  Market  Street,  Danville  17821. 

Staff  Assignment — Charles  G.  Appleby,  Jr. 

Commission  on  Occupational  Health 

Mark  R.  Leadbetter,  M.D.,  Chairman 

Merck  & Co.,  Inc.,  R.  D.  4,  Danville  17821. 

Edward  I.  Geller,  M.D. 

1027  North  19th  Street,  Allentown  18104. 


Donald  W.  LaVan,  M.D. 

4906  Wyndale  Avenue,  Philadelphia  19131. 

Edward  M.  Sivick,  M.D. 

2157  Market  Street,  Camp  Hill  17011. 

Harry  Wagenheim,  M.D. 

1822  Spruce  Street,  Philadelphia  19103. 

James  R.  Weddell,  M.D. 

Medical  Director,  Clairton  Works,  Clairton  15025. 
Staff  Assignment — Sam  C.  Price 

Commission  on  Sports  Injury 

James  A.  Collins,  Jr.,  M.D.,  Chairman 

Geisinger  Medical  Center,  Danville  17821. 

John  Dickenson,  M.D. 

M.D.  Building,  1501  Locust  Street,  Pittsburgh  15219. 
Harry  Fields,  M.D. 

133  South  36th  Street,  Philadelphia. 

Richard  J.  Patterson,  M.D. 

232  State  Street,  Harrisburg  17101. 

Ralph  N.  Dougherty,  M.D. 

806  Peoples’  Bank  Building,  McKeesport. 

( One  vacancy ) 

Staff  Assignment — Sam  C.  Price 

Commission  on  Traffic  Safety 

Frank  H.  Ridgley,  M.D.,  Chairman 

415  North  Franklin  Street,  West  Chester  19380. 

J.  Stanley  Smith,  M.D. 

4323  Crestview  Road,  Harrisburg  17112. 

Donald  M.  Blatchley,  M.D. 

225  Professional  Building,  Greensburg. 

Arthur  H.  Keeney,  M.D. 

Wills  Eye  Hospital,  1601  Spring  Garden  Street, 
Philadelphia  19130. 

(Two  vacancies) 

Staff  Assignment — Sam  C.  Price 


169th  ANNUAL  MEETING  OF 
THE  MEDICAL  AND  CHIRURGICAL  FACULTY 
OF  THE  STATE  OF  MARYLAND 

April  19,  20,  21 
The  Alcazar,  Baltimore 


During  the  Annual  Meeting,  scien- 
tific papers  on  a variety  of  medical 
subjects  will  be  presented  by  Edgar 
S.  Gordon,  M.D.;  Walter  L.  Henry, 
Jr.,  M.D.;  Philip  R.  Lee,  M.D.; 
Richard  E.  Palmer,  M.D.;  Milford 
O.  Rouse,  M.D.;  and  John  W.  Walsh, 
M.D.  One  session  will  be  devoted  to 
a kidney  symposium,  at  which  Ervin 
A.  Gombos,  M.D.,  will  speak  on  Clin- 
ical Problems  Associated  with  Chronic 
Dialysis,  and  Joseph  H.  Holmes,  M.D., 
will  speak  on  the  Medical  Problems 
Associated  with  Renal  Transplanta- 
tion. 


ROUND  TABLE  LUNCHEON 

On  Wednesday,  April  19,  there  will 
be  a Round  Table  Luncheon  held  at 
the  One  West  restaurant.  There  will 
be  25  tables,  with  a different  subject 
discussed  at  each. 

PRESIDENTIAL  DINNER 

The  annual  Reception  and  Presiden- 
tial Dinner  will  be  held  at  the  Shera- 
ton-Belvedere  Hotel  on  Thursday, 
April  20.  There  will  be  professional 
entertainment  followed  by  dancing. 

HEALTH  EVALUATION  TESTS 

Again  this  year  the  Health  Evalua- 


tion Tests  will  be  available  to  physi- 
cians, at  the  Alcazar,  during  all  three 
days  of  the  Meeting.  Be  sure  to  take 
advantage  of  this  service  being  offered 
to  the  members  of  the  Faculty. 

Pennsylvania  physicians  are  invited 
to  attend.  There  is  no  registration  fee 
and  study  hour  credits  will  be  given 
by  the  Academy  of  General  Practice. 
For  a detailed  program  write  or  call: 
John  Sargeant,  Executive  Secretary 
Medical  and  Chirurgical  Faculty  of 
the  State  of  Maryland 
1211  Cathedral  Street 
Baltimore,  Maryland  21201 
Telephone  (301)  539-0872 
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NorinyL,«s 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. I'3-7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.- mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Fee 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48  529  (Mar  ) 1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif..  July  15,  1965  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0 Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W..  and  Aranda  - Rosell,  A Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher.  J.  W.,  Moses. 
L.  E , and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8 Kempers.  R.  D : GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H W , Mar- 
ti nez-M  ana  ulou,  J.,  and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  It.  Flowers,  C.  E..  Jr.  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W Appl  Ther  6:503  (June)  1964  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188: 1 115  (June  29)  1964.  15.  Merritt,  R.  I : Appl  Ther 
6:427  (May)  1964  16.  Newland,  D.  0 : Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Wanted — House  Physician  for  201- 
bed  General  Hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Pittsburgh  Area — Child  Psychia- 
trists and  Staff  Physicians  for  recently 
opened  State  Institution  half  an  hour’s 
drive  from  Pittsburgh,  Pa.;  oppor- 
tunity to  participate  in  establishing 
ambitious  programs  for  200  emotion- 
ally disturbed  children  and  600  re- 
tardates; all  positions  under  State  Civil 
Service  with  all  its  benefits;  licensure 
in  Pennsylvania  required.  Salary: 
Child  Psychiatrists— $ 1 7,839.-$2 1 ,672, 
depending  on  experience  and  qualifi- 
cations; Staff  Physicians — $14,657.- 
$17,839,  depending  on  experience  and 
qualifications.  Inquire  and  send  curric- 
ulum vitae  to:  Sidney  Kaplan,  M.D., 
Acting  Superintendent,  Western  State 
School  and  Hospital,  333  Curry  Hill 
Road,  Canonsburg,  Pennsylvania 
15317. 

Wanted — Pennsylvania  licensed 
Medical  Doctor  to  handle  medical 
duties  for  Boy  Scout  Camp  from  June 
25  to  August  24,  1967.  Lovely  apart- 
ment and  meals  furnished  for  Doctor 
and  family.  Fully-equipped  Health 
Lodge  at  modern  camp  in  beautiful, 
cool,  Pocono  Mountains.  Contact: 
Jack  Stein  or  Wilford  Short,  Val- 
ley Forge  Council,  BSA,  Valley  Forge, 
Penna.  MU  8-6900. 

Physicians  Wanted — Male  and  Fe- 
male, Licensed  for  children’s  camps. 
July-August.  Good  salary,  free  place- 
ment. 350  member  camps.  Write 
Department  P,  Association  Private 
Camps,  55  West  42nd  Street,  New 
York,  New  York  10036 — Phone:  212 
OX  5-2656. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  General  Medicine,  Internal  Medi- 
cine (particularly  Diabetes  and  Cardi- 
ology), Pediatrics.  Contact,  A.  W. 
Mayer,  Administrator,  The  Titusville 
Hospital,  Titusville,  Pa.  Area  Code 
814-822-2291. 


General  Practitioner — To  associate 
with  well-established  practitioner  in 
South  Central  Pennsylvania.  Early 
partnership.  Hospital  appointments 
available.  J.  W.  Allwein,  M.D.,  51 
Parsonage  Street,  Newville,  Pa.  Phone: 
717-776-3215. 

Camp  Physician — Spend  a delight- 
ful month  at  Pocono  Highland  Camps 
for  children  (in  the  Poconos),  the 
ultimate  in  private  camping.  Superb 
medical  facilities;  3 R.N.s.  Special 
arrangements  for  your  family.  Write: 
6528  Castor  Avenue,  Philadelphia, 
Pa.  19149.  Telephone:  1-215-PI  5- 

5138. 

Wanted:  House  Physician — Penn- 

sylvania license  for  100  bed  general 
hospital,  suburban  Philadelphia.  Im- 
mediate opening.  Salary  open.  Con- 
tact: Administrator,  Haverford  Hos- 
pital, Havertown,  Pa. 

Physicians  Wanted — Interested  in 
State  Hospital  employment.  Salary 
commensurate  with  training.  Begin- 
ning $16,000  plus.  In  heart  of  deer 
hunting,  skiing  country.  Contact: 
Superintendent,  Torrance  State  Hos- 
pital, Torrance,  Pa.  15779. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  w'ith 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

Psychiatric  Residency  Training — 2- 

year  approved — Third  year  in  Univer- 
sity connected  Psychiatric  Institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  License  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital.  Danville,  Pa 
17821. 

General  Practitioners  Needed — Im- 
mediate need  for  three  practitioners 
in  this  area.  Apply  to  Administrator, 
Grove  City  Hospital,  Grove  City, 
Pennsylvania,  Attention:  Mr.  Cardon 
C.  Clegg,  Administrator. 

Physician — With  Pennsylvania  li- 
cense for  daytime  coverage  of  accident 
ward  beginning  July  1.  Salary  open. 
Contact:  Administrator,  St.  Agnes 
Hospital,  Philadelphia,  Pa.  HO  5-2500. 


Industrial  Physician — The  Reading 
Railroad  has  openings  in  its  medical 
department  for  physicians  interested 
in  all  facets  of  medicine.  Salary  and 
fringe  benefits  (life  insurance,  retire- 
ment plan,  etc.).  For  interviews,  send 
resume  to  M.  M.  Medvene,  M.D., 
Room  350,  Reading  Terminal,  Phila- 
delphia, Pa.  19107. 

Physician — Philadelphia-based  com- 
pany has  immediate  opening  in  its 
medical  department  in  Eastern  Penn- 
sylvania, on  a full-time  basis.  Salary 
and  liberal  benefits;  pleasant  work  and 
surroundings.  Excellent  opportunity. 
For  full  details,  submit  qualifications 
— Write  Department  481,  Pennsyl- 
vania Medicine. 


RESIDENCIES  AVAILABLE 


Newly  developed  psychoanalytically 
oriented  psy  chiatric  residencies  avail- 
able at  1st,  2nd  and  3rd  year  levels 
starting  July  1,  1967  at  the  Woman’s 
Medical  College  of  Pennsylvania,  3300 
Henry  Avenue,  Philadelphia,  Pennsyl-  \ 
vania  19129.  This  program  has  been  1 
approved  by  the  American  Medical 
Association  and  American  Board  of 
Psychiatry  and  Neurology  for  three 
years  clinical  and  didactic  training  in 
psychiatry,  as  preparation  and  quali- 
fication for  Boards.  Training  program  1 
under  direction  of  O.  Eugene  Baum,  !| 
M.D.,  400-bed  general  hospital  for 
consultation,  emergency  service,  psy- 
chosomatic problems,  out-patient  clin- 
ics, etc.  In-patient  psychiatric  service 
at  adjacent  Eastern  Pennsylvania  Psy- 
chiatric Institute;  research  as  well  as 
treatment  oriented,  including  out-pa- 
tient, day  care,  etc.  Child  psychiatry 
under  Selma  Kramer,  M.D.,  integrated 
into  total  program.  Conferences  and 
individual  supervision  by  analytically 
trained  and  Board  certified  staff.  Ex- 
cellent program  in  neurosciences  un- 
der direction  of  Chairman  of  Depart- 
ment. Opportunity  for  personal  analy- 
sis and  psychoanalytic  training.  Open 
to  men  and  women.  For  further  de- 
tails and  application,  write  Leo  Ma- 
dow.  M.D.,  Chairman.  Department  ol 
Psychiatry  and  Neurology. 
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PRACTICES  AVAILABLE 


Modernized  home  with  attached  of- 
fice; serving  York  area;  Open-staff 
hospital;  terms  negotiable;  Purchaser, 
at  no  extra  cost,  will  take  over  active, 
established,  General  Practice,  with  ex- 
cellent earnings;  will  introduce.  Going 
to  graduate  school,  July,  1967.  Write 
Department  496,  Pennsylvania  Med- 
icine. 


Active  General  Practice  available 
in  Central  area  of  Pennsylvania.  Can 
introduce.  Well-equipped  office  and 
furnished  apartment.  Retiring  after 
38  years.  Possession  immediate,  if  de- 
sired. Two  modern  hospitals.  Write 
Department  495,  Pennsylvania  Med- 
icine. 

Active  Practice  Available — Luxuri- 
ous office-home  combination  for  rent 
or  sale.  1 5 minutes  from  Philadelphia. 
Very  rapidly  growing  area.  Please 
Write  Department  494,  Pennsylvania 
Medicine. 


POSITIONS  WANTED 


Pathologist,  43;  Certified  P.A.-C.P. 
University  trained.  Experienced  Di- 
rector. Seeks  directorship  or  associa- 
tion. Prefer  Eastern  Pennsylvania  or 
New  Jersey.  Write  Department  490, 
Pennsylvania  Medicine. 

Physician — Semi-retired  but  vigor- 
ous, wishes  to  assist  busy  Internist 
several  days  a week;  special  experi- 
ence in  Allergy  and  some  Internal 
Medicine.  Preferably  within  60  miles 
of  Philadelphia.  Write  Department 
497,  Pennsylvania  Medicine. 

Medical  Secretary  available  for  posi- 
tion. Graduated  1966  from  Maryland 
Medical  Secretarial  School,  Hagers- 
town. Typing  speed — 50  wpm.  Short- 
hand speed — 80  wpm.  Write  or  call 
Miss  Sandra  L.  Manola,  1322  Spring 
Road,  Carlisle,  Pa.  (717)  249-2511. 

Otolaryngologist — Urgently  needed 
to  relieve  EENT  physician;  Monessen 
— steel  town  30  miles  south  of  Pitts- 
burgh, Pennsylvania.  Work  drawn 
from  combined  population  of  100,000 
people  in  valley.  Formerly  served  by 
eight  EENT  men;  have  all  retired 
but  myself.  Salary  $18,000.  Write: 
Charles  H.  Dow,  M.D.,  529  Schoon- 
maker  Avenue,  Monessen,  Pennsyl- 
vania 15062. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  np  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medicine.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medicine,  Taylor  By-Pass  and 
Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  re- 
ject or  modify  copy  to  conform  with  publication  rnles. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


medical  complications  of  pregnancy 

A Two -Day  Symposium  Cooperatively  Sponsored  By 

JEFFERSON  MEDICAL  COLLEGE 
and 

PENNSYLVANIA  STATE  UNIVERSITY 

The  purpose  of  this  program  is  to  place  in  proper  prospective  the  influence  of  various  systemic 
diseases  on  the  obstetric  patient.  The  influence  of  cardio  pulmonary  disease,  abnormalities  of  car- 
bohydrate metabolism,  pulmonary  function,  will  be  discussed  and  emphasized.  The  role  of  bacterial 
and  viral  diseases  on  both  pregnancy  and  fetus  will  be  discussed.  The  program  will  be  geared  so  as 
to  allow  both  the  obstetrician  who  is  responsible  for  the  pregnant  patient,  and  the  internist,  who 
usually  sees  the  patient  in  consultation  to  participate  in  the  dialogue  regarding  their  common  inter- 
ests in  the  pregnant  patient  who  has  medical  complications. 

FRIDAY  and  SATURDAY,  MARCH  31,  APRIL  1,  1967 

Jefferson  Medical  College 

1025  Walnut  Street,  Philadelphia 

Reservations: 

Robert  M.  Way 

Penn  State  Continuing  Education 
1619  Cloverly  Lane 
Abington,  Pa.  19001 


[ARCH,  1967 


For  Further  Information: 
John  H.  Killough,  Ph.D.,  M.D. 
Alvin  F.  Goldfarb,  M.D. 
Jefferson  Medical  College 
1025  Walnut  Street 
Philadelphia,  Pa.  19107 
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In  My  Opinion 


• • 


A Prescription 
for  Retirement 

Retirement  is  often  approached  with  dread,  as  if  it  were  a fearsome 
disease.  And.  like  a disease,  retirement — whether  forced  by  age 
limit  or  occasioned  by  illness — can  exact  a disheartening  toll. 
The  person  who,  while  working,  was  productive  and  vital  seems  to 
deteriorate  into  a lifeless  shell.  He  falls  apart,  of  a sudden,  like 
the  famous  one-horse  shay. 

It  especially  saddens  me  to  see  this  happen  to  my  physician  friends, 
as  I do  frequently.  By  his  very  profession,  a physician  is  accustomed 
to  devoting  himself  to  people  who  need  him.  To  realize  that  he  is 
no  longer  able  or  permitted  to  serve  is  a confrontation  that  can  shorten 
his  life,  or  at  least  destroy  its  essence,  which  is  another  way  of  saying 
the  same  thing.  Unlike  Rabbi  Ben  Ezra,  in  Browning’s  famous  poem, 
he  has  not  found  the  means  to  make  his  later  life  “the  best  yet  to 
be.” 

My  personal  prescription  is  far  from  original,  but  perhaps  worth 
sharing.  Like  all  situations  for  which  there  is  no  specific  panacea, 
each  reader  is  entitled  to  his  own  assessment  of  it.  My  prescription: 
be  an  amateur.  Learn  to  paint,  take  up  cooking,  build  a fence,  lay 
a flagstone  patio.  Absorb  yourself  in  a chosen  activity  with  a passion. 
Amateurity,  properly  practiced,  is  healing  to  a bruised  psyche  and 
does  wonders  for  blood  pressure. 

I can’t  extol  the  virtues  of  philately  or  wood-working,  for  I am 
not  familiar  with  these  pastimes.  But  1 can  tell  you  about  the  joy 
I derive  from  my  own  brand  of  amateurity  and  how  I came  to  select  it. 

I’m  an  “amateur  violinist.”  All  my  adult  life,  and  especially  since 
I am  semi-retired,  I have  found  it  relaxing  beyond  measure  to  lay 
aside  the  cares  of  the  physician  and  make  music  with  congenial 
friends.  In  my  younger  days,  popular  themes  appealed  to  me.  Now 
it  is  quartets  and  chamber  music.  Whether  my  quartet-mates’  opinions 
of  my  skill  and  mine  of  their’s  are  laudatory  do  not  concern  any 
of  us.  We  gather  in  a circle,  adjust  the  music  stands,  pick  up  the 
instruments,  and  begin.  For  about  four  hours  we  fiddle  busily, 
soothing  the  soul  and  renewing  the  body  through  the  mutual  creation 
of  music.  Happiness  and  inner  release  are  our  sole  objectives. 
Achieving  them  is  our  only  goal. 

Part  of  the  exhilaration  stems  from  the  sparking  conversation 
we  have  between  pieces— the  discussions  of  composers’  lives,  triumphs, 
and  tragedies;  the  hot  debates  about  who  are  the  best  performers  on 
different  instruments;  the  merits  of  sundry  instruments  and  bows. 
All  of  these  topics  are  blissfully  remote  from  the  realm  of  medicine. 
When  the  evening  is  over,  the  four  in  the  quartet  are  refreshed  and 
more  ready  to  face  the  inanities  of  the  world. 

I would  advise  but  one  note  of  caution.  No  matter  how  proficient 
you  become  at  what  you’ve  chosen,  or  how  strongly  your  friends 
urge  you  to  do  so,  don’t  over-step  the  line  of  amateurity  into  pro- 
fessionalism. Stay  an  amateur.  Competitiveness  defeats  the  good 
qualities  of  the  prescription. 

Amateurity  can  embrace  other  fields  than  music,  of  course.  If  you 
have  always  had  a hobby,  pursue  it  more  vigorously  in  your  expanded 
leisure  time.  If  not,  take  one  up,  no  matter  what  your  age.  If  you 
do  it  badly,  don't  give  it  a second  thought;  the  true  amateur  doesn’t 
care  if  he  does  things  badly.  His  motive  is  pure  enjoyment,  and 
that  alone.  He  leaves  perfection  to  professionals  to  worry  about — 
and  they  do,  for  their  livelihood  depends  upon  it. 

J.  Gershon-Cohen,  M.D.  Philadelphia,  Pennsylvania 
Excerpted  from  Philadelphia  Medicine,  lanuary  20,  1967. 
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Well  Done 

Day  by  day  we  see  the  facts 
Lungs  that  collapse  and  kinks  in  backs 
Cancerous  sores  on  throat  and  lip 
Mystery  growths  on  head  and  hip 

We  doodle,  twitch  and  pull  our  hair 
We  chew  our  nails  ’till  nothing’s  there 
Our  nerves  are  frazzed,  our  minds  near 
snap 

The  world  moves  fast:  a whirling  trap 
The  pace  is  such  your  blood  can  boil 
All  know  today  is  filled  with  toil 
No  Shangri-La  for  us  this  life 
So  find  a way  to  conquer  strife. 

The  cigarette! 

Invented  surely  by  the  devil 
This  weed  has  all  in  mixed  upheavel 
Shreds  of  brown  in  paper  white 
Light  one — you’ll  die  before  the  night 

Keep  health  and  fingernails  awhile 
Face  good  friends  with  glowing  smile 
The  key  to  all — please  don’t  forget 
When  things  get  tough  your  cigarette 

This  planned  attack  on  stress  succeeds 
And  calm  you'll  climb  on  tranquil 
great  deeds 

Then  one  day  soon  friends’  tongues 
will  bob 

“Ain’t  he  natural.  They  did  a good 
job.” 

— F.  G.  M. 
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CANCER  FORUM  PAGE 


...  is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film 
project  is  underway— with  technical  advice  from  the  nation's  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

cancer.  The  balance  will  be  released  in  1 967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 

PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advance- 
ment of  the  Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer 
Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health. 


(chlordiazepoxideHCI) 
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WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  TUI 
CUNICAL  PROFILE 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addiction-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
child  bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  increasing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical 
reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies. 


Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  be 
determined. 


Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i  d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50. 

Roche  Laboratories  . Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 
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IN  THIS  ISSUE: 


WHEN  IN  DOUBT,  LOOK  FOR  GOUT 


This  not-so-rare  disease  demands  vigorous  treatment 
because  of  its  potentially  lethal  effects. 


MEDICAL  SECRECY 


How  far  should  the  mass  media  go  in  relating  medical 
information  to  the  public? 
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when  it  counts... 


Chloromycetin 


(chloramphenicol) 


PARKE.  DAVIS  A COMPANY,  Detroit,  Michigan  48232 


Complete  information  for  usage 
available  to  physicians  upon  request. 

otstc 
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JAMES  Z.  APPEL  M.D.  UNANIMOUSLY 
SELECTED  AS  RECIPIENT  OF 
DISTINGUISHED  SERVICE  AWARD 


The  PMS  Committee  on  Distinguished  Service  Award  unanimously  recommended  to  the  Board  of  Trustees 
the  selection  of  James  Z.  Appel,  M.D.  as  recipient  of  the  1967  Distinguished  Service  Award  of  the  Penn- 
sylvania Medical  Society.  At  its  March  15  meeting  the  Board  approved  the  recommendation. 

The  Distinguished  Service  Award  Committee,  chaired  by  Wilbur  E.  Flannery,  M.D.,  has  as  its  members 
Richard  A.  Kern,  M.D.,  and  William  B.  West,  M.D.  At  the  March  Board  meeting,  Dr.  West  addressed  the 
Trustees  and  Councilors: 

. . we  have  a candidate  for  your  consideration.  The  Pennsylvania  Medical  Society  has  presented 
two  Distinguished  Service  Awards  in  the  eleven  years  since  the  award  was  established.  The  first  was  to 
Jonas  Salk,  M.D.  in  1956  and  the  second  was  to  John  Gibbon,  M.D.  in  1962.  Both  of  these  awards  ob- 
viously were  for  meritorious  service  in  the  science  and  art  of  medicine. 

In  establishing  the  award,  the  House  of  Delegates  in  1955  defined  its  purpose  as  follows:  "To  be  given 
to  a member  of  the  Pennsylvania  Medical  Society  whose  meritorious  service  in  the  science  and  art  of  medi- 
cine, or  whose  public  life  and  activities,  in  the  opinion  of  the  Committee  on  Distinguished  Service  Award,  have 
been  of  such  nature  as  to  reflect  great  credit  on  the  profession." 

The  candidate  we  have  for  your  consideration  is  a departure  from  past  recipients  because  his  greatest 
achievements  have  not  been  primarily  in  the  science  and  art  of  medicine  but  in  that  area  which  is  described 
in  the  award  criteria  as  follows:  . . whose  public  life  and  activities  have  been  of  such  nature  as  to  reflect 

great  credit  on  the  profession." 


Our  candidate  is  James  Z.  Appel,  M.D.  whose  outstanding  leadership  throughout  one  of  medicine's 
most  critical  periods  certainly  has  been  of  such  nature  as  to  reflect  great  credit  on  the  profession. 

Therefore,  it  is  the  unanimous  recommendation  of  the  Committee  on  Distinguished  Service  Award  that 
the  Board  of  Trustees  approve  the  selection  of  James  Z.  Appel,  M.D.  as  the  recipient  of  the  1967  Distin- 
guished Service  Award  of  the  Pennsylvania  Medical  Society." 


RUSH  AWARD 

RECIPIENTS 

CHOSEN 


■ An  Episcopal  monk,  H.  Willard  Gilpin,  S.B.B.,  known  as  Brother  Willard 

at  St.  Barnabas,  House-by-the-Lake,  in  the  Erie  County  community  of  North  East, 
was  chosen  to  receive  the  1967  PMS  individual  Benjamin  Rush  Award. 

The  Mercer  County  Crippled  Children's  School  and  Clinic  Women's  Auxiliary 
was  selected  to  receive  the  1967  PMS  organization  Benjamin  Rush  Award 
for  its  outstanding  voluntary  health  contribution. 

Announcement  of  the  winners  was  made  March  25  by  William  A. 
Limberger,  M.D.,  of  West  Chester,  chairman  of  the  Board  of  Trustees  and 
Councilors  of  the  Pennsylvania  Medical  Society. 


BOARD  ACTION 
HIGHLIGHTS  OF 
MARCH  15 
MEETING 


Named  Past  President  William  B.  West  as  a member  of  the  Committee  on 
Medical  Benevolence  to  fill  the  vacancy  created  by  the  death  of  E.  Roger 
Samuel,  M.D. 

Selected  an  Episcopal  monk,  H.  Willard  Gilpin,  S.B.B.,  of  St.  Barnabas, 
House-by-the-Lake,  North  East,  to  receive  the  individual  Benjamin  Rush  Award, 
and  the  Mercer  County  Crippled  Children's  School  and  Clinic  Women's 
Auxiliary  to  receive  the  organizational  Benjamin  Rush  Award  for  1967. 

Gave  support  to  the  calling  of  a Constitutional  Convention  and  to  the  50  million 
dollar  bond  issue  proposed  by  Governor  Shafer. 

Directed  that  the  Commission  on  Health  Facilities  Planning  of  the  Council  on 
Medical  Service  be  responsible  for  matters  concerning  the  Appalachia  Program. 


■ Named  Clarence  J.  McCullough,  M.D.,  Washington  County,  to  serve  as 

a member  of  the  Judicial  Council  until  the  next  session  of  the  House  of  Delegates, 
succeeding  the  late  Theodore  R.  Fetter,  M.D. 

■ Requested  the  Committee  on  Constitution  and  By-laws  to  prepare  Constitutional 
amendments  for  consideration  of  the  House  of  Delegates  to  lower  the  age 
requirements  for  senior  active  membership,  as  suggested  by  the  Berks  County 
Medical  Society. 

■ Requested  the  Council  on  Governmental  Relations  to  draft  legislation  to  establish 
a medical  program  under  Title  XIX  of  the  Medicare  Act  for  Pennsylvania. 

■ Asked  the  Commission  on  Medical  Education  to  prepare  a list  of  names  of 
physicians  qualified  for  appointment  to  the  State  Board  of  Medical  Education 
and  Licensure. 

■ Adopted  resolutions  memorializing  E.  Roger  Samuel,  M.D.,  100th  President, 
and  William  Bates,  M.D.,  95th  President,  both  of  whom  died  during  the  month 
of  February. 

- NEXT  MONTH 

THE  IRRITABLE  COLON 

A review  of  this  common  disorder  and  a discussion  of  the  relation  between 

psychodynamics  and  visceral  responses. 


PENNSYLVANIA  HEALTH  AND  WELFARE  ISSUES 

Governor  Raymond  P.  Shafer  answers  questions  on  the  state  government's 
role  in  the  area  of  health  and  welfare. 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BOMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 
i ECONOMICAL 
3ATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


IYNSON,  WESTCOTT  & DUNNING,  INC. 


( BSPQ3  ) 


BALTIMORE,  MARYLAND  21201 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.< 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 


IMegGrarr 

Brand  of 

nalidixic  aci< 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  infants  under  1 month 
should  not  be  treated  with  the  drug. 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 


How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


• “Excellent”  or  "good"  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


W/nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


4=  As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 
Proteus.  Paracolon  or  Pseudomonas2. ..  However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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WHEN  IN  DOUBT,  LOOK  FOR  GOUT 


Francis  H.  Stern,  M.D. 


Treatment  of  this  insidious  and  widespread  disease  is  based  on  a simple  regimen  of  avail- 
able drug  therapy.  Page  53. 
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SENSORY  PATIENTS  IN  PENNSYLVANIA 

A survey  of  three  hundred  twenty  seven  Pennsylvania  hospitals  indicates  an  unequal  dis- 
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Traumatic  perforation  of  the  gastro-intestinal  tract  demands  prompt  diagnosis  and  early 
C surgical  intervention.  Page  81. 
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Photo  professionally  posed 


Mike  expects  a penicillin  injection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen«Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications : Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  &-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 

per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


ORAL 


Pen  • Vee®  K 

(potassium  phenoxymethyl  penicillin) 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


J.'JlIMVMH.fc 

BAYER 

ASPIRIN  • 

CHILDREN 
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THIS  MONTH 


Redirection  of  Medical 
Stockpile  Program 

Two  major  changes  in  this  nation's 
medical  stockpile  program  are  being 
planned.  A 30-day  supply  of  critical 
medical  items  will  be  stockpiled  in  the 
nation's  hospitals,  and  Packaged  Dis- 
aster Hospitals  (PDH)  will  be  af- 
filiated with  community  hospitals.  Jack 
C.  White,  M.D.,  Chairman  of  the 
Commission  on  Disaster  Medical  Care 
of  Pennsylvania  Medical  Society,  an- 
nounced following  a meeting  with 
federal  officials  and  state  government 
representatives  in  Philadelphia. 

The  Hospital  Reserve  Disaster  In- 
ventory (HRDI),  the  name  for  the 
30-day  supply  of  critical  medical 
needs,  will  provide  for  a rotational 
system  of  using  stockpile  supplies 
which  would  deteriorate  in  storage. 
HRDI  will  assure  maximum  flexibility 
in  making  health  resources  available 
at  points  of  greatest  need  as  quickly  as 
possible.  The  HRDI  consists  of  114 
different  items,  including  pharmaceu- 
ticals, surgical  supplies  and  equipment, 
surgical  dressings  and  textile  products, 
and  intravenous  solution  and  trans- 
fusion supplies. 

The  second  change  in  the  medical 
stockpile  program  is  the  development 
of  affiliation  between  community  hos- 
pitals and  the  packaged  disaster  hos- 
pitals (PDH),  of  which  there  are  now 
173  in  Pennsylvania.  According  to  a 
representative  of  the  State  Council  of 
Civil  Defense,  present  plans  call  for 
the  relocation  of  only  seven  Pennsyl- 
vania PDH’s.  In  this  program,  com- 
munity hospitals  which  agree  to  af- 
filiate with  a PDH  will  be  requested 
to: 

(a)  rotate  pharmaceuticals  in  the 
PDH  with  their  regular  stock; 

(b)  provide  staff  to  utilize  the 
PDH  properly  in  time  of  disaster;  and 

(c)  enter  into  a contract  with  the 
Public  Health  Service  agency,  ac- 
cepting the  responsibility  for  the  main- 
tenance of  pharmaceuticals  and  for 
the  staffing  procedures.  The  Public 
Health  Service  has  now  begun  to  re- 
furbish and  standardize  every  PDH 
unit  in  the  country  to  the  new  10,000 


series  which  is  valued  at  over  $40,000. 

The  basic  contract  covering  the 
major  components  for  PDH  will  con- 
tinue to  be  made  with  the  State  Council 
of  Civil  Defense,  Richard  Gerstell, 
Ph.D.,  Director.  The  state  will  be  re- 
quested to  continue  the  present  pro- 
gram of  providing  proper  storage, 
maintenance  and  adequate  surveil- 
lance of  the  PHD  and  all  of  the  ser- 
vices it  has  been  providing  since  the 
pre-positioning  program  was  imple- 
mented. 

Essentially,  this  program  as  pro- 
posed by  the  Public  Health  Service 
could  eliminate  two  of  the  major  prob 
lems  that  have  been  encountered  in  the 
disaster  medical  care  field  for  some 
years.  First,  with  the  affiliation  of  the 


PDH’s  with  community  hospitals, 
medical  personnel  will  staff  the  hos- 
pitals and  a plan  to  rotate  the  perish- 
able materials  stored  with  them  will 
be  implemented.  Secondly,  with  the 
establishment  of  the  HRDI  program 
in  every  hospital  in  the  nation,  stock- 
pile and  rotation  of  critical  medical 
items  will  be  accomplished  in  a reason- 
able economical  and  useful  manner. 

These  two  major  changes  in  the 
medical  stockpile  program  will  begin 
immediately,  according  to  Mr.  Gerald 
Hunt,  Director  of  Region  II,  Division 
of  Health  Mobilization,  Public  Health 
Service.  Initially,  some  one  hundred 
hospitals  in  Pennsylvania  will  be  re- 
quested to  participate  in  both  pro- 
grams. 


Girls  Form  Future  Physicians  Club 


Modeling  a physician's  white  coat,  Carla  Watson,  a student  at  Philadelphia 
High  School  for  Girls  takes  part  in  the  chartering  ceremony  for  the  School’s 
Future  Physicians  Club,  of  which  she  is  recording  secretary.  Samuel  S.  Conly, 
Jr.,  M.D.,  (left)  Associate  Professor  of  Physiology  and  Associate  Dean  at 
Jefferson  Medical  College,  presented  the  Charter  on  behalf  of  the  Pennsylvania 
Medical  Society.  He  is  chairman  of  the  Medical  Student  Recruitment  Com- 
mittee of  the  County  Society. 

Sponsor  of  the  Club,  Irvin  Tomkin,  Biology  teacher,  (right)  reports  that 
the  40  Future  Physicians  meet  weekly  to  discuss  medical  information,  to  visit 
hospitals  and  clinics,  to  see  medical  films,  and  to  talk  with  local  physicians  and 
other  medical  leaders. 

Also  taking  part  in  the  ceremony  is  the  Club’s  secretary,  Jennifer  Stamm. 
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Electrocardiography  at  the  Bedside' 

To  be  Theme  of  Heart  Association's 
17th  Annual  Session 

The  17th  annual  Scientific  Sessions  of  the  Pennsylvania  Heart  Association 
will  be  held  May  5-6  at  the  Marriott  Motor  Hotel,  Philadelphia,  with  “Electro- 
cardiography at  the  Bedside”  as  the  theme. 

Twenty-five  medical  specialists  will  discuss  the  subject  as  applied  in  typical 
and  atypical  myocardial  infarction,  chronic  coronary  heart  disease,  and  hyper- 
tension. Topics  will  be  as  follows: 

TYPICAL  MYOCARDIAL  INFARCTION 
The  Normal  Electrocardiogram 
The  ECG  in  Typical  Acute  Myocardial  Infarction 
Enzyme  Changes  in  Acute  Myocardial  Infarction 
Auscultatory  Findings  in  Acute  Myocardial  Infarction 
Sudden  Cardiac  Death 
Electrical  Failure  of  the  Heart 
Mechanical  (Power)  Failure  of  the  Heart 

ATYPICAL  INFARCTION 
T-Wave  Infarction 

Conduction  Disturbances  in  Myocardial  Infarction 
True  Posterior  Wall  Infarction 

Common  ECG  Problems  in  Atypical  Myocardial  Infarction 
X-Ray  Diagnosis  in  Typical  and  Atypical  Myocardial  Infarction 
Cinecardioangiography  in  Diagnosis  of  Coronary  Artery  Disease 

CHRONIC  CORONARY  HEART  DISEASE 

ECG  in  Diagnosis  of  Chronic  Coronary  Heart  Disease 
Contribution  of  Vectorcardiography 
ECG  Differential  Diagnosis  of  Digitalis  Toxicity 
ECG  Exercise  Tolerance  Test 

Work  Studies  as  an  Aid  in  Determining  Work  Tolerance 
Cinecoronary  Arteriography  in  Chronic  Coronary  Heart  Disease 
Lipid  Profile 

HYPERTENSION 

ECG  in  Hypertensive  Vascular  Disease 
Vectorcardiography  in  Hypertensive  Vascular  Disease 
Biochemical  Correlation  with  the  ECG 
Radiological  Correlation  with  the  ECG 
Renal-Endocrine  Alterations 
Changes  Physically  Measurable 

Twelve  hours  AAGP  to  members  attending  all  sessions.  Advance  registra- 
tion fees  will  be  $35  including  two  luncheons,  or  $25  without  meals,  prior  to 
the  April  14  deadline.  After  April  14,  registration  will  be  $40  with  luncheons 
and  $30  without  meals. 

Details  of  the  Scientific  Sessions  as  well  as  registration  and  accommodation 
forms  may  be  obtained  from  the  Pennsylvania  Heart  Association,  Box  2435, 
Harrisburg,  Pennsylvania  17105. 


1967  Rorer  Awards 

The  American  College  of  Gastro- 
enterology, in  cooperation  with  Wil- 
liam H.  Rorer,  Inc.,  of  Fort  Wash- 
ington, is  sponsoring  the  1967  Rorer 
Awards  Contest  for  the  best  papers 
in  Gastroenterology. 

There  will  be  two  classes  of  awards 
as  follows: 

For  the  Best  Unpublished  Papers  in 
Gastroenterology  or  an  Allied  Subject 

First  Prize — $500.00  and  a three- 
year  subscription  to  The  Amer- 
ican Journal  of  Gastroenterology . 

Second  Prize — $300.00  and  a two- 
year  subscription. 

Third  Prize — $200.00  and  a one- 
year  subscription. 

Rules  and  Regulations 

All  papers  submitted  must  represent 
original  work  in  gastroenterology  or 
an  allied  subject  and  must  not  have 
been  previously  presented  at  meetings 
of  any  National  Society. 

The  contents  of  the  papers  may  be 
clinical  or  basic  science.  Clinical 
papers  must  not  be  case  records,  but 
controlled  clinical  work. 

The  length  of  a paper  is  no  criterion 
for  originality  or  value. 

All  entries  must  be  typewritten  in 
English,  double-spaced  on  one  side 
of  the  paper,  and  submitted  in  six 
copies. 

The  winning  entry  will  be  selected 
by  the  Research  and  Scientific  In- 
vestigation Committee  of  the  Amer- 
ican College  of  Gastroenterology  and 
the  awards  will  he  made  at  the  An- 
nual Convention  Banquet  of  the  Col- 
lege, to  be  held  in  Los  Angeles,  Cali- 
fornia in  October,  1967. 

All  papers  selected  for  awards  be- 
come the  property  of  the  American 
College  of  Gastroenterology  and  the 
decision  of  the  judges  will  be  final. 

Should  none  of  the  papers  sub- 
mitted meet  the  standards  set  by  the 
Committee,  the  Committee  reserves 
the  right  to  withhold  the  making  of 
any  award. 

The  recipients  of  the  first  two  prizes 
will  be  given  the  opportunity  of  pre- 
senting their  papers  in  person  at  the 
Annual  Meeting  of  the  College  in 
October. 

All  entries  must  be  received  no  later 
than  June  15,  1967  and  should  be 
addressed  to  the  Research  and  Scien- 
tific Investigation  Committee,  Amer- 
ican College  of  Gastroenterology,  33 
West  60th  Street,  New  York,  N.Y. 
10023. 


For  the  Best  Paper  Published  in  the 
American  Journal  of  Gastroenterology 

First  Prize — $500.00  and  a three- 
year  subscription  to  The  Amer- 
ican Journal  of  Gastroenterology. 

Second  Prize — $300.00  and  a two- 
year  subscription. 

Third  Prize — $200.00  and  a one- 
year  subscription. 

These  prizes  are  to  be  awarded  for 


the  best  papers  published  in  The 
American  Journal  of  Gastroenterology 
during  the  twelve  months  ending  June 
30,  1967  for  which  no  previous  prize 
has  been  awarded. 

The  papers  in  this  category  will  be 
selected  by  the  Editorial  and  Publica- 
tion Committee  in  cooperation  with 
the  Committee  on  Research  and  Scien- 
tific Investigation. 
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OPEN 


OPENS 

ASTHMATIC 

AIRWAYS- 


AND 

KEEPS  THEM 


NUMA 


DURA-TABS®’ 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


[ Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 


(QUINIOINE  GLUCONATE  5 GR  I 


Slims 

frontalis 


lAajdUla 


special  formula 
for  a 

ciiaHsiI  ni*nhlpTn 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARN  ER'CHILCOTT 

Morris  Plains,  N.J. 


specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


SINUTAB 

for  sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 


occipitale 


Legislative  News 

Washington 

HEW  Makes  Recommendations  to 
Slow  Down'  Spiraling  Medical  Costs 


The  Department  of  Health,  Educa- 
tion and  Welfare  stated  in  a special 
report  that  both  hospital  charges  and 
physicians’  fees  increased  sharply  last 
year. 

A continued  increase  in  health  care 
costs  was  predicted  in  the  report  or- 
dered last  August  by  President  John- 
son. 

Drugs  were  not  a significant  factor 
in  the  recent  accelerated  increase  in 
health  care  prices,  the  report  said.  But 
it  added  that  “drug  prices  are  higher 
than  they  would  be  if  there  were  more 
vigorous  competition  at  either  the 
manufacturing  or  drugstore  level.” 

As  for  the  two  major  components 
in  the  Medical  Care  Index,  the  report 
said: 

• Physicians’  fees,  which  had  been 
rising  about  3 percent  a year  in  1960- 
65,  went  up  7.8  percent  in  1966 — the 
biggest  annual  increase  since  1927. 

• Hospital  daily  charges,  rising 
about  6 percent  a year  between  1960 
and  1965,  went  up  16.5  percent  in 
1966 — the  largest  annual  increase  in 
eighteen  years. 

The  increase  in  doctor  fees  was 
attributed  to  a combination  of  basic 
factors:  more  people  are  seeking  doc- 
tors’ services  more  often  and  the  num- 
ber of  active  physicians  is  increasing 
relatively  slowly.”  The  study  found 
no  evidence  that  medicare,  which  went 
into  effect  last  July  1,  was  a major 
factor  in  the  rise  in  doctors’  fees. 

The  increase  in  hospital  charges  was 
attributed  largely  to  rising  wages, 
which  account  for  two-thirds  of  hos- 
pital costs,  and  increases  in  the  price 
of  things  hospitals  buy.  The  wage  rise 
has  not  been  off-set  by  increased  pro- 
ductivity, the  report  said,  and  rising 
standards  of  care  in  hospitals  have 
required  more  expensive  equipment 
and  facilities. 

Meantime,  Robert  J.  Myers,  the 
Social  Security  Administration’s  chief 
actuary,  told  the  House  Ways  & Means 
Committee,  that  hospital  costs  had 
risen  much  faster  than  the  Administra- 
tion anticipated  since  the  medicare 


plan  went  into  effect.  If  they  continue 
their  upward  spiral,  the  costs  will  eat 
away  the  safety  margin  included  under 
the  medicare  financing  plan,  Myers 
said. 

The  HEW  report  held  out  little  hope 
for  an  early  end  to  medical  price  in- 
creases. However,  it  recommended  a 
series  of  actions  "to  slow  down  these 
increases  and  to  promote  the  efficient 
use  of  medical  care  resources.” 

Recommendations  in  the  report  in- 
clude: 

• Comprehensive  community 
health  care  systems  should  be  devel- 
oped, demonstrated,  and  evaluated. 

• Group  practice,  especially  pre- 
paid group  practice,  should  be  en- 
couraged. 

• Private  and  public  health  insur- 
ance plans  should  be  broadened  to 
include  more  alternative  types  of  medi- 
cal care. 

• States  should  move  quickly  to 
establish  and  support  strong  health 
planning  agencies  at  the  state  and 
local  levels. 

• Cost-reducing  methods  of  re- 
organizing the  delivery  of  services  in 
hospitals  and  other  providers  of  health 
services  should  be  developed,  demon- 
strated, and  implemented. 

• Federally  supported  health  care 
programs  should  be  used  to  train  phy- 
sician assistants,  evaluate  their  per- 
formance, and  disseminate  the  results. 

• Federal  funds  available  under  the 
Health  Professions  Educational  Assis- 
tance Amendments  of  1965  should  be 
used  to  support  and  encourage  inno- 
vations in  health  professions'  educa- 
tion and  training  which  promote  the 
efficient  practice  of  medicine. 

• HEW  should  undertake  an  in- 
tensive examination  of  frequently  pre- 
scribed drugs  to  assess  the  therapeutic 
effectiveness  of  brand  name  products 
and  their  supposed  generic  equival- 
ents. 

• The  Food  and  Drug  Administra- 
tion should  provide  doctors  with  au- 


thoritative information  of  the  efficacy 
and  side  effects  of  all  drugs. 

• The  HEW  should  call  a national 
conference  of  leaders  of  the  medical 
community  and  public  representatives 
to  discuss  ways  to  improve  the  quality 
and  efficiency  of  medical  care  delivery. 

To  carry  out  the  recommendations 
in  the  report  and  allied  directives  from 
Johnson,  HEW  Secretary  John  W. 
Gardner  said  he  would  take  a number 
of  actions,  including  establishment  of 
a National  Center  for  Health  Services  j 
Research  and  Development  and  calling 
of  a national  conference  on  medical  : 
care  costs. 

AMA  Testifies 
on  Hart  Bill 

The  American  Medical  Association 
contends  there  is  not  sufficient  justi- 
fication for  a federal  law  that  would 
ban  dispensing  of  drugs  and  devices 
such  as  eyeglasses  by  physicians. 

Dr.  James  Z.  Appel,  immediate  past 
president  of  the  AMA,  outlined  the 
AMA  position  in  testimony  before  the 
Senate  Antitrust  and  Monopoly  Sub- 
committee which  held  hearings  on  such 
legislation  (S-260)  introduced  by  its 
chairman,  Sen.  Philip  A.  Hart.  The 
legislation  appeared  to  stand  little 
chance  of  being  approved  by  Congress, 
at  least  this  year.  Hart  has  unsuccess- 
fully pushed  similar  legislation  for  the 
past  few  years. 

The  AMA  believes  that  “federal 
legislation  cannot  be  justified  unless 
there  is  a compelling  need,”  Appel 
testified.  In  this  case,  he  said,  “such 
a need  does  not  exist.” 

“Organized  medicine  looks  upon  dis- 
pensing as  neither  immoral  nor  un- 
ethical in  and  of  itself,”  the  AMA 
official  said.  "Organized  medicine  be- 
lieves— and  the  medical  practice  laws 
of  the  states  confirm — -that  dispensing 
drugs  and  devices  is  a privilege  granted  i 
to  physicians  in  order  that  they  may] 
best  serve  the  public  interest. 

. . American  medicine  con- 

demns any  abuse  of  privilege.  But 
the  bill  under  consideration  would 
withdraw  the  privilege  entirely,  re- 
gardless of  its  benefits  for  the  many, 
because  it  is  abused  by  the  insignificant 
few.” 
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m l 


following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6—3612 


Aminophylline 

J prolonged -med 


dura-tabs 

ication  tablets  AVz  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach— nor  a 
good  night's  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE^  DURA-TABS® 

(QUINIDINE  GLUCONATE  5 GR.) 
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ill  M.D.’S  in 

k&l  The  News 

Clayton  C.  Barclay,  M.D.,  Orwigs- 
burg,  has  received  the  fellowship  de- 
gree of  the  American  College  of  Radi- 
ology. Dr.  Barclay  is  affiliated  with 
Pottsville  Hospital. 

John  D.  Corbit,  Jr.,  M.D.,  chief 
of  the  division  of  obstetrics  and  gyne- 
cology at  Lankenau  Hospital,  has  been 
appointed  professor  of  obstetrics  and 
gynecology  at  Jefferson  Medical  Col- 
lege. He  will  be  in  charge  of  Jeffer- 
son’s teaching  program  in  that  field  at 
Lankenau. 


Kenneth  M.  Schreck,  M.D.  has  been 
named  associate  medical  director  of 
Temple  Univer- 
sity Hospital.  Dr. 
Schreck  has  been 
associated  with 
the  Temple  Uni- 
versity Health 
Sciences  Center 
since  1952.  His 
appointment  was 
announced  by 
dr.  schreck  Arthur  D.  Nel- 
son, executive  di- 
rector of  the  Hospital. 

Emil  Steinberger,  M.D.,  has  been 
named  to  head  the  division  of  endo- 
crinology and  reproduction  at  the  Re- 
search Laboratories  of  Albert  Einstein 
Medical  Center,  Philadelphia.  Dr. 
Steinberger,  formerly  an  associate 
member  of  the  division,  replaces  Wil- 
liam H.  Perloff,  M.D.,  who  resigned 
to  return  to  the  private  practice  of 
medicine. 


Milton  J.  Freiwald,  M.D.,  staff 
ophthalmologist  and  ophthalmic  sur- 
geon at  Albert  Einstein  Medical  Center 
visited  St.  Croix,  Virgin  Islands  re- 
cently to  conduct  a lecture  tour. 


A reception  was  held  for  Oscar  V. 
Batson,  M.D.,  emeritus  chairman  and 
professor  of  anatomy  in  the  division  of 
Graduate  Medicine,  University  of 
Pennsylvania,  when  a bust  of  Dr.  Bat- 
son was  presented  to  the  University. 


DR.  STEWART 


William  1). 
Stewart,  M.D., 

Pittsburgh,  has 
been  elected  secre- 
tary of  the  Mercy 
Hospital  medical 
staff.  Dr.  Stewart 
is  associate  di- 
rector of  the  de- 
partment of  anes- 
thesiology. 


E.  Howard  Bedrossian,  M.D.,  was 
recently  appointed  director  of  the  de- 
partment of  ophthalmology  at  Dela- 
ware County  Memorial  Hospital, 
Drexel  Hill.  Dr.  Bedrossian  is  a fel- 
low of  the  American  College  of  Sur- 
geons. 

George  Gray, 
M.D.,  Pittsburgh, 
has  been  elected 
treasurer  of  the 
Mercy  Hospital 
medical  staff.  Dr. 
Gray  is  also  on 
the  staff  of  St. 
Margaret’s  Hospi- 
tal and  is  clin- 
ical instructor  at 
the  University  of 
Pittsburgh  School 
of  Medicine. 

Henry  Sherman,  M.D.,  Sidney  Busis, 
M.D.,  and  Bruce  B.  MacMillan,  M.D., 
have  been  elected  president,  vice-presi- 
dent and  secretary-treasurer,  respec- 
tively, of  the  Pittsburgh  Otological  So- 
ciety for  the  1966-67  term. 

Basil  M.  RuDusky,  M.D.,  clinical  in- 
structor in  medicine  at  the  Temple 
University  School  of  Medicine,  has 
been  granted  an  Honors  Achievement 
Award  by  the  Angiology  Research 
Foundation,  Inc.,  for  his  research  con- 
tribution in  the  field  of  angiology. 

John  T.  Dickinson,  M.D.,  Pitts- 
burgh, has  been  elected  president  of 
the  Mercy  Hos- 
pital medical 
staff.  Dr.  Dickin- 
son is  chairman  of 
the  department  of 
otolaryngology 
and  executive  di- 
rector of  the  au- 
diology  and 
speech  clinic  at 
Mercy  and  clini- 
cal assistant  pro- 
fessor of  otolaryngology  at  the  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine. 

Robert  T.  Carroll,  M.D.  has  been 
appointed  medical  director,  Philadel- 
phia Regional  Red  Cross  Blood  Pro- 
gram. Prior  to  his  association  with 
Red  Cross,  Dr.  Carroll  served  as  di- 
rector of  the  blood  bank  at  Jefferson 
Hospital. 

William  Eikoff,  M.D.,  professor  of 
medicine  at  Hahnemann  Medical  Col- 
lege, was  recently  installed  as  president 
of  the  American  College  of  Cardi- 
ology. Dr.  Likoff  is  director  of  the 
Cardiovascular  Institute  and  head  of 
the  Cardiac  Section  at  Hahnemann. 


Howard  Balin,  M.D.,  Philadelphia, 
was  recently  appointed  consultant  to 
the  Columbia  Broadcasting  System 
Research  Laboratories,  Stamford,  Con- 
necticut, as  regards  the  use  of  tele- 
vision in  continuing  medical  education. 
Dr.  Balin  is  chief  of  the  Gynecic  Re- 
search Unit  at  Pennsylvania  Hospital. 

Luther  Terry,  M.D.,  former  U.S. 
Surgeon  General  and  now  vice-presi- 
dent for  medical  affairs  at  the  Univer- 
sity of  Pennsylvania,  has  been  elected 
to  the  Board  of  Directors  of  the  Na- 
tional Society  for  Medical  Research. 

Warren  W.  Davis,  M.D.,  clinical 
associate  and  fellow  in  endocrinology 
at  the  National  In- 
stitutes of  Health, 
has  been  appoint- 
ed assistant  pro- 
fessor of  physi- 
ology at  the  Mil- 
ton  S.  Hershey 
Medical  Center. 
Dr.  Davis  also 
serves  as  chief 
medical  resident 
at  the  National 

Luigi  Mastroianni,  M.D.,  professor 
and  chairman  of  the  department  of 
obstetrics  and  gynecology  at  the  Uni- 
versity of  Pennsylvania  Hospital,  will 
conduct  a seminar  on  infertility  in 
Washington,  D.C.,  this  month.  At  the 
same  conference,  Leon  A.  Peris,  M.D., 
Philadelphia,  will  lead  a seminar  on 
genetic  counseling,  assisted  by  John 
B.  Franklin,  M.D.  and  Laird  G.  Jack- 
son,  M.D.,  both  of  Philadelphia. 

Michael  G.  Christy,  M.D.,  Wilkes- 
Barre,  has  been  named  a diplomate  of 
the  American  Board  of  Surgery.  He 
became  a fellow  of  the  American  Col- 
lege of  Surgeons  at  its  1966  conven- 

John  A.  Sch- 
neider, M.D., 

Pittsburgh,  has 
been  elected  vice- 
president  of  the 
Mercy  Hospital 
medical  staff.  Dr. 
Schneider  is  also 
on  the  staff  of 
Magee- Women’s 
and  Divine  Provi- 
dence Hospitals. 

Harry  Bacon,  M.D.,  Philadelphia, 
was  appointed  honorary  president  of 
the  International  Seminar  on  Diseases 
of  the  Colon  and  Rectum  held  in  Bom- 
bay, India  recently.  Dr.  Bacon  was 
also  accorded  honorary  citizenship  of 
Winnipeg.  Manitoba,  Canada. 


tion. 


DR.  SCHNEIDER 


DR.  DAVIS 

Heart  Institute. 
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“ George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


- 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract 
Use  cautiously  in  individuals  with  severe  hyper 
tension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE"  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


ft 


“A  steroid-nutritional  compound 
(Mediatric)  was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T„  Jr.:  Geriatrics  12: 612  (Oct.)  1957. 


“Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 


Morgan,  A.  F:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F:  Gerontologist  2:77  (June)  1962. 


“ Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  12: 489  ( May)  1964. 


Mediatric' 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes. ..mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MED1ATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

*Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 


Each  MEDIATRIC  Tablet  or  Capsule  contains: 


*Conjugated  estrogens — equine  ( Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


*Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  ami  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  — MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017*  Montreal,  Canada 
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Legislative  News 

Pennsylvania 

Medicare-Medicaid  Amendment 
Proposals 


The  directions  of  medicare  and 
medicaid  are  becoming  apparent. 

Title  XVIII 

The  measure  HR-5710  eliminates 
from  Title  XVIII  the  requirement 
that  a physician  must  certify  the  medi- 
cal necessity  for  hospitalization.  Re- 
certification will  continue  to  be  neces- 
sary after  fourteen  days.  Initial  cer- 
tification would,  however,  continue  to 
be  required  for  admission  to  tubercu- 
losis and  psychiatric  hospitals.  The 
debate  over  reimbursement  of  hospital- 
based  specialists  would  be  settled  by 
addition  to  medicare  of  a “Part  C.” 
This  part  would  include  services  ren- 
dered in-patients  by  hospital-based 
specialists.  It  would  also  cover  out- 
patient diagnostic  and  therapeutic  serv- 
ices. The  present  out-patient  diag- 
nostic benefit  would  be  dropped  along 
with  its  $20  deductible  and  all  out- 
patient hospital  services  would  be 
taken  care  of  by  “Part  B”  benefits. 
Under  the  measure,  reimbursement 
money  to  hospitals,  based  on  deprecia- 
tion allowances,  would  have  to  be  set 
aside  by  hospitals  in  separate  funds  to 
be  used  only  for  purposes  approved 
by  state  planning  agencies.  Medicare 
coverage  would  be  extended  to  Social 
Security  disability  beneficiaries  under 
the  age  of  65;  adults  getting  benefits 
based  on  childhood  disabilities  and  dis- 
abled workers. 


Title  XIX 

The  amendments  to  medicaid  would 
include  limits  on  federal  participation 
in  state  programs.  After  December  31 , 
federal  medical  assistance  money 
under  Title  XIX  would  not  be  available 
to  individuals  and  families  whose  in- 
comes exceed  by  more  than  50  per- 
cent the  state’s  top  income  standards 
for  determining  eligibility  for  cash  as- 
sistance. Freedom  of  choice  by  Title 
XIX  beneficiaries  would  be  spelled 
out:  an  individual  eligible  for  medical 
assistance  would  be  free  to  choose  his 
institution,  agency  or  individual  for 
performance  of  necessary  services.  A 
twenty-one  member  council  would  be 
set  up  under  Title  XIX  to  advise  the 
Secretary  of  HEW  on  general  policy 
and  administration.  A majority  of  the 
membership  would  be  representative  of 
consumers.  Under  the  bill,  the  so- 
called  “50-75”  section  of  Title  XIX 
termed  discriminatory  against  state 
health  departments  would  be  removed. 
The  bill  would  provide  that  75  percent 
of  the  cost  of  employing  and  training 
medical  personnel  to  administer  the 
medicaid  program  be  paid  to  all 
agencies  involved.  When  a state  wel- 
fare department  contracts  out  health 
services  to  the  health  department,  the 
federal  contribution  would  be  the 
same  as  if  the  welfare  department  were 
running  the  entire  program. 


Constitutional  Convention 
Measure  Passes 

On  Tuesday  afternoon,  March  — , 
the  House  of  Representatives  in  Har- 
risburg passed  S-l,  the  measure  to 
place  before  the  voters  at  the  May  Pri- 
mary the  proposal  to  hold  a limited 
Constitutional  Convention  to  redraft 
certain  sections  of  this  basic  legal  doc- 
ument. (See  Pennsylvania  Medicine, 
March  1967,  page  96  for  a report  on 
those  Constitutional  items  to  be  amend- 
ed.) Among  the  sections  to  be  discussed 
would  be  Article  XIV  which  currently 
requires  that  the  Coroner  be  a County 
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officer.  Following  House  passage,  the 
bill  was  returned  to  the  Senate  for 
approval  of  House-placed  amend- 
ments, and  the  Senate  approved  the 
measure  by  a vote  of  forty-two  to  five 
and  sent  it  on  to  the  Governor.  If 
the  Convention  issue  is  defeated  at 
the  polls  in  May,  the  obvious  next 
step  would  be  the  support  of  a Joint 
Resolution  in  the  Legislature  amend- 
ing that  portion  of  the  Constitution 
affecting  institution  of  the  Medical 
Examiner  System.  This  route  would 
take  two  sessions  of  the  Legislature 
followed  by  approval  of  the  electorate 
at  a referendum. 


Legislation  Introduced 

House 

H-405  would  amend  the  County 
Code  requiring  that  coroners  be  phy- 
sicians. 

H-430  would  require  dentists,  phy- 
sicians, osteopaths,  nurses,  chiroprac- 
tors, chiropodists  and  midwives  to 
take  routine  chest  x-rays  and  blood 
tests  and  certify  that  they  are  free 
from  contagious  and  infectious  di-  j 
seases. 

H-441  would  provide  for  a referen-  ( 
dum  to  determine  the  will  of  the 
electorate  of  any  city,  borough,  town 
or  township  with  respect  to  the  fluori-  ■ 
dation  of  the  water  supply  system. 

H-463  would  amend  the  Borough 
Code  authorizing  any  physician  who 
is  a member  of  the  Board  of  Health 
to  be  compensated  if  he  is  appointed 
health  officer. 

H-509  amends  the  Vehicle  Code  to 
provide  that  the  physical  examination 
required  by  the  Secretary  of  Revenue 
shall  be  given  in  its  entirety  by  a phy- 
sician, and  no  part  would  be  con-  1 
ducted  by  either  the  State  Police  or 
other  state  officials. 

Senate 

S-3 1 1 would  amend  the  Drug,  De-  I 
vice  and  Cosmetic  Act  to  require  that 
any  investigations  called  for  under  the 
Act  would  be  conducted  by  the  Penn-  '| 
sylvania  State  Police  and  police  em-  fl 
ployed  by  and  political  sub-division  in 
the  Commonwealth.  In  addition,  the  ! 
police  would  have  the  primary  re-  i 
sponsibility  for  investigations,  viola-  f 
tions  and  enforcement  of  the  act  per-  |i 
taining  to  LSD,  marijuana  and  nar-  jl 
cotic  or  dangerous  drugs. 

S-3 12  would  amend  the  Administra-  £ v 
tive  Code  to  provide  that  the  Depart- 
ment of  Health  shall  maintain  wards  at 
certain  state  institutions  for  the  treat- 
ment of  those  “addicted”  to  the  use 
of  LSD,  marijuana  and  narcotic  drugs. 

S-3 13  would  amend  the  Public 
School  Code  to  have  teachers  include 
reference  to  LSD  and  marijuana  with- 
in the  courses  of  physiology  and  hy-l 
giene.  S-324  would  reinstate  the  char-, 
itable  immunity  to  religious,  educa- 
tional and  charitable  institutions,  elim-1 
inated  by  the  recent  Supreme  Courl 
decision. 

S-337  would  amend  the  Vehicle. 
Code  and  relieve  physicians  of  li 
ability  in  administering  or  testifying 
about  chemical  tests  for  intoxication 
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Mental  Health  Budget 
Proposal  to  Shafer 

A proposed  mental  health  budget 
that  would  help  to  offset  some  of  the 
critical  personnel  shortages  in  the  state 
mental  hospitals  as  well  as  provide 
for  growth  in  community  services  has 
been  proposed  to  Governor  Raymond 
P.  Shafer  by  Pennsylvania  Mental 
Health,  Inc. 

The  budget  proposal  calling  for  an 
increment  of  $26.1  million  for  the 
fiscal  year  1967-68  was  transmitted  to 
the  Governor  in  a letter  sent  February 
14th  by  PMH,  the  statewide,  nonprofit, 
United  Fund-supported  citizens  orga- 
nization. The  letter  gave  recommenda- 
tions for  the  allocations  of  the  funds. 

According  to  Frederic  D.  Justin, 
president  of  PMH,  the  new  budget 
would  be  a step  toward  alleviating  the 
conditions  which  led  to  Dr.  William 
C.  Camp’s  submitting  his  resignation, 
Monday,  February  13th,  1967.  In  an- 
nouncing his  resignation,  Dr.  Camp 
cited  administrative  problems  in  Penn- 
sylvania's mental  health  system  which 
make  it  “unworkable.”  PMH  in  a 
subsequent  news  release  described  Dr. 
Camp's  leaving  as  “a  tragic  and  need- 
less loss  of  the  services  of  an  excep- 
tionally dedicated  man  due  to  ‘stangu- 
lating'  red  tape  and  unnecessary 
administrative  problems.” 

The  proposed  budget  increment,  ac- 
cording to  Justin,  would  make  it  pos- 
sible to  hire  1,150  new  persons  in  the 
treatment  categories  in  the  state  mental 
hospitals.  It  also  would  provide  for 
certain  increases  in  salaries  and  fringe 
benefits  that  would  help  in  attracting 
and  retaining  desperately  needed  per- 
sonnel. 


Of  the  proposed  increment  in 
budget,  $1 1,850,000  would  be  for  state 
mental  hospitals.  This  would  pay  for 
the  new  positions,  as  well  as  provide 
new  monies  for  fringe  benefits  and 
needed  salary  increases. 

The  letter  reminded  the  Governor 
of  the  promise  of  the  1966  Pennsyl- 
vania Republican  Platform  for  im- 
provement in  fringe  benefits.  “Our 
members  are  convinced,”  said  Justin 
in  referring  to  the  28  thousand  member 
organization,  “that  a problem  basic  to 
the  State  mental  health  program  is 
simply  making  jobs  in  the  State  mental 
hospital  system  considerably  more  at- 
tractive in  order  to  be  able  to  recruit 
and  retain  strong  staff,  and  to  cut 
down  on  high  rates  of  staff  turnover 
which  are  not  only  expensive  but  harm- 
ful to  patient  care.” 

A six  million  dollar  increase  is 
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recommended  for  improvements  in 
plant  and  increased  supplies  in  State 
mental  hospitals. 

The  proposal  called  for  considerable 
increments  for  the  budget  for  the  com- 
munity mental  health  centers  pro- 
grams. The  program  received  an  enor- 
mous thrust  from  the  passage  of  new 
legislation  in  1966.  The  law  mandates 
the  development  of  services  within 
reach  of  all  who  need  them.  “Of  great 
importance,”  wrote  Justin,  “in  view 
of  the  passage  of  the  Mental  Health 
and  Mental  Retardation  Act  of  1966, 
is  adequate  fiscal  support  for  its  im- 
plementation. In  order  for  counties 
to  be  encouraged  as  they  move  toward 
the  creation  of  county  mental  health 
and  retardation  programs,  we  recom- 
mend an  increase  in  State  appropria- 
tions for  community  services  of  $6,- 
000,000.  This  will  provide  for  a 
continuation  of  existing  support  of 
vital  community  mental  health  services 
and  give  a sufficient  amount  to  per- 
mit effective  State-county  cooperation 
in  setting  up  the  county  programs  re- 
quired in  the  law.”  These  funds  would 
be  used  to  match  ongoing  programs  in 
clinics  and  sheltered  workshops  and 
would  help  underwrite  deficits  for  new 
programs  that  get  underway  this  year. 
The  new  law  mandates  that  the  state 
assume  90  percent  of  the  deficit  in  the 
community  programs  which  is  not  met 
through  individual  fees,  private  in- 
surance and  appropriations  from  other 
public  and  charitable  funds.  The 
counties  pay  10  percent  of  the  deficit. 

An  important  part  of  the  budget 
increase  is  $2  million  for  State  aid 
to  local  communities  in  matching 
federal  grants  for  mental  health  and 
mental  retardation  centers.  An  incre- 
ment of  $250,000  for  the  Mental 
Health  Research  Foundation  is  also 
requested. 

The  current  fiscal  budget  for  mental 
health  in  state  money  is  $108,700,000. 
The  proposed  increment  would  bring 
it  to  $134,800,000. 

PaMPAC  Board  Named 

In  a recent  action,  the  Pennsylvania 
Medical  Society  Board  of  Trustees  and 
Councilors  named  the  following  as 
PaMPAC  Board  Members  for  1967: 

First  Councilor  District 

Paul  S.  Friedman,  M.D. 

Second  Councilor  District 

George  W.  Shaffer,  M.D. 

Third  Councilor  District 

Richard  L.  Huber,  M.D. 


Fourth  Councilor  District 

Benjamin  Schneider,  M.I). 

Fifth  Councilor  District 
R.  Edward  Steele,  M.D. 

Sixth  Councilor  District 
Richard  B.  Magee,  M.D. 

Seventh  Councilor  District 
Robert  F.  Beckley,  M.D. 

Eighth  Councilor  District 
F.  Gregg  Ney,  M.D. 

Ninth  Councilor  District 
Ralph  M.  Weaver,  M.D. 

Tenth  Councilor  District 
William  A.  Barrett,  M.D. 
Eleventh  Councilor  District 
Edward  Martin,  Jr.,  M.D. 
Twelfth  Councilor  District 
Stanley  M.  Stapinski,  M.D. 

Board  members  elected  At  Large  to 
the  PaMPAC  Board  of  Directors: 
David  S.  Masland,  M.D.,  Mrs.  Donald 
L.  McMillan,  Mrs.  John  V.  Foster 
and  Mrs.  A.  Wesley  Hildreth. 

In  addition,  the  PaMPAC  Board 
elected  as  its  officers  for  1967  the  fol- 
lowing: 

Chairman — 

Robert  F.  Beckley,  M.D. 
Vice-Chairman — 

F.  Gregg  Ney,  M.D. 

Treasurer — 

Paul  S.  Friedman,  M.D. 

Secretary — 

Mrs.  A.  Wesley  Hildreth 

Member  at  Large  to  the  Executive 
Committee — 

David  S.  Masland,  M.D. 


Woman  s Auxiliary 
Plans  Legislative  Day 

Mrs.  Robert  Harding,  chairman  of 
the  Woman’s  Auxiliary’s  legislative  ac- 
tivities, has  scheduled  April  4 as  “Leg- 
islative Day  in  Harrisburg”  for  County 
Auxiliary  Legislative  Chairmen  and 
other  officers  of  County  Auxiliaries. 
General  plans  are  to  spend  a day 
in  Harrisburg,  both  in  meetings  and 
on  the  “Hill”  to  acquaint  the  women 
with  the  Society’s  legislative  program. 

In  addition  to  hearing  from  repre- 
sentatives of  the  State  Society  and  the 
AMA’s  Washington  office,  state  of- 
ficials will  be  asked  to  talk  to  the 
group  on  various  governmental  pro- 
grams. 
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You  can’t  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 

You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


oxazepam 


Wyeth  Laboratories 
Philadelphia,  Pa. 


Deaths 


Ida  D.  Terry,  Philadelphia;  Temple 
University  School  of  Medicine,  1915; 
age  76;  died  January  24,  1967.  Dr. 
Terry  was  the  first  woman  intern  at 
the  former  Samaritan  Hospital,  now 
Temple  University  Hospital.  She  is 
survived  by  a daughter  and  a sister. 

O William  C.  Stiff,  Forty-Fort; 
University  of  Maryland  School  of 
Medicine,  1903;  age  87;  died  January 
25,  1967.  Dr.  Stiff  served  in  the 
Spanish  American  War  and  was  regi- 
mental surgeon  in  France  during 
World  War  I.  He  was  on  the  staff  of 
Mercy  Hospital,  Wilkes  Barre  for 
thirty-six  years.  Survivors  include  a 
son,  a daughter  and  a brother. 

O Kube  Krisch,  Philadelphia;  Tem- 
ple University  School  of  Medicine, 
1936;  age  61;  died  January  25,  1967. 
Dr.  Krisch  was  physician  for  Holmes- 
burg  County  Prison  prior  to  his  death. 
Surviving  are  his  wife,  three  sons,  two 
of  whom  are  physicians,  his  mother, 
a grandchild,  two  brothers  and  three 
sisters. 


O James  E.  Rutherford,  Ridgway; 
University  of  Pittsburgh  School  of 
Medicine,  1897;  age  98;  died  January 
22,  1967.  Dr.  Rutherford  served  as 
a public  school  physician  for  a number 
of  years.  His  wife  survives. 

O Elmer  L.  Reiter,  Lemasters;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1925;  age  66;  died  January  18, 
1967.  Dr.  Reiter  was  on  the  staff  of 
Chambersburg  Hospital.  He  is  sur- 
vived by  his  wife,  two  brothers  and 
two  sisters. 

Wayne  D.  Daugherty,  Grove  City; 
University  of  Pittsburgh  School  of 
Medicine,  1935;  age  62;  died  Janu- 
ary 29,  1967.  Dr.  Daugherty  is  sur- 
vived by  his  wife,  a son  and  a daughter. 

O John  A.  Brooke,  Philadelphia; 
Hahnemann  Medical  College,  1896; 
age  92;  died  January  28,  1967.  Dr. 
Brooke  was  a member  of  the  American 
College  of  Surgeons  and  the  American 
Academy  of  Orthopedic  Surgery.  He 
was  chief  of  the  department  of  ortho- 
pedic surgery  at  Hahnemann  Medical 
College  and  Hospital  for  the  last 
twenty-five  years.  Survivors  include 
his  wife,  a brother,  five  nephews  and 
four  nieces. 


O Joseph  N.  Epstein,  Philadelphia; 
Rush  Medical  College,  Chicago,  1929; 
age  63;  died  January  24,  1967.  Dr. 
Epstein  was  an  associate  in  obstetrics 
and  gynecology  at  Albert  Einstein 
Medical  Center  for  more  than  thirty 
years.  Surviving  are  his  wife,  two 
daughters,  and  a sister. 

O Walter  J,  Hendricks,  Perkasie; 
Jefferson  Medical  College,  1931;  age 
62;  died  January  25,  1967.  Dr.  Hen- 
dricks was  a member  of  the  Grand 
View  Hospital  staff  since  1932.  Sur- 
vivors include  his  wife,  a son,  a daugh- 
ter, his  father,  two  sisters  and  two 
grandchildren. 

O Elwood  E.  Fisher,  Selinsgrove; 
Hahnemann  Medical  College,  1948; 
age  46;  died  February  27,  1967.  Dr. 
Fisher  is  survived  by  his  wife,  a son, 
two  daughters,  his  brother,  and  his 
father. 

O Joseph  A.  Carr,  Olyphant;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1919;  age  76;  died  January  24, 
1967.  Dr.  Carr  was  in  charge  of  the  ; 
x-ray  department  at  Mid-Valley  Hos- 
pital for  twenty-five  years,  where  he 
was  also  a member  of  the  staff  and  i 
board  of  directors.  He  is  survived  by 
his  daughter  and  a grandson. 


USE  ‘POLYSPORIN’ 

POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 
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Woman's  Holds 
Annual  Forum 


Emergency  treatment  is  a major  part  of  the  training  in  primary  care  being 
taken  by  Wynne  Sharpies,  M.D.,  Temple  University  Hospital’s  first  fellow  in 
primary  care.  Here  she  examines  the  eye  of  a patient  in  the  Hospital’s 
emergency  ward  under  the  direction  of  William  A.  Steiger,  M.D.,  professor  of 
community  medicine,  who  is  chief  of  Primary  Care  Services  at  the  Hospital. 


“Treatment  of  Bacterial  Infections” 
was  the  subject  discussed  by  leading 
members  of  the  medical  profession 
at  the  13th  Annual  Forum  sponsored 
by  The  Woman's  Medical  College  of 
Pennsylvania  last  month.  The  all- 
day session  was  held  in  the  auditorium 
of  WMC’s  neighbor,  Eastern  Pennsyl- 
vania Psychiatric  Institute. 

H.  William  Harris,  M.D.,  professor 
of  medicine  and  head  of  the  depart- 
ment at  the  College,  was  chairman 
of  this  year's  program  committee.  The 
guest  speakers,  who  came  from  vari- 
ous parts  of  the  United  States,  were: 

Abram  S.  Benenson,  M.D.,  professor 
of  preventive  medicine  (Epidemiology) 
and  professor  of  microbiology,  Jeffer- 
son Medical  College,  Philadelphia — 
“Certain  Important  Infectious  Dis- 
eases in  Countries  Other  than  the 
United  States.” 

Jay  Sanford,  M.D.,  professor  of  in- 
ternal medicine,  University  of  Texas 
Southwestern  Medical  College,  Dallas 
—"The  Changing  Character  of  Seri- 
ous Bacterial  Infection.” 

Edward  W.  Hook,  M.D.,  professor 
of  medicine,  Cornell  University  Medi- 
cal College,  New  York  City — “Prin- 
ciples Used  in  Selecting  Chemother- 
apy.” 

Robert  Austrian,  M.D.,  professor  of 
research  medicine,  University  of  Penn- 
sylvania School  of  Medicine,  Phila- 
delphia— “Prophylaxis  and  Treatment 
of  Infection  due  to  Gram  Positive 
Cocci.” 

George  G.  Jackson,  M.D.,  profes- 
sor of  medicine,  University  of  Illinois 
College  of  Medicine,  Chicago — “Man- 
agement of  Serious  Gram  Negative 
Bacillary  Infection.” 

John  P.  Utz,  M.D.,  professor  of 
medicine,  Medical  College  of  Virginia, 
Richmond — “Treatment  of  Serious 
Fungus  Infection.” 

Glen  R.  Leymaster,  M.D.,  presi- 
dent and  dean  of  The  Woman's  Med- 
ical College,  brought  greetings.  Kath- 
arine B.  Sturgis,  M.D.,  professor  of 
preventive  medicine  and  chairman  of 
the  department  at  WMC,  presided 
over  the  morning  session.  Dr.  Harris 
chaired  the  afternoon  session. 

The  Forum  climaxed  a week-long 
series  of  events  in  connection  with  the 
College’s  Founders’  Day,  March  11. 
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Temple  Starts  Primary 
Care  Program 

Temple  University  Health  Sciences 
Center  has  established  what  is  be- 
lieved to  be  the  country's  first  fellow- 
ship training  program  in  primary  care. 

Announcement  of  the  program  was 
made  by  Dr.  Arthur  D.  Nelson,  execu- 
tive director  of  Temple  University 
Hospital. 

Dr.  Nelson  said  the  program,  to 
train  physicians  who  will  serve  as 
the  primary  medical  resource  and 
counselor  to  an  individual  or  a family, 
was  established  “in  response  to  what 
we  see  as  a public  need  and  following 
the  recommendations  of  the  report  of 
the  Citizens  Commission  on  Graduate 
Medical  Education  (the  Millis  Com- 
mission) late  last  year. 

The  Commission  concluded  a com- 
prehensive examination  of  the  educa- 
tion which  physicians  receive  follow- 
ing completion  of  their  medical  school 
courses — the  internship,  residency  and 
beyond — with  an  extensive  report  urg- 
ing numerous  changes  in  the  makeup 
of  postgraduate  medical  education  in- 
cluding the  establishment  of  programs 


to  train  physicians  to  provide  com- 
prehensive health  care. 

In  announcing  the  establishment  of 
the  new  program  at  Temple,  Dr.  Nel- 
son said  that  Dr.  Wayne  Sharpies, 
founder  and  past  president  of  the  Na- 
tional Cystic  Fibrosis  Foundation, 
founder  and  president  of  the  Cystic 
Fibrosis  Research  Institute  of  Pennsyl- 
vania, and  a member  of  the  Advisory 
Health  Board  of  Pennsylvania,  had 
been  granted  the  first  fellowship. 

The  program  has  been  structured, 
Dr.  Nelson  said,  to  provide  a strong 
background  in  emergency  care  and 
treatment  of  some  trauma  through 
minor  surgery,  but  the  emphasis  will 
be  placed  on  the  development  of 
expertise  in  rendering  continuing  com- 
prehensive personalized  care  to  in- 
dividuals in  the  context  of  their  family 
and  social  surroundings. 

The  fellowships  will  be  under  the 
supervision  of  Dr.  William  A.  Steiger, 
professor  of  community  medicine,  who 
has  been  named  chief  of  Primary 
Care  Services  at  Temple  University 
Hospital.  Dr.  Steiger  will  be  in  charge 
of  a multi-disciplinary  group  set  up 
to  provide  the  services  to  be  included 
in  the  primary  care  program. 
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when  he  just  can’t  sleep 


Tuinal 

Sodium  Amobarbital  and 
Sodium  Secobarbital 


(One-Half  Sodium  Amobarbltal  and  One-Half  Sodium  Secobarbital) 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

fndications:Tuinal,  comprised  of  equal  parts  of  Seconal® 
oodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
im  (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
md  moderately  long-acting  hypnosis. 

Contraindications:  Barbiturates  should  not  be  adminis- 
ered  to  anyone  with  a history  of  porphyria,  nor  should 
hey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
muse excitement  may  result. 

Earning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  1 Zi  to  3 grains  at  bedtime. 


Supplied:  3/>,  Wi , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


, 
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There  are  119,000* 
undetected  diabetics  in 
Pennsylvania 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


*Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhardt,  Indiana,  U.S. A.  <286? 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ la  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  t he  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag’’  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


' A New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 


The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


ch3oh 

I 

c=o 


CH20H 
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Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay'1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1'1  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  l/500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement* 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

^Complete  bibliography  on  request.  t Expressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites : Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 

: Cream  (0.025%  fluocinolone  acetonide, 

neomycin  sulfate,  equivalent  to  0.35% 

I neomycin  base),  5 and  15  Gm.  tubes. 

• i Contraindications:  Tuberculous,  fungal, 

I and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 

' tory  of  hypersensitivity  to  any  of  the 

# ! components.  Precautions:  Synalar  prep- 

II  I arations  are  virtually  nonsensitizing  and 
■);  1 nonirritating.  However,  the  solution  may 

produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
1 been  reported  to  have  an  adverse  effect 
& on  pregnancy,  the  safety  of  their  use  on 
rli  pregnant  females  has  not  absolutely 
(jj  been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
I tients,  in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R : To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 
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For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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Postgraduate 
Courses 

ALLENTOWN 

Chest  Pain:  Causes  and  Manage- 
ment; at  Allentown  Hospital;  April 
13,  1967;  10  a.m.  to  1:00  p.m.;  three 
hours  AAGP.  Contact  John  H.  Kil- 
lough,  M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

Pathology  Seminars,  Temple  Uni- 
versity department  of  pathology,  and 
Lehigh  AAGP,  at  Allentown  Hospital, 
Mondays,  September-June,  7:30  p.m.; 
20  hours  AAGP.  Contact  Allentown 
Hospital  Association,  Seventeenth  and 
Chew  Streets  18102. 

Management  of  the  Menopausal  Pa- 
tient; at  Allentown  Hospital;  May 
11,  1967,  10  a.m.  to  1:00  p.m.;  3 
hours  AAGP.  Contact  John  Killough, 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  St.,  Philadelphia. 

Congenital  Malformations;  at  Al- 
lentown Hospital;  June  8,  1967,  10 
a.m.  to  1:00  p.m.;  3 hours  AAGP. 
Contact  John  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  St., 
Philadelphia. 

ALTOONA 

Jaundice — Surgical  or  Medical;  at 

Altoona  Hospital;  April  20,  1967; 
10:00  a.m.  to  12:30  p.m.;  2 hours 
AAGP.  Contact  John  H.  Killough. 
M.D.,  1025  Walnut  St.,  Philadelphia. 

Surgical  Management  of  Arterial  In- 
sufficiency; Altoona  Hospital,  March 
16,  1967,  10:00  a.m.  to  12:30  p.m.; 
two  hours  AAGP. 

Valvular  Cardiac  Disease:  Indica- 
tions for  Surgery  and  the  Choice  of 
Time  and  Procedure;  at  Altoona  Hos- 
pital; April  6,  1967;  10  a.m.  to  12:30 
p.m.;  two  hours  AAGP.  Contact 
John  H.  Killough,  M.D.,  1025  Wal- 
nut St.,  Philadelphia. 

Malignant  Disease  of  the  Pelvis;  at 

Altoona  Hospital;  May  4,  1967,  10:30 
a.m.  to  3:30  p.m.;  3 hours  AAGP. 
Contact  John  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  St., 
Philadelphia. 

BETHLEHEM 

Stroke — Diagnosis  and  Manage- 
ment III;  St.  Luke’s  Hospital,  March 
16,  1967,  9:30  a.m.  to  12  Noon;  Fee 
$7.00;  three  hours  AAGP. 


Stroke — Surgery  for  Stroke;  at  St. 
Luke’s  Hospital;  April  20,  1967;  9:30 
a.m.  to  12:00  Noon;  Fee  $7.00;  3 
hours  AAGP.  Contact  John  H.  Kil- 
lough, M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

Stroke — Restoring  Performance  to 
the  Stroke  Patient;  at  St.  Luke’s  Hos- 
pital; May  11,  1967,  9:30  a.m.  to 
12  Noon;  Fee  $7.00;  3 hours  AAGP. 
Contact  John  Killough,  M.D.,  Jeffer- 
son Medical  College.  1025  Walnut  St., 
Philadelphia. 

ERIE 

Annual  Meeting,  Wainwright  Tumor 
Clinic  Association  of  Pennsylvania;  at 

Holiday  Inn.  South  Erie,  Pa.;  May  10, 
1967,  9 a.m.  to  4:45  p.m.;  5 hours 
AAGP.  Contact  Hugh  R.  Gilmore, 
Jr..  M.D.,  Box  90,  Harrisburg,  Pa. 

FRANKLIN 

A Course  in  Vector-Electrocardiog- 
raphy, Westmoreland  Hospital  and 
Westmoreland  County  AGP,  at  West- 
moreland Hospital,  Greensburg,  Pa.; 
Tuesday  evenings  from  7 to  9 p.m., 
as  follows:  April  11,  18  and  25, 

1967;  AAGP  36  hours.  Contact 
Arthur  J.  McStein,  M.D.,  Westmore- 
land Hospital. 

HARRISBURG 

Medical  Lectures,  Harrisburg  Poly- 
clinic Hospital  and  University  of 
Pennsylvania  School  of  Medicine,  at 
Polyclinic  April  25,  10  a.m.-I  p.m.; 
5 hours  AAGP.  Contact  G.  F.  Zerbe, 
M.D.,  1822  Market  Street,  Camp  Hill 
17011. 

I’he  Elderly  Patient — Clinical  Fea- 
tures and  Total  Management;  Penn- 
sylvania Department  of  Health  and 
PMS  Commission  on  Chronic  Illness 
and  Geriatrics,  supported  by  a grant 
from  the  Public  Health  Service  of 
Health,  Education  and  Welfare;  at 
Harrisburg  Hospital,  April  6,  13,  and 
20,  1967,  9:30  a.m.  to  4:30  p.m. 
AAGP  18  hours.  Contact  J.  Stanley 
Smith.  M.D.,  Room  907,  Health  and 
Welfare  Building,  P.O.  Box  90.  Har- 
risburg. 

8th  Annual  Maternal  and  Child 
Health  Institute;  PMS  Commission 
on  Maternal  and  Child  Health  and  Pa. 
Department  of  Health;  at  Holiday  West 
Motel.  Route  15,  west  of  Harrisburg; 
Thursday,  April  13,  1967;  9:15  a.m. 
to  5:00  p.m.  Fee  $10.00  (includes 
lunch);  6 hours  AAGP.  Thomas  F. 
Fletcher,  M.D.,  3028  Market  Street, 
Camp  Hill,  Pa. 


JOHNSTOWN 

Management  of  the  Patient  with 
Choriocarcinoma;  at  Conemaugh  Val- 
ley Memorial  Hospital;  April  27, 
1967;  7:00  to  9:00  p.m.;  Two  hours 
AAGP.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  St.,  Philadelphia. 

The  Dysglobulinemias;  at  Cone- 
maugh Valley  Memorial  Hospital; 
May  25,  1967,  7 to  9 p.m.;  2 hours 
AAGP.  Contact  John  Killough.  M.D., 
Jefferson  Medical  College,  105  Wal- 
nut St.,  Philadelphia. 

LANCASTER 

Diffuse  Pulmonary  Disease;  Lan- 
caster General  Hospital,  April  12, 
1967.  Contact  John  H.  Esbenshade, 
Jr.,  M.D.,  Lancaster  General  Hos- 
pital, Lancaster. 

Postgraduate  Seminar  in  Chronic 
Pulmonary  Diagnosis  & Management; 

by  Ephrata  Community  Hospital,  in 
cooperation  with  Hahnemann  Medical 
College  and  Hospital,  and  Lancaster 
County  AGP;  at  Ephrata  Community 
Hospital;  April  19,  1967;  9:30  a.m.- 

4 p.m.;  Fee  $5.00,  includes  lunch; 

5 hours  AAGP.  Contact  Paul  S. 
Schantz.  M.D.,  103  W.  Main,  Ephrata, 
Pa. 

PHILADELPHIA 

Annual  Scientific  Session  for  Physi- 
cians; Pa.  Heart  Association  and  Pa. 
Academy  of  General  Practice;  at 
Marriott  Motor  Hotel;  May  5-6,  1967; 
12  hours  AAGP.  Contact  David  H. 
Foster,  Pa.  Heart  Association,  Inc., 
2743  North  Front  Street,  Harrisburg, 
Pa.  17105. 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D..  Temple. 

Applied  Office  Psychiatry  for  Medi- 
cal Practitioners;  Abington  Memorial 
Hospital,  successive  Tuesday  evenings 
from  7:00  p.m.  to  9:00  p.m.,  March 
7 to  May  23,  1967.  AAGP  category 
I,  contact  William  T.  Donner,  M.D., 
Abington  Memorial  Hospital.  Abing- 
ton 19001.  Fee,  $50. 

Refresher  Course  in  Pediatrics;  Chil- 
dren’s Hospital  of  Philadelphia  and 
University  of  Pennsylvania  School  of 
Medicine,  May  1-5.  1967;  AAGP  27 
hours,  fee  $175.  Contact  Post  Grad- 
uate Education  Committee,  Children’s 
Hospital  of  Philadelphia,  1740  Bain- 
bridge  Street,  Philadelphia  19146. 

. . . Continued  on  page  32 
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AMA  Policy  on  Chiropractic 

The  American  Medical  Association  has  adopted  an 
official  policy  on  chiropractic. 

The  statement,  initiated  by  the  Committee  on  Quackery 
and  presented  by  the  Board  of  Directors,  was  adopted 
unanimously  by  the  House  of  Delegates  at  the  Clinical 
Convention  in  November,  1966. 

The  official  policy  of  medicine  on  chiropractic  states: 
“It  is  the  position  of  the  medical  profession  that  chiro- 
practic is  an  unscientific  cult  whose  practitioners  lack  the 
necessary  training  and  background  to  diagnose  and  treat 
human  disease.  Chiropractic  constitutes  a hazard  to  ra- 
tional health  care  in  the  United  States  because  of  the 
substandard  and  unscientific  education  of  its  practitioners 
and  their  rigid  adherence  to  an  irrational,  unscientific 
approach  to  disease  causation. 

“In  1965,  a United  States  District  Court,  in  upholding 
a state’s  constitutional  right  to  refuse  to  license  chiro- 
practors, said  that  'since  chiropractic  claims  to  be  a com- 
plete and  independent  healing  art  capable  of  curing  almost 
all  kinds  of  disease,  the  State  Legislature  may  have  felt 
that  the  requirement  of  a foundation  in  materia  medica 
and  surgery  . . . would  be  a protection  to  the  public.’ 
Without  dissent,  the  United  States  Supreme  Court  affirmed 
the  decision. 

“The  wisdom  of  these  decisions  by  the  nation's  highest 
courts  justifies  the  medical  profession’s  educational  pro- 
gram of  alerting  the  nation  to  the  public  health  threat 
posed  by  the  cult  of  chiropractic. 

“Patients  should  entrust  their  health  care  only  to  those 
who  have  a broad  scientific  knowledge  of  diseases  and 
ailments  of  all  kinds,  and  who  are  capable  of  diagnosing 
and  treating  them  with  all  the  resources  of  modern  medi- 
cine. The  delay  of  proper  medical  care  caused  by  chiro- 
practors and  their  opposition  to  the  many  scientific  ad- 
vances in  modern  medicine,  such  as  life-saving  vaccines, 
often  ends  with  tragic  results.” 


Write  Now 

Pamphlets:  What  is  the  American  Medical  Association?, 
free  of  charge  from  the  AMA,  Program  Services  De- 
partment, 535  North  Dearborn  Street,  Chicago,  Illinois 
60610  . . . Vinyl  Bromide,  gratis  from  Inorganic  Chemi- 
cals Section,  The  Dow  Chemical  Company,  2020  Abbott 
Road  Center,  Midland,  Michigan  48640  . . . “Why  Nick 
the  Cigarette  is  Nobody’s  Friend”  and  “A  Light  on  the 
Subject  of  Smoking,”  available  from  the  U.S.  Government 
Printing  Office,  Washington,  D.C.,  at  $.10  and  $.15  re- 
spectively. 

Booklets:  Adoption  of  Children,  $1.50  per  copy  from  the 
American  Academy  of  Pediatrics. 

Film:  Handle  with  Care,  film  on  mental  retardation, 

available  on  free  loan  from  Communicable  Disease  Cen- 
ter, Atlanta,  Ga.  30333.  . . . Laboratory  Design  for 
Microbiological  Safety,  on  loan  from  the  Communicable 
Disease  Center  Library,  Atlanta,  Ga.  30333.  . . . Bed 
Bath,  Occupied  Bed  Making,  Cleansing  Enema,  Blood 
Pressure,  TPR,  a series  available  from  Trainex  Corporation, 
P.O.  Box  116,  Garden  Grove,  Calif.  92640,  $200  the  set. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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. . . Concluded  from  page  30 

Child  Neurology;  The  Children's 
Hospital  of  Philadelphia,  April  10- 

13,  1967,  sponsored  by  the  University 
of  Pennsylvania  School  of  Medicine. 

Thirty-first  Postgraduate  Institute; 

Philadelphia  County  Medical  Society 
and  Medical  Schools  of  Philadelphia; 
at  Bellevue-Stratford  Hotel;  April  11- 

14,  1967;  9:00  a.m.  to  5:00  p.m.;  20 
hours  AAGP.  Contact  Robert  L. 
Mayock,  M.D.,  2100  Spring  Garden 
Street,  Philadelphia,  Pa.  19130. 

Eighteenth  Hahnemann  Symposi- 
um: Epithelial-Mesenchymal  Interac- 
tions; April  10-12,  1967.  Contact 

Raul  Fleischmajer,  M.D.,  Hahne- 
mann Medical  College,  Department 
of  Medicine,  Philadelphia,  Pa. 

Tenth  Neuropsychiatric  Institute: 
Preparing  the  Long-Term  Patient  for 
Return  to  the  Community;  sponsored 
by  the  Chester  County  Medical  Soci- 
ety and  the  VA  Hospital,  Coatesville, 
April  13  to  14,  1967.  Contact  Frank 
F.  Merker,  M.D.,  Hospital  Director, 
VA  Hospital,  Coatesville,  Pa.  19320. 

Refresher  Course  in  Pediatrics  for 
Pediatricians  and  General  Practition- 
ers; Children’s  Hospital  of  Philadel- 
phia and  Department  of  Pediatrics, 
University  of  Pennsylvania  School  of 
Medicine;  at  Barclay  Hotel;  May  1 
to  5,  1967;  9:00  a.m.  to  5:00  p.m.; 
AAGP  27  hours.  Contact  Thomas  R. 
Boggs,  Jr.,  M.D.,  Children’s  Hospital, 
1740  Bainbridge  Street,  Philadelphia, 
Pa.  19146. 

The  New  Immunology;  St.  Chris- 
topher’s Hospital  for  Children,  spon- 
sored by  Temple  University  School 
of  Medicine,  May  16-19,  1967.  Con- 
tact John  B.  Bartram,  M.D.,  St.  Chris- 
topher’s Hospital  for  Children,  260 
N.  Lawrence  St.,  Philadelphia  19133. 

Postgraduate  Medical  Seminar;  at 

Jefferson  Medical  College:  April  5,  6, 
7,  18,  and  19.  1967;  9:00  a.m.  to 
12:30  p.m.;  22  hours  AAGP.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  St.,  Philadelphia. 


PITTSBURGH 

Diseases  Due  to  Immune  Mecha- 
nisms; University  of  Pittsburgh  School 
of  Medicine,  May  22-26.  Contact  Leo 
Criep,  M.D.,  Veterans  Administration 
Hospital,  University  Drive,  Pitts- 
burgh, Pa. 


POTTSVILLE 

Occlusive  Arterial  Disease;  at  Potts- 
ville  Hospital;  April  13,  1967;  11:30 
a.m.  to  2:00  p.m.;  two  hours  AAGP. 
Contact  John  H.  Killough,  M.D., 
1025  Walnut  St.,  Philadelphia. 

Surgical  Treatment  of  Coronary  In- 
sufficiency; at  Pottsville  Hospital;  June 
8,  1967;  11:30  a.m.  to  2:00  p.m.;  2 
hours  AAGP.  Contact  John  Killough, 
Jefferson  Medical  College,  1025  Wal- 
nut Street,  Philadelphia. 

Diagnosis  & Management  of  the 
Common  Cardiac  Arrhythmias;  at 

Pottsville  Hospital;  May  11,  1967, 
1 1 : 30  a.m.  to  2 p.m.;  2 hours  AAGP. 
Contact  John  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  St., 
Philadelphia. 


READING 

Continuing  Medical  Education  Pro- 
gram, Berks  County  Medical  Society 
and  AGP,  at  Reading  Hospital;  De- 
cember 7,  1966;  January  11,  February 
1,  March  1,  April  5 and  May  3,  1967; 
AAGP  32  hours;  Contact  A.  A.  Nagle, 
M.D.,  Stouchsburg,  Pa. 

Newer  Approaches  in  Management 
of  Cancer;  Reading  Hospital,  West 
Reading,  April  26,  1967,  9 a.m.  to 
5 p.m.,  AAGP  accredited.  Contact 
John  P.  Scully,  M.D.,  P.O.  Box  4175, 
Harrisburg  17111. 


SCRANTON 

Management  of  the  Cancer  Patient; 

at  Mercy  Hospital;  April  19,  1967; 
9:30  a.m.  to  12:00  Noon;  2 hours 
AAGP.  Contact  John  H.  Killough, 
M.D.,  1025  Walnut  St.,  Philadelphia. 

Chronic  Pulmonary  Disease;  at 

Mercy  Hospital;  May  17,  1967,  9:30 
a.m.  to  12  Noon;  2 hours  AAGP.  Con- 
tact John  Killough.  M.D.,  Jefferson 
Medical  College,  1025  Walnut  St., 
Philadelphia. 


ST.  DAVIDS 

Current  Concepts  in  Medicine  for 
the  Practicing  Physician;  Bryn  Mawr 
Hospital  and  Montgomery  County 
AAGP;  May  11-13,  1967,  at  the 
Treadway  Inn,  St.  Davids,  Pa.;  15 
hours  AAGP:  Contact  John  T.  Magee, 
M.D..  The  Bryn  Mawr  Hospital,  Bryn 
Mawr,  Pa.  19010. 


Seventh  Annual  Postgraduate  Semi- 
nar; Warren  County  Chapter  AAGP; 
at  K-C  Columbia  Building,  Warren; 
April  29,  1967;  9:00  a.m.  to  5:00 
p.m.;  7 hours  AAGP.  Contact  Ross 
E.  Bryan,  M.D.,  514  W.  Third  Ave- 
nue, Warren,  Pa.  16365. 


WILKES-BARRE 

Pitfalls  in  Chest  Radiography  of 
Children;  at  Wilkes-Barre  General 
Hospital;  April  20,  1967;  9:00  a.m. 
to  12:00  Noon;  3 hours  AAGP.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  St.,  Philadelphia. 

Oh-Gyn  Symposium;  at  Wilkes^ 
Barre  General  Hospital;  May  18, 
1967,  9 a.m.  to  12  Noon;  3 hours 
AAGP.  Contact  John  Killough,  M.D., 
Jefferson  Medical  College,  1025  Wal- 
nut St.,  Philadelphia. 


WILLIAMSPORT 

Ulcerative  Colitis;  at  Williamsport 
Hospital;  April  19,  1967;  10:00  a.m. 
to  3:30  p.m.;  4 hours  AAGP.  Con- 
tact John  H.  Killough,  M.D.,  1025 
Walnut  St.,  Philadelphia. 


YORK 

Electrocardiography  (Part  II);  at 

York  Hospital;  April  13,  1967;  8:00 
a.m.  to  12  Noon;  Fee  $8.00;  three 
hours  AAGP.  Contact  John  H.  Kil- 
lough. M.D.,  1025  Walnut  St.,  Phila- 
delphia. 

Short  Course — Electrocardiography 
(Part  III);  at  York  Hospital;  April  20, 
1967;  8:00  a.m.  to  12:00  Noon;  Fee 
$8.00;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut  St., 
Philadelphia. 

Short  Course — Electrocardiography 
(Part  IV);  at  York  Hospital;  April  27, 
1967;  8:00  a.m.  to  12:00  Noon;  Fee 
$8.00;  3 hours  AAGP.  Contact  John 
H.  Killough,  M.D.,  1025  Walnut  St.. 
Philadelphia. 


• About  This  Section:  To  be  publicized 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctor 
of  medicine,  and  of  interest  to  physicians  in  at 
area  of  several  counties  or  more.  Informatioi 
must  be  received  by  the  first  day  of  each  month 
to  appear  the  following  month.  Each  item  wil 
appear  no  more  than  four  times.  Address 
Commission  on  Medical  Education,  Taylor  By 
Pass  and  Erford  Road,  Lemoyne  17043. 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 
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the  ubiquitous  world  of  summer  allergies 

Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.1  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  line 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.’’ 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

fiarly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.2  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.”  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.3  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 
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in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.4 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.5  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.6  Both  of 
these  forms  of  insect  allergy  may  be  benefited  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apr  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

( Concluded  on  following  page ) 


VLe  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 
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nightmare  for  the  botanically  uninitiated  in  the 
causes  of  rhus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.1 * * * * * 7  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  1 mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.8  It  is  customary  to  write 
"heart  attack"  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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provide  patient  comfort 
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or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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State  Recommends  Mental 


Health  Services  Grants 


Secretary  of  Public  Welfare  Max 
Rosenn  announced  on  January  27  that 
the  Pennsylvania  Department  of  Pub- 
lic Welfare  has  approved  and  sub- 
mitted to  Federal  authorities  a recom- 
mendation of  the  State  Mental  Health 
Advisory  Construction  Council  for 
Federal  grants  amounting  to  $1,861,- 
611  to  help  finance  construction  of 
facilities  for  mental  health  services  at 
10  institutions. 

If  the  Federal  government  approves 
the  recommendation,  the  State  will 
add  $1,840,301  in  matching  funds  to 
the  allocations,  and  local  funds  of 
$719,862  will  complete  the  current 
financing  of  the  projects. 

In  addition  to  the  maximum  $250,- 
000  Federal  grant  to  each  institution 
during  the  current  fiscal  year,  four 
institutions  may  receive  another  Fed- 
eral allocation  at  a later  date. 


“It  is  anticipated  that  the  services 
to  be  provided  by  these  facilities  will 
become  an  integral  part  of  commu- 
nity mental  health  programs  developed 
under  the  Mental  Health  and  Mental 
Retardation  Act  of  1966,”  Mr.  Rosenn 
said,  adding: 

“By  early  detection  and  treatment 
of  mental  disabilities  in  the  commu- 
nity, it  is  hoped  that  the  terrible  toll 
these  ailments  have  taken  in  the  past 
can  be  substantially  reduced  in  the 
future.  The  State  Administration  is 
backing  this  program  with  vigor  as 
part  of  its  over-all  determination  that 
Pennsylvania  be  a leader  among  the 
states.” 

The  10  institutions,  along  with  the 
Federal  grant  requested,  State  match- 
ing funds  and  the  local  share,  are  as 
follows: 


Altoona  Hospital  $ 

250,000 

$ 259,584 

$172,195 

Geisinger  Medical  Center, 
Danville 

250,000 

310,063 

205,680 

Meadville  City  Hospital 

204,815 

123,875 

82,173 

Oil  City  Hospital 

98,717 

59,705 

39,605 

Hahnemann  Medical  College 
and  Hospital,  Philadelphia 

103,040 

41,650 

62,010 

Jefferson  Medical  College 
and  Medical  Center,  Philadelphia 

213,763 

86,406 

128,644 

Northeast  Mental  Health  Clinic,  Inc. 
Philadelphia 

198,804 

200.000 

3,996 

Rebecca  Gratz  Club, 
Philadelphia 

42,472 

17,168 

25,560 

Temple  University 

Health  Sciences  Center,  Philadelphia 

250,000 

545,381 

* 

Rochester  General  Hospital 

250,000 

196,469 

104,412’ 

Totals  $1,861,611 

$1,840,301 

$719,862 

* The  non-Federal  share  of  estimated  cost  expected  to  be  provided  by  General 
State  Authority  funds — expected  to  be  appropriated  by  General  Assembly. 
**  Plus  Appalachia  grant  which  may  be  reinstated. 
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I You,  Too,  Can  Get  Results 
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AMA  Members 
Disability  Insurance 
Program  Revised 

At  a meeting  held  February  26, 
1967,  the  Board  of  Trustees  reviewed 
the  report  of  the  Disability  Insurance 
Advisory  Committee  and  adopted  its 
recommendations. 

All  participants  in  the  present  pro- 
gram will  be  automatically  covered 
under  the  revised  program — except 
those  who  have  reached  their  70th 
birthday.  Those  participants  who  are 
70  years  old  or  older  will  be  covered 
by  the  present  program  until  August 
31,  1967.  Any  participant  who  is  on 
claim  status  on  August  31,  1967,  will 
continue  to  be  covered  as  long  as  he 
qualifies  for  disability  under  the  terms 
specified  in  the  present  program.  An 
insured  who  becomes  disabled  on  Sep- 
tember 1,  1967,  or  later  will  be  covered 
under  the  revised  program. 

The  significant  differences  between 
the  present  and  the  revised  program 
are  in  the  premium  and  benefit  struc- 
ture as  indicated  in  the  attached  out- 
line. The  benefits  under  the  revised 
program  are  the  same  for  accident 
and  sickness. 

Other  provisions  which  will  be  in- 
cluded and  which  should  result  in  an 
improvement  of  the  program  are: 

• A two-year  incontestability  provi- 
sion which  should  resolve  the  ques- 
tion of  whether  a physician  is  in 
full-time  active  practice  at  the  date 
of  the  application  or  on  the  effective 
date  of  insurance.  Under  this  pro- 
vision, unless  the  company  raises 
the  question  of  insurability  within 
two  years  after  a physician  joins 
the  program,  the  company  will 
have  waived  its  right  to  reject  a 
future  claim  on  the  basis  that  the 
physician  was  not  in  the  full-time 
practice  of  medicine  at  the  date  of 
application  or  date  of  insurance: 

• Annually,  participants  in  the  upper 
age  brackets  will  be  asked  to  com- 
plete a statement  which  will  help 
them  verify  that  they  are  still  in- 
surable; 

• Private  pilots  holding  a Blue  Seal 
Certificate  will  be  covered  without 
additional  costs; 

• The  maximum  age  for  entry  into 
the  plan  will  be  60;  and 

• Coverage  will  be  discontinued  after 
age  69. 
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Occupational  Health  Awards 


By  presenting  to  Bethlehem  Steel 
Corporation  the  1966  Occupational 
Health  Award  of  the  Pennsylvania 
Medical  Society,  the  medical  profes- 
sion gives  recognition  and  encourage- 
ment to  the  many  Bethlehem  people 
who  work  faithfully  to  make  medical 
programs  effective. 

Under  the  guidance  of  Medical  Di- 
rectors, Bethlehem  has  developed  a 
commendable  philosophy  concerning 
the  health  of  employees: 

• Every  employee  injured  or  made 
ill  in  the  course  of  his  employment  is 
given  the  medical  care  required  by 
law. 

• Additional  care  is  provided  by  our 
physicians  whenever  it  is  considered 
necessary  in  order  to  restore  the  em- 
ployee with  a work-connected  disa- 
bility or  impairment  to  his  former  state 
of  health  or,  when  that  cannot  be  done, 
to  reduce  as  far  as  possible  any  re- 
sidual permanent  impairment. 

• Preventive  programs  are  conducted 
to  reduce  to  a minimum  the  possibility 
that  employees  will  suffer  injury  or 

■ The  Pennsylvania  Medical  Society 
in  1966  cited  three  Pennsylvania  com- 
panies for  outstanding  occupational 
health  programs.  Named  were  I.R.C., 
Inc.,  a Philadelphia  electronics  firm; 
Vulcan  Mold  and  Iron  Company, 
Latrohe,  manufacturer  of  ingot  molds; 
and  Bethlehem  Steel  Corporation. 

These  firms  were  named  recipients 
of  the  Pennsylvania  Medical  Society’s 
1966  Occupational  Health  Awards  in 
three  categories:  for  companies  with 
over  500  employees  (I.R.C.,  Inc.)  for 
companies  with  under  500  employees 
(Vulcan  Mold  and  Iron  Company); 
and  for  company-wide  programs  of 
multi-plant  firms  (Bethlehem  Steel). 

Announcement  of  the  awards  was 
made  by  Mark  R.  Leadbetter,  M.D., 
Chairman  of  the  Commission  on  Oc- 
cupational Health  of  the  State  Society. 

The  purpose  of  the  annual  Occupa- 
tional Health  Awards  is  to  motivate 
companies  in  the  state  to  establish 
or  improve  medical  services  for  the 
employees. 

■ This  brief  article  contains  excerpts 
taken  from  remarks  given  by  two 
representatives  of  Bethlehem  Steel 
Corporation  upon  receipt  of  the 
Award  at  a Northampton  County 
Medical  Society  meeting  held  this  past 
November. 


illness  in  the  course  of  their  employ- 
ment and  to  maintain  a general  state 
of  good  health  among  our  employees. 

• Although  only  emergency  treat- 
ment is  provided  for  illness  or  injury 
which  is  not  work  connected,  our 
medical  staffs  consult  with  employees 
and  their  personal  physicians  on  the 
work  requirements  of  the  employees’ 
usual  assignments,  or  any  other  jobs 
to  which  they  might  be  temporarily 
assigned.  The  purpose  is  to  minimize 
the  period  of  disability  and  return  the 
employee  to  useful  work  at  an  early 
date. 

In  providing  these  services,  Bethe- 
hem  tries  to  strengthen  the  normal 
patient-doctor  relationship.  The  com- 
pany-financed disability  and  hospital 
and  surgical  benefit  programs  con- 
tribute to  this.  So  also  does  making 
available  to  an  employee’s  personal 
physician  all  the  information  on  file 
which  may  help  him  care  for  his 
patient.  Finally,  Bethlehem  adheres 
strictly  to  the  policy  of  providing 
definitive  treatment  only  for  work- 
connected  illness  or  injury. 

An  important  element  in  the  suc- 
cess of  the  medical  programs  is  the 
fact  that  the  physicians  are  an  integral 
part  of  management.  They  are  in 
regular  and  frequent  contact,  both 


formal  and  informal,  with  the  man- 
agers and  heads  of  plant  departments. 
As  a result,  there  is  a free  exchange 
of  information  between  physicians  and 
other  members  of  management  on 
matters  of  proper  mutual  concern. 

Underlying  these  policies  is  the  con- 
viction that  good  health  and  produc- 
tive capacity  are  inseparable.  An  em- 
ployee who  is  physically  under  par 
cannot  produce  to  his  full  ability. 
Since  an  employee’s  ability  to  produce 
affects  the  economic  position  of  his 
family,  his  community,  his  corpora- 
tion and  even  his  nation,  Bethlehem 
must  do  its  best  to  maintain  the  health 
of  its  employees. 

Historically,  industrial  medicine  re- 
ceived its  greatest  impetus  because  of 
the  safety  movement,  but  in  spite  of 
excellent  safety  programs  some  acci- 
dents still  occur  and  some  few  em- 
ployees still  require  surgical  care. 
The  medical  programs  which  have 
been  developed  contribute  materially 
to  improved  safety  performance  and 
for  this  reason  a greater  portion  of 
time  and  energy  is  now  being  expended 
on  preventive  programs. 

“Steel”  is  a heavy  industry;  certain 
jobs  require  the  expenditure  of  con- 
siderable energy  in  hot  environments. 
It  is  necessary  that  the  staff  physicians 


Photo  courtesy  of  Culver  Pictures,  Inc. 


Mark  R.  Leadbetter,  M.D.,  chairman,  PMS  Commission  on  Occupational  Health 
(right),  assisted  by  Raymond  Wing,  M.D.,  president  (1966)  of  the  Northampton 
County  Medical  Society,  presents  the  PMS  Occupational  Health  Award  to 
Russell  K.  Branscom  (left)  and  Harold  F.  Miller,  Bethlehem  Steel  Corporation. 
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carefully  evaluate  each  applicant  for 
employment  and  determine  to  the  best 
of  their  abilities  the  work  capacity  of 
each  applicant.  This  requires  a care- 
ful, complete  examination.  The  tradi- 
tional emphasis  on  disability  has  been 
replaced  by  evaluation  of  ability.  The 
applicant  alone  is  informed  of  impair- 
ments and  strongly  encouraged  to  con- 
sult with  his  personal  physician  if 
remedial  defects  have  been  uncovered. 
Management  is  informed  only  of  work 
capacity  or  limitations  on  activity. 
Armed  with  the  knowledge  of  the 
employee’s  health  status  at  the  time 
of  employment,  staff  physicians  are 
well  equipped  to  assist  the  personal 
physician  in  maintaining  health  by 
sound  preventive  medical  programs. 

In  Pennsylvania,  there  is  a statutory 
obligation  to  examine  certain  workers 
annually.  A number  of  workers  have 
demanding  assignments  and  examina- 
tions are  performed  on  these  men  also. 


In  addition,  certain  workers  who  per- 
form in  a potentially  hazardous  en- 
vironment are  examined  periodically 
to  assure  that  the  controls  and  safe- 
guards prescribed  by  Bethlehem  In- 
dustrial Health  Engineers  are  provid- 
ing the  necessary  protection.  All  of 
these  examinations  are  done  for  a 
single  purpose:  Prevention — preven- 

tion of  illness,  prevention  of  accident. 

By  reducing  absence  or  inefficiency 
because  of  illness,  either  physical  or 
mental,  the  physicians  can  assist  the 
supervisor  in  meeting  his  responsibili- 
ties. The  necessary  steps  to  keep  the 
workman  on  the  job  and  in  good 
health  require  a cooperative  effort  be- 
tween the  community  physician  and 
the  industrial  physician,  inasmuch  as 
it  is  the  former  who  has  the  responsi- 
bility of  providing  direct  medical  care 
to  the  worker  and  his  family  and  it 
is  the  latter  who  can  best  advise  on 
the  effects  of  the  work  situation. 


Unfortunately,  problems  do  arise, 
and  events  do  not  always  proceed  as 
smoothly  as  is  desirable.  Many  em- 
ployees do  not  have  a personal  family 
physican  with  whom  they  consult  reg- 
ularly and  industry  constantly  is 
troubled  by  the  consequences  of  this 
lack  of  medical  care. 

Applicants  for  employment  with  the 
residuals  of  preventable  diseases,  a 
large  number  of  persons  who  have 
not  been  immunized  against  tetanus 
and  the  common  infectious  diseases, 
and  a lack  of  knowledge,  even  ignor- 
ance, of  basic  personal  hygiene  and 
human  physiology  confront  us  daily. 
To  those  interested  in  health  mainte- 
nance, it  is  apparent  that  the  gap  be- 
tween medical  knowledge  and  the  ap- 
plication of  that  knowledge  in  the  form 
of  preventive  measures  is  much  too 
great  and  much  more  must  be  done 
to  make  those  measures  more  avail- 
able and  more  acceptable. 


Togetherness.... 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 
serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al J.  Pediat.  38.41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


RORER 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  th« 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  wei'e  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active ti'acer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


C-14  AS  MILLIGRAMS  NICOTINIC  ACID  EXCRETED 


ged  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions:  Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Ml 

“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Community  Disaster  Planning 


Chaos  describes  the  experience  in 
the  handling  of  practically  all  civilian 
disasters  in  the  United  States.  The 
reason  for  this  is  that  communities 
involved  had  not  been  previously  pre- 
pared by  adequate  planning  for  dis- 
astrous events.  Only  by  careful  pre- 
planning on  a community-wide  basis 
can  such  chaos  be  prevented. 

Fires,  floods,  wrecks,  explosions  and 
other  disasters  are  recurring  phenom- 
ena in  every  part  of  the  world.  When  a 
disaster  of  any  magnitude  strikes  a 
community,  its  people  naturally  turn 
to  their  hospitals  and  their  govern- 
ment for  help.  The  disaster’s  impact 
on  the  community’s  resources  is  im- 
mediate and  demanding.  It  is  not 
enough  that  a community  provide 
good  hospital  care  for  victims  of  a 
disaster;  there  must  be  proper  and 
efficient  handling  of  casualties  at  the 
disaster  site. 

There  are  three  types  of  civil  dis- 
asters. Nuclear  disasters  are  of  un- 
told magnitude  and  are  the  primary 
responsibility  of  the  Office  of  Civil 
Defense.  Natural  disasters,  character- 
istically involving  a wide  area  and 
many  communities,  are  often  of  great 
magnitude  and  may  require  the  as- 
sistance of  troops  and  other  state  and 
federal  agencies  as  well  as  community 
resources.  Their  one  saving  grace  is 
that  there  is  often  a considerable  warn- 

Thc  first  guide  for  Community 
Disaster  Planning  to  deal  exclusively 
with  the  subject  has  been  written  and 
published  by  the  Commission  on  Dis- 
aster Medical  Care  of  the  Pennsylvania 
Medical  Society.  The  guide  provides 
the  basic  information  needed  by  any 
community  to  develop  a “tailor-made” 
disaster  plan.  Jack  C.  White,  M.D., 
served  as  chairman  of  the  guide  com- 
mittee, which  included  John  A.  Hanip- 
sey,  M.D.,  and  Ernest  L.  Noone,  M.D. 

Initial  distribution  of  the  guide  was 
made  at  the  Commission’s  Fifth  Re- 
gional Conference  on  Disaster  Medical 
Care  held  in  Pittsburgh.  Courtesy 
copies  have  also  been  mailed  to  all 
state  Medical  Society  Disaster  Com- 
mittees, and  to  the  chairmen  of  Penn- 
sylvania county  medical  society  com- 
mittees. Copies  are  available  by  writ- 
ing to:  Commission  on  Disaster  Medi- 
cal Care,  Pennsylvania  Medical  So- 
ciety, Taylor  Bypass  and  Erford  Road, 
Lemoyne,  Pennsylvania  17043.  There 
will  be  a slight  charge  per  copy. 


ing  period  in  which  it  is  possible  to 
organize  against  the  peril.  Local  dis- 
asters, on  the  other  hand,  strike  with- 
out warning  and  their  control  demands 
immediate  action  based  initially  on 
trained  forces  in  the  community  who 
are  on  the  job  twenty-four  hours  a day 
(police,  firemen,  and  ambulance  res- 
cue squads).  Local  disasters  are  by 
far  the  most  frequent  type  and  usually 
upset  only  one  community  at  a time 
and  should  not  require  outside  help — 
if  prior  disaster  planning  has  been 
done.  This  is  the  practical  reason  why 
community  disaster  planning  must  be 
undertaken  by  every  community  in  the 
nation. 

What  Is  a Community  Disaster  Plan? 

Is  is  a planned  course  of  action  to  be 
followed  when  an  event  occurs  which 
presents  in  a short  space  of  time  a 
greater  number  of  casualties  than  can 
be  properly  cared  for  by  the  usual 
emergency  facilities  available  in  a com- 
munity. Therefore,  every  community 
should  have  as  part  of  its  day-to-day 
service  to  its  people  a well-conceived, 
well-rehearsed  and  practical  plan  for 
handling  the  disaster  situation  within 
its  boundaries  and  its  neighboring  com- 
munities. 

County  Medical  Society  Responsibility 

It  is  local  government  that  has  the 
primary  responsibility  for  disaster  pre- 
paredness (which  is  essentially  an  ex- 
tension of  its  fire,  police  and  public 
safety  function).  But  most  commun- 
ities in  this  country  have  been  un- 
prepared when  disaster  struck. 

It  is  exactly  here  that  the  county 
medical  society  can  offer  a most  im- 
portant community  service — by  acting 
as  a stimulus  and  catalyst  to  see  to  it 
that  the  community  does  plan  for  a 
disaster,  with  the  basic  information 
supplied  by  the  county  medical  society. 
Jack  C.  White,  M.D.,  Chairman  of  the 
Commission  on  Disaster  Medical  Care 
urges  the  use  of  the  impressive  body 
of  knowledge  concerning  disaster  han- 
dling that  has  developed  over  the  years 
thanks  to  many  dedicated  physicians 
and  medical  organizations. 

But  this  knowledge  to  be  effective 
must  be  put  into  action  at  the  local 
level.  With  this  in  mind,  general  prin- 
ciples are  outlined  in  this  guide  which 
may  be  applied  to  the  planning  for 
the  management  of  local  and  natural 
disasters  in  most  all  community  situa- 
tions. 


County  Medical  Society  Disaster  Com- 
mittee 

Strengthen  your  county  committee 
by  making  it  semi-permanent.  This 
can  be  done  by  appointing  hospital 
disaster  chiefs  to  the  committee.  This 
provides  you  with  a knowledgeable 
working  group  with  authority  to  follow 
through  on  disaster  plans  in  their  own 
hospitals.  With  the  addition  of  inter- 
ested county  medical  society  members, 
you  have  a working  group  of  phy- 
sicians who  have  knowledge  of  the 
medical  preparations  for  disaster  that 
exist  in  your  county.  This  county 
medical  society  disaster  committee 
should  take  the  lead  in  providing  com- 
munities with  detailed  help  organizing 
the  community’s  disaster  posture. 

Community  Disaster  Planning 

The  Disaster  Planning  Advisory  Coun- 
cil 

The  entire  resources  and  facilities 
of  a community  useful  in  a disaster 
situation  must  be  researched,  organized 
into  an  overall  plan,  and  a coordinat- 
ing mechanism  set  up.  An  excellent 
way  to  do  this  is  to  set  up  a “Disaster 
Planning  Advisory  Council”  composed 
of  representatives  of  all  community 
groups  important  to  disaster  manage- 
ment. 

Each  community’s  plan  must  be 
“tailor-made”  to  the  local  situation, 
but  it  should  be  based  on  well-tried  and 
proven  principles  of  disaster  manage- 
ment outlined  in  this  guide.  It  should 
be  designed  to  go  into  operation  in 
stages  so  that  unnecessary  commitment 
of  forces  is  avoided.  John  A Hampsey, 
M.D.,  member  of  the  Commission  on 
Disaster  Medical  Care  stresses  the 
axiom:  “A  community’s  response 

should  be  geared  to  the  disaster  situa- 
tion.” 

Each  local  community  must  assume 
the  responsibility  for  community  dis- 
aster planning.  It  must  be  decided,  on 
the  basis  of  hospital  location  and  com- 
munity groupings,  how  the  plan  will 
be  designed.  For  instance,  a com- 
munity with  no  hospital  facility  must 
develop  its  plan  cooperatively  with  the 
community  into  which  its  hospital 
patients  normally  travel.  In  cities, 
boroughs  and  townships,  the  plan 
should  be  based  on  facilities  at  the 
local  level.  However,  when  one  com- 
munity needs  the  help  of  others  nearby, 
the  responding  community’s  men  and 
facilities  fall  under  the  direction  of 
the  commander  at  the  disaster  site.  In 
some  sparsely  populated  communities, 
urban  and  rural,  ambulance  rescue 
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units  may  most  logically  form  the 
nucleus  of  a disaster  plan. 

The  Council  should  include  the  fol- 
lowing groups  or  representative  per- 
sons: 

Medical  society  disaster  committee 

Local  hospital  administrators 

Local  hospital  disaster  chiefs 

Osteopathic  society 

Civil  Defense  (local  and  county) 

State  Department  of  Health 

Dental  Society 

Pharmaceutical  Society 

Nursing  Association 

Police 

Fire  Marshalls 

Communications  (telephone,  radio, 
mobil  units) 

Transportation  (trucks  and  cars) 
Ambulance  rescue  squads 
National  organizations  (American 
Red  Cross,  Civil  Air  Patrol,  Boy 
Scouts,  veteran  organizations,  and 
service  clubs) 

Clergy 

Local  military  establishment 

Four  Basic  Principles  for 
Handling  Any  Disaster 

A Single  Disaster  A uthority 

One  person  must  be  in  charge  at  the 
disaster  site.  The  plan  should  designate 
who  is  “command  officer”  because  un- 
less one  man  at  command  base  has 
overall  power,  and  exercises  it,  control 
will  be  lost  and  chaos  will  result  in  a 
few  minutes. 

In  actual  operation,  the  command 
is  assumed  by  the  senior  officer  to 
arrive  at  the  scene,  usually  a police 
officer.  This  officer  maintains  com- 
mand until  someone  higher  up  the 
chain  of  command  arrives  at  the  scene. 
Finally,  the  previously  designated 
“command  officer”  arrives  at  the  scene 
and  assumes  control  of  the  operation. 

Early  and  Persistent  Traffic  Control 

Traffic  control  must  be  commenced 
immediately  to  establish  and  main- 
tain free  access  to  and  from  the  dis- 
aster site  and  the  hospitals. 

A place  must  be  designated  for 
authorized  cars  and  ambulances,  trucks 
and  other  vehicles,  and  these  must  not 
be  bogged  down  in  mud  or  blocked 
by  other  vehicles  or  curious  onlookers. 

Communications 

All  operations  are  tied  to  effective 
communications,  and  if  this  breaks 
down,  chaos  results.  Communications 
fall  into  three  main  categories: 

M 1.  An  alerting  system  is  the  first  job 

m that  communications  planning  must 
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solve  in  disaster  preparedness.  All 
agencies,  hospital  departments,  and 
personnel  can  function  properly  only 
if  they  are  immediately  alerted.  Tele- 
phone fan-out  systems,  professional 
answering  services,  radio  and  television 
all  may  be  utilized  in  the  alerting  phase. 

2.  At  the  disaster  site,  you  need 
walkie-talkies,  bull  horns  and  runners. 

3.  Between  the  site  and  the  hospital, 
you  will  need  radio,  telephone  and 
messenger  communications. 

Unified  Medical  Command 

A doctor  should  be  in  charge  of  the 
overall  medical  action  at  the  disaster 
site.  In  most  local  disasters,  only  one 
doctor  will  be  needed;  but  in  larger 
area  disasters,  more  than  one  may 
be  necessary.  But  the  single  authority 
and  chain  of  command  must  be  main- 
tained. 

Table  of  Organization 

A table  of  organization  which  out- 
lines the  chain  of  command  and  identi- 
fies the  single  disaster  authority  and 
the  lieutenants  in  all  branches  and 
command  posts  should  be  written.  A 
practical,  disaster  proven  table  of 
organization  is  outlined  as  a model 
upon  which  your  community  plan  may 
be  based.  Simplicity  and  flexibility 
are  the  keynotes. 

The  “command  officer”  will  estab- 
lish a site  from  which  to  direct  the 
operation  and  will  be  assisted  by  four 
men  heading  up  the  essential  branches 
in  the  command  headquarters.  Under 
the  command  headquarters  will  be 
three  command  posts  performing  the 
basic  functions  of  disaster  manage- 
ment. 


Communications 

This  branch  has  to  make  radio,  tele- 
phone and  messenger  service  available 
for  transmitting  information  to  the 
community  hospital.  At  the  scene, 
communications  are  usually  controlled 
by  walkie-talkie  and  messenger;  or  in 
a large  area  disaster,  radio  communica- 
tion will  have  to  be  set  up. 

Manpower  Pool 

This  branch  of  the  disaster  scene 
headquarters  should  be  under  the  com- 
mand of  an  individual  who  has  an 
adequate  list  available  to  him  of  men 
in  the  community  who  will  respond  as 
needed  by  the  disaster  command  for 
litter  bearer  work,  search  and  rescue 
function  and  other  needs. 

T ransportation 

The  same  consideration  mentioned 
in  Manpower  Pool  applies  also  to  the 
official  in  charge  of  transportation. 
Depending  upon  the  disaster  situation, 
ambulances,  station  wagons,  trucks 
and  moving  vans  may  be  needed  for 
transportation  of  large  numbers  of 
casualties,  as  well  as  heavy  equipment 
for  search  and  rescue  operations. 

Discussion  of  Command  Posts 

Medical  Command  Post 

This  is  basically  the  casualty  col- 
lecting point.  The  principal  duties  of 
the  doctor  at  the  site  are  the  following: 

• Establish  his  medical  command  post 
at  a safe  place  and  convenient  to 
evacuation  vehicles. 

• Assume  command  of  overall  medi- 
cal aspects  at  the  disaster  site. 


Discussion  of  Branches 

Information 

This  branch  is  responsible  for 
gathering  competent  information  with 
regard  to  details  of  the  disaster,  num- 
ber of  persons  involved,  gravity  of  the 
injuries,  available  transportation,  avail- 
able hospital  beds  and  estimated  time 
of  arrival  at  the  community’s  hospital 
or  hospitals. 


• Carry  out  sorting  of  casualties  ac- 
cording to  priority  of  evacuation 
(not  necessarily  based  on  severity 
of  injury) : 

1.  Immediate 

2.  Delayed 

3.  Ambulatory 

• Control  dispatching  of  patients  to 
hospitals  in  an  orderly  manner,  so 
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that  one  hospital  is  not  overloaded 
while  another  is  idle. 

• Establish  communications  with 
available  hospitals  through  the  com- 
munication branch  and  see  that  they 
are  supplied  with  the  necessary  in- 
formation 

• Supervise  first  aid  treatment  (rend- 
ered by  non-medical  personnel). 
The  physician  must  not  get  involved 
in  the  treatment  of  individual  pa- 
tients so  that  he  loses  overall  con- 
trol of  the  medical  situation. 

• Assign  and  control  volunteer  phy- 
sicians and  nurses  at  the  scene. 

• Request  medical  teams  and  supplies 
as  needed. 

• See  to  the  setting  up  of  a morgue 
at  the  disaster  scene — so  that  the 
dead  are  not  taken  to  the  hospital. 

Search  and  Rescue  Command  Posts 

Responsibilities  of  this  command 
post  are  many  and  varied,  depending 
upon  the  disaster  situation.  They  will 
often  entail  many  community  facilities 
and  skills,  but  basically  this  is  usually 
a fire  department  function. 

Law  and  Traffic  Command  Posts 

This  is  primarily  a police  depart- 
ment function. 

Traffic  control  must  commence  im- 
mediately by  rerouting  other  traffic 
to  establish  a freeway  to  and  from  the 
scene  of  the  accident.  Another  major 
responsibility  of  this  command  post 
may  be  the  prevention  of  looting. 

Identification  cards  and  arm  bands 
may  be  issued  for  all  authorized  per- 
sonnel present.  All  except  those  so 
identified  should  be  prevented  from  ap- 
proaching within  any  given  distance 
of  the  disaster  scene.  By  the  same 
token,  only  authorized  cars,  ambu- 
lances and  other  vehicles  should  be 
permitted  near  the  scene  of  the  dis- 
aster. 


Checklist  for  Effective  Community 
Disaster  Planning 

For  the  County  Medical  Society  Com- 
mission on  Disaster  Medical  Care 

1.  Is  the  committee  cognizant  of  all 
disaster  planning  in  its  county? 

2.  Does  each  hospital  in  the  county 
have  a disaster  plan? 

3.  Does  the  hospital  meet  the  require- 
ments of  the  accreditation  com- 
mittee? (Two  training  exercises 
annually) 

4.  Are  copies  of  these  disaster  plans 
on  file  in  the  committee's  office? 

5.  Is  the  chairman  experienced  in 
medical  disaster  work? 

6.  Is  the  committee  membership 
semi-permanent?  ( Does  it  include 
medical  disaster  chiefs  of  local 
hospitals,  for  example?) 

7.  Are  meetings  of  the  committee 
held  regularly? 

8.  Does  the  committee  have  the  au- 
thority to  organize  a plan  to  fill  its 
county  responsibility? 

9.  Does  the  committee  have  a bud- 
get? 

10.  Does  your  chairman  attend  the 
national  and  regional  meetings  on 
disaster  medical  care  of  the  AMA? 

For  the  Community  Disaster  Planning 

Advisory  Council 

1.  Are  representatives  of  the  follow- 
ing organizations  included  in 
your  membership? 

Local  hospital  administrators 
Local  hospital  disaster  chiefs 
Medical  society 
Osteopathic  society 
Civil  defense  (local  and  county) 
State  Department  of  Health 
Dental  society 
Pharmaceutical  society 
Nursing  association 
Police 

Fire  marshalls 

Communications  (telephone, 
radio,  mobile  units) 


New  Betatron  for  Cancer 
at  Temple 

A 25-million  electron  volt  (MEV) 
betatron  has  been  installed  for  cancer 
treatment  and  research  at  the  Temple 
University  Health  Sciences  Center. 
Dr.  Arthur  D.  Nelson,  executive  di- 
rector of  Temple  University  Hospital, 
announced  the  betatron,  the  first  one 
to  be  installed  for  medical  purposes 
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in  Pennsylvania,  would  be  ready  for 
clinical  use  this  summer. 

The  betatron,  capable  of  producing 
beams  of  electrons  as  well  as  high  en- 
ergy X-rays,  will  provide  a new  power- 
ful tool  for  treating  cancer  patients  by 
radiation  at  Temple  University  Health 
Sciences  Center.  It  also  is  expected 
to  facilitate  advances  in  research  tech- 
niques into  the  use  of  radiation  for 
cancer  treatment  and  permit  the  estab- 
lishment of  a teaching  program  to 


Transportation  (trucks  and 
cars) 

Ambulance  rescue  squads 
American  Red  Cross 
Civil  Air  Patrol 
Boy  Scouts 

Veteran  organizations 
Service  clubs 
Clergy 

Local  military  establishment 

2.  Does  each  hospital  in  your  local 
area  have  a disaster  plan? 

3.  Has  the  single  community  disaster 
authority  been  appointed? 

4.  Is  a traffic  control  plan  agreed 
upon  by  the  responsible  author- 
ities? 

5.  Has  an  adequate  communications 
plan  been  established? 

6.  Has  the  procedure  for  medical 
authority  at  the  disaster  site  been 
determined? 

7.  Does  your  disaster  plan  provide 
sufficient  emergency  supplies? 

Are  these  supplies  stored  proper- 
ly, regularly  tested  and  ready  for 
instant  use? 

8.  Has  provision  been  made  for  an 
emergency  information  center? 

9.  Has  proper  liaison  been  estab- 
lished with  county  and  local  civil 
defense  personnel  and  the  State 
Health  Department  representative? 

10.  Are  school  systems’  resources 
ready  for  utilization? 

11.  Are  any  hospital  mobile  disaster 
teams  available  for  use? 

1 2.  Do  you  have  any  legal  counsel? 

13.  Have  ambulance  drivers  under- 
gone training? 

14.  Have  you  held  community-wide 
rehearsals? 

15.  Does  your  chairman  attend  the 
national  and  regional  meetings  on 
disaster  medical  care  of  the  AMA? 

16.  Have  you  established  liaison  with 
the  trauma  committee  of  the 
American  College  of  Surgeons? 


train  personnel  to  use  high  energy 
radiation  in  other  health  centers. 

The  use  of  electron  beams  to  treat  I 
cancer  patients  is  comparatively  new. 
Temple  University  Health  Sciences  j 
Center  will  be  one  of  the  very  few 
centers  in  this  country  having  such  a 
facility.  The  director  of  radiation 
therapy  at  the  center,  Dr.  Robert 
Robbins,  also  is  professor  and  co-chair- 
man of  the  radiation  department. 

PENNSYLVANIA  MEDICINE 


IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
FACE.  ^ 


UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp®  Extentabs 

(Dimetane®  (brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


I sinusitis,  colds,  or  U.R.I., 

Cmetapp  lets  congested  patients 
'bathe  easy  again.  Each  Extentab 
t ngs  welcome  relief  all  day  or  all  night, 
■Lually  without  drowsiness  or  over- 
smulation.  Its  key  to  success?  The 
tmetapp  formula  — Dimetane  (brom- 
peniramine  maleate),  a potent  anti- 
b.tamine  reported  in  one  study  to  have 
eiited  side  effects  as  few  as  the  placebo,  * 
turned  with  decongestants  phenyl- 
eirine  and  phenylpropanolamine  — 
ifa  dependable  10-  to  12-hour  form. 

Siiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  ed.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

/M-ROB1NS 


Beta-Hemo 

Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®  provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1 -1.6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M. : New  England  J.  Med.  ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R.  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K’0_ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly),  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin, 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mut 
less  common  with  administration  of  oral  penicillin  than  with  intramusc 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness, 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin 
administered,  measures  for  treating  anaphylaxis  should  be  read 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  f 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamin 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ov 
growth  of  antibiotic-resistant  organisms,  in  such  a case,  antibiotic  c 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillm  K and  for  V-G 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  uni 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divid 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bar 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a d 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  D 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  oi 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  exit 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500, 1 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  d 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of 
gery,  parenteral  therapy  should  be  considered.  Mild  to  modera 
severe  pneumococcus  pneumonia  has  been  treated  effectively  v 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  g 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  prr 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours, 
three  doses  may  be  employed,  in  females,  500  mg,  every  four  hour: 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syp  j 
should  have  a dark-field  examination  before  receiving  penicillin  , 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U S P 125  mg.  (200,000  units  1 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800  j 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  tflj 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


The 

I went  to  camp!  A camp  of  two 
hundred  boys  with  eighty-five  assorted 
personnel  to  look  after  their  needs  and 
wants. 

I believed  that  serving  as  attending 
physician  at  a summer  boys  camp 
could  be  enjoyable,  rewarding  and  per- 
haps a bit  relaxing.  The  camp  medi- 
cal and  ambulatory  surgical  work  was 
represented  as  being  minimal:  “All 

the  boys  were  healthy  and  called  so 
after  a recent  examination  by  their 
home  physicians.”  The  “after  taps” 
calls  were  supposed  to  be  almost  nil, 
and  this  was  reasonably  true,  as  only 
four  calls  were  required  in  two  weeks. 
Two  registered  nurses  were  scheduled 
to  absorb  most  of  the  work. 

On  arrival  at  camp  I found  one 
RN  a year  out  of  training  but  with 
no  emergency  room  experience  what- 
soever. A “practical  nurse”  was 
scheduled  to  arrive  after  a few  hours. 
The  practical  nurse  turned  out  to  be 
a willing  mother  of  two  campers  who 
had  no  nurses  training  but  was  at  one 
time  a dental  technician. 

Nothing  was  said  about  equipment 
and  had  I not  taken  along  a very 
complete  medical-surgical  bag  I’d  have 
had  nothing  to  work  with  except  two 
hemostats  and  a splinter  forceps  of 
ancient  vintage. 

The  drugs  furnished  at  my  request 
were  the  best  and  delivered  promptly. 
Accommodations  were  quite  adequate, 
although  all  sorts  of  disturbing  noises 
were  heard  at  night.  The  food  was 
excellent  and  served  nicely. 

Almost  suddenly  “physical  examina- 
tions” were  supposed  to  be  done  on 
all  campers.  When  I rebelled  and 
mentioned  that  each  exam  usually 
took  me  45  minutes  and  brought  me 
a ten  dollar  fee,  and  that  such  had 
been  done  at  home  within  the  month, 
we  settled  on  looking  at  the  ears, 
throat  and  skin. 


Glories  of  Summer  Camp 


The  patients  soon  arrived  and  the 
“clinic  hour”  after  meals  lengthened 
to  two  hours,  with  constant  calls  in 
between  for  all  manner  of  injuries  and 
illnesses — a total  of  709  such  were 
seen  in  two  weeks.  In  addition,  a 16- 
bed  infirmary  was  half-filled  all  the 
time  and  this  added  an  hour  twice 
daily  for  rounds.  Asthma,  abdominal 
pain  and  viral  URI  were  the  principal 
problems. 

Twenty-five  percent  of  the  campers 
were  afflicted  with  hayfever/ asthma 
plus  a small  assortment  of  food,  drug 
and  insect  allergies.  Twice  a week  an 
hour’s  allergy  clinic  was  added  to  the 
usual  afternoon  duty.  Six  or  eight 
injections  were  given  at  these  times. 

Two  or  three  times  daily  during 
periods  of  athletic  activity  a panic- 
stricken  patient  accompanied  by  two 
to  four  equally  frightened  pals  would 
appear,  yelling  “doctor-nurse”  and 
practically  tear  down  the  dispensary 
door.  Fortunately,  in  most  cases, 
these  crises  were  trivial  matters. 

The  pay  was  of  no  particular  im- 
portance to  me  but  should  be  men- 
tioned as  being  less  than  half  the  $2.00 
per  hour  paid  to  labor  at  this  camp. 

My  work-load  could  be  contrasted 
to  a summer  I spent  in  northwest 
Montana  as  the  only  physician  in  a 
large  area.  Twelve  miles  from  me  was 
a Boy  Scout  camp  with  a population 
of  three  hundred  and  one  RN  in  resi- 
dence. Each  week  she  brought  me, 
on  an  average,  one  patient  with  ab- 
dominal pain,  one  with  tonsillitis,  one 


with  a fracture,  two  with  lacerations 
requiring  sutures,  one  asthmatic,  a pa- 
tient with  a viral  pneumonitis,  one 
with  a burn  and  that  was  it! 

The  camp  personnel  were  divided 
into  several  cliques  with  very  little 
social  overlap.  The  medical  staff  was 
the  smallest  of  these  groups  and 
seemed  to  be  not  worth  the  return  of 
our  friendly  gestures  unless  a favor 
was  sought  which  could  be  conferred 
only  by  medical  people.  No  provi- 
sion was  made  for  the  physician  to 
have  free  time  and  I was  unable  con- 
scientiously to  leave  the  camp  area 
the  entire  two  weeks. 

At  this  summer  camp  a sufficient 
number  of  campers-personnel  argued 
constantly  over  what  they  would  or 
would  not  do  and  tried  to  impose  their 
vast  medical  knowledge  and  judgment 
over  my  own.  This  became  so  ob- 
noxious I utilized  a three-day  escape 
clause  in  my  contract  and  left  after 
two  weeks. 

Editorial  material  submitted  for  pub- 
lication cannot  be  featured  without 
author  identification.  This  article  is 
the  result  of  a personal  experience 
encountered  last  summer  by  a Penn- 
sylvania physician  who  believes  all  po- 
tential ‘‘camp  doctors”  should  be 
aware  of  conditions  which  may  exist 
in  a few  of  the  many  summer  camps. 
Since  this  article  does  not  fall  within 
the  strict  confines  of  editorial  material, 
the  requested  anonymity  of  the  author 
is  granted. 
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This  pain 

is  getting 
on  my 

nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that  offers 
more  than  simple  analgesia, 

A good  choice  is  often  Equagesic®  (meprobamate  and  etho- 
heptazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety. 
And  skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and 
tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Precautions:  Keep  out  of  reach  of  children.  Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  ex-addicts,  alcoholics,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol 
tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  occur,  reduce  dose.  If  symptoms  persist, 
caution  patients  against  operating  machinery  or  driving.  Give  cautiously  to  patients  with  suicidal 
tendencies.  Treat  attempted  suicide  with  immediate  gastric  lavage  and  appropriate  supportive  therapy. 
Side  Effects : Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness  and  CNS  depression.  Overdosage  may  result  in  salicylate  intoxication.  Meprobamate 
rarely  causes  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angioedema,  bronchial  spasms, 
fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or  meprobamate. 

Composition : 150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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cream  and  ointment 


Additional  information  available  to  physicians  upon  request 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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When  in  Doubt,  Look  for  Gout 

Early  diagnosis  based  mainly  on  clinical  features,  and  prompt  manage- 
ment with  a safe,  simple  program  of  available  drug  therapy  are  indicated 


FRANCIS  H.  STERN,  M.D. 
Philadelphia,  Pennsylvania 

Gout  is  NOT  rare — rather,  it  has 
been  estimated  that  more  than 
825  thousand  persons  in  the 
United  States  suffer  from  this  disease. 
It  also  has  been  estimated  that  of  these 
825  thousand  persons,  not  more  than 
10  percent  to  12  percent  presently  are 
receiving  the  available  efficacious  ther- 
apy for  the  relief  of  this  disease.  The 
prevalence  of  these  825  thousand  plus 
persons  in  the  United  States  with 
gout  would  approximate  fifteen  gouty 
persons  per  two  thousand  population. 
Therefore  every  practising  physician 
in  the  county  conceivably  should  be 
seeing  and  treating  no  fewer  than  ten 
to  fifteen  patients  with  gout  and  gouty 
arthritis.  It  is  apparent  this  is  not  the 
case. 

Besides  the  clinical  gout,  the  in- 
cidence of  asymptomatic  hyperuri- 
cemia is  even  higher  in  the  families 
of  gouty  patients.  The  familial  in- 
cidence has  been  found  to  be  as  high 
as  70  percent  to  75  percent  by  care- 
fully documented  genealogic  studies. 
Thus  we  note  that  the  morbidity  of 


® Dr.  Stern  is  in  private  practice, 
specializing  in  internal  medicine,  car- 
diology and  geriatrics.  He  is  also  as- 
sociate chief  of  medicine  at  St. 
Joseph’s  Hospital,  Philadelphia. 
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gout  is  high  and  most  serious.  We  are 
too  often  unwarrantedly  complacent, 
however,  and  tend  to  overlook  gout 
by  failing  to  appreciate  this  high  mor- 
bidity instead  of  constantly  searching 
for  the  disease.  This  alert  is  necessary 
in  order  that  adequate  and  successful 
therapy  may  be  initiated  in  the  sym- 
tomatic  patient. 

There  seems  to  be  a widespread 
view  that  unless  a person  is  suffering 
frequent  disabling  attacks  of  gout,  no 
therapy  is  indicated  or  possibly  only 
prophylactic  colchicine  and  lightly  em- 
phasized restrictions  of  “sweetbreads, 
anchovies,  caviar,  sardines”  and  other 
dietary  instructions.  Nothing  could 
be  further  from  the  medical  truth. 
Gout  is  an  insidious  disease  and  is 
often  unrecognizable  in  its  early 
phases,  when  much  damage  already 
is  being  done.  This  damage  goes  on 
during  the  interval  or  intercritical 
phase  and  more  certainly  continues 
before  the  obvious  destructive  changes 
of  the  chronic  tophaceous  phase  of 
gout  have  appeared. 

Gout  is  an  inherited  disturbance  of 
uric  acid  metabolism.  The  defect  in 
uric  acid  metabolism  probably  is  due 
to  a single  autosomal  dominant  gene 
with  clinical  gout  occurring  in  a small 
percentage  of  heterozygotes.  Clinical 
gout  occurs  in  men.  women  and  chil- 
dren but  mainly  in  males.  In  men, 
it  occurs  most  frequently  in  the  third 
and  fourth  decades,  whereas  in  wom- 
en, it  is  rare  before  the  meno- 
pause, but  can  occur  in  the  earlier 
years.  The  infrequent  occurrence  in 
women  (approximately  10  percent  to 
12  percent)  probably  represents  an 
altered  expression  of  the  defect  rather 
than  a sex-linked  genetic  process.  The 
incidence  of  asymptomatic  hyper- 
uricemia is  more  nearly  the  same  in 
both  sexes.  Gout  can  appear  at  any 
age  and  when  it  occurs  in  children. 


usually  before  the  age  of  fifteen,  it 
can  be  most  disastrous  if  unrecognized, 
causing  complete  failure  of  the  kidneys 
and  death  within  a period  of  one  to 
two  years.  The  older  a person  is 
when  gout  manifests  itself  by  an  acute 
arthritic  episode,  the  milder  the  disease 
in  either  sex,  generally. 

Gout  represents  the  accumulation 
of  large  amounts  of  uric  acid,  identi- 
fiable by  an  increased  concentration 
in  serum,  an  increased  total  body 
uric  acid  pool  and  in  chronic  gout, 
by  the  precipitation  of  urates  in  vari- 
ous tissues.  The  common  belief  that 
gout  is  due  to  over-indulgence  in  food 
and  wine  (so-called  “rich  living”)  is 
without  basis  in  fact. 

Uric  acid  in  man  is  the  end  product 
of  purine  metabolism.  The  two 
purines,  adenine  and  guanine,  are  pres- 
ent in  the  body  chiefly  as  components 
of  the  nucleic  acids,  ribonucleic  acid 
(RNA)  and  deoxyribonucleic  acid 
(DNA).  Uric  acid  is  formed  by  the 
stepwise  enzymatic  oxidation  of  xan- 
thine, hypoxanthine  and  guanine. 

The  only  significant  mechanism  for 
the  excretion  of  uric  acid  is  the  renal 
pathway.  Uric  acid  is  excreted  largely 
by  tubular  secretion,  most,  if  not  all 
of  that  filtered  by  the  glomerulus  being 
reabsorbed.  The  ability  of  chloro- 
thiazide to  cause  hyperuricemia 
through  an  alteration  of  the  renal 
excretory  process  strongly  supports  the 
concept  of  tubular  secretion.  In  a 
converse  fashion,  so  does  the  occur- 
rence of  hyperuricemia  in  Wilson's  dis- 
ease, which  is  characterized  by  other 
known  renal  tubular  defects. 

The  pathognomic  lesion  of  gout  is 
the  deposit  of  sodium  urate  crystals 
causing  inflammatory  and  eventually 
degenerative  changes.  The  lesions  oc- 
cur chiefly  in  joints,  bones,  bursae 
and  cartilaginous  structures.  The 
marked  insolubility  of  urates  at  the 
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acid  pH  characteristic  of  these  tissues 
may  account  for  the  preferential  pre- 
cipitation at  these  sites.  Any  joint  may 
be  affected,  however,  those  of  the 
lower  extremities  and  specifically  the 
great  toe  are  most  susceptible.  The 
precipitates  in  nonarticular  tissues  are 
called  “tophi,”  meaning  “chalkstones.” 
The  cartilage  of  the  ears,  the  tendons, 
the  tarsal  plates  of  the  eyes  and  the 
olecranon  and  patellar  bursae  are  the 
most  common  sites.  Urates  also  pre- 
cipitate in  the  collecting  tubules  of 
the  kidney,  leading  to  gouty  nephro- 
pathy. 

Acute  Gout 

Acute  arthritis  usually  announces 
the  disease  but  occasionally  renal 
colic  from  urate  stones  is  the  initial 
manifestation.  The  metatarsophal- 
angeal joint  of  the  great  toe  is  the 
primary  site  of  attack  in  about  50 
percent  of  the  cases.  Acute  attacks 
are  often  preceded  by  a stressful  or 
a traumatic  episode,  that  is,  myocardial 
infarction,  operative  procedures,  anes- 
thesia, exposure  to  extremes  of  heat 
or  cold,  starvation,  dehydration,  emo- 
tional episodes,  injections  of  drugs, 
acute  infections  and  mild  physical 
trauma  to  the  joint.  The  attack  often 
occurs  at  night  and  begins  suddenly, 
awakening  the  patient  from  sleep. 
The  joint  becomes  swollen,  tender, 
cyanotic-violaceous  in  color  and  is 
excruciatingly  painful.  An  acute  epi- 
sode if  untreated  may  last  a few  days 
to  a few  weeks.  A hyperuricemia  of 
6 mg/ 100  ml  or  more  and  the  rapid 
response  to  treatment  with  colchicine 
confirms  the  diagnosis.  The  efficac} 
of  treatment  with  colchicine,  however, 
does  not  necessarily  always  indicate 
gout.  Arthritis  of  sarcoidosis  responds 
to  colchicine  and  spontaneous  remis- 
sion of  other  arthritic  disorders  may 
occur  after  administration  of  colchi- 
cine. 

The  diagnosis  of  gout  should  be 
based  mainly  on  clinical  features.  An 
erroneous  diagnosis  may  be  made  in 
patients  with  various  rheumatic  con- 
ditions if  too  much  emphasis  is  placed 
on  an  elevated  serum  uric  acid  or  on 
a therapeutic  trial  of  colchicine.  The 
only  absolute  diagnostic  test  is  dem- 
onstration of  urate  crystals  in  the 
synovial  fluid  or  in  a tophus. 

Treatment  of  Acute  Attacks 

Colchicine  is  still  the  best  drug  for 
a suspected  acute  attack  of  gout.  The 
patient  is  given  two  tablets  (0.65  mg. 
each)  immediately  and  then  one  tablet 
every  two  hours  thereafter  until  diar- 
rhea or  gastric  upset  occurs.  Then 
therapy  is  discontinued.  If  the  pain- 
ful episode  is  in  fact  an  attack  of 


gout,  it  will  disappear  almost  com- 
pletely in  eighteen  hours  or  less  after 
initiating  the  colchicine.  The  patient, 
when  given  the  colchicine  therapeutic 
test,  should  be  instructed  to  count 
the  total  number  of  tablets  that  he 
takes  until  the  gastrointestinal  symp- 
toms occur.  He  is  then  advised  if  the 
total  number,  for  example,  is  fewer 
than  ten,  to  take  one  less  than 
previously  taken  for  any  recurrent 
attack.  If  the  total  number  taken  is 
ten  or  over,  he  is  advised  to  take  two 
tablets  less  for  recurrent  attacks.  Thus 
he  should  avoid  the  unpleasant  side 
effects  of  colchicine. 

After  successfully  establishing  the 
diagnosis,  another  method  of  treat- 
ing the  acute  attack  is  the  use  of 
phenylbutazone  in  an  initial  dose  of 
400  mg,  followed  by  100  mg  every 
four  hours  until  articular  inflammation 
subsides,  usually  within  four  days. 
This  drug  is  nonspecific  and  should 
not  be  used  as  a therapeutic  diagnostic 
test.  If  a good  response  is  obtained 
in  one  or  two  acute  attacks  using 
phenylbutazone,  the  dosage  should  be 
decreased  to  200  mg  initially,  100  mg 
two  hours  later  and  then  a second  100 
mg  dose  in  another  two  hours.  Us- 
ually no  additional  doses  are  required 
for  the  relief  of  pain.  No  side  effects 
have  been  noted  in  this  short  four- 
hour  therapy  program. 

Occasionally  both  colchicine  and 
phenylbutazone  do  not  abort  an  acute 
attack  in  a patient  with  chronic  gouty 
arthritis.  In  this  instance,  try  ACTH, 
giving  100  units  initially,  then  50 
units  every  six  hours  until  relief  oc- 
curs. The  dosage  is  then  tapered  by 
administering  50  units  in  eight  hours, 
50  units  twelve  hours  later,  50  units 
eighteen  hours  later  and  then  dis- 
continuing its  use.  Throughout  the 
course  of  therapy  with  ACTH,  col- 
chicine (0.65  mg  t.i.d.)  must  be  given 
and  then  after  the  discontinuance  of 
the  ACTH,  the  colchicine  is  continued 
in  the  same  dosage  for  one  week.  If 
this  is  not  done,  there  is  frequently 
a recurrence  of  the  acute  episode  with- 
in seven  to  ten  days. 

Indomethacin,  50  mg  t.i.d.,  may  be 
tried  for  the  acute  attack  until  all 
signs  and  symptoms  subside.  Definite 
relief  of  pain  occurs  in  four  hours; 
tenderness  and  heat  subside  in  twenty- 
four  to  thirty-six  hours  and  the  swell- 
ing gradually  disappears  in  three  to 
five  days.  After  relief  occurs,  the 
same  dosage  should  be  continued  for 
an  additional  three  days.  During  the 
interval  phase  of  gouty  arthritis,  the 
dosage  may  be  reduced  to  as  little  as 
25  mg  b.i.d.,  given  with  an  adequate 
dose  of  a uricosuric  agent.  Indome- 


thacin may  cause  peptic  ulceration  or 
irritation  of  the  gastrointestinal  tract 
and  should  not  be  given  if  there  is 
a history  of  these  disorders  or  if  an 
active  peptic  ulcer  is  present. 

During  the  acute  phase,  supportive 
therapy  consisting  of  bed  rest,  immo- 
bilization of  the  affected  joint  and 
fluids  as  necessary  to  correct  dehydra- 
tion should  be  initiated.  Mobilization 
is  permissible  as  soon  as  the  joint  is 
free  of  pain. 

Interval  Gout 

Early  in  the  insidious  course  of  the 
disease,  there  are  symptom-free  pe- 
riods between  the  acute  attacks.  These 
periods  may  be  present  for  months 
or  years  and  during  this  time  there  is 
no  residual  disability. 

During  this  interval  or  intercritical 
phase,  the  disease  is  frequently  over- 
looked. When  the  serum  uric  acid 
level  is  7 mg  or  above,  urates  are  con- 
stantly being  deposited  in  the  various 
parts  of  the  body.  There  is  a simul- 
taneous degree  of  regression  from  the 
deposits  going  back  into  solution — 
there  is  more  being  deposited  than 
comes  out  of  the  deposits.  Thus  we 
must  remember  that  even  though  no 
pain  is  experienced  during  this  in- 
terval phase,  urate  deposits  are  con- 
stantly being  laid  down.  It  is  during 
this  period  that  uricosuric  agents  are 
most  beneficial. 

Probenecid  (BenemidR)  is  given  in 
a dose  of  Vi  tablet  (0.25  gm.)  twice 
daily  for  one  week,  followed  by  one 
tablet  (0.5  gm.)  twice  daily  thereafter. 
After  one  month,  if  the  serum  uric 
acid  level  has  not  been  reduced  to  be- 
low 5 mg  or  preferably  to  4.5  mg  or 
less,  the  dosage  is  increased  to  0.5  gm. 
t.i.d.  If,  however,  the  serum  uric  acid 
level  has  been  below  4.5  mg  for  a 
period  of  six  months  or  longer,  during 
which  time  no  acute  episodes  have 
occurred,  an  attempt  should  be  made 
to  decrease  the  dosage. 

Therapy  with  probenecid  should  not 
be  started  until  an  acute  gouty  attack 
has  subsided.  In  the  event  an  acute 
attack  is  precipitated  during  therapy, 
probenecid  should  be  continued  with- 
out changing  the  dosage  and  the  full 
therapeutic  dosage  of  colchicine  should 
also  be  prescribed  to  control  the  acute 
attack.  Probenecid  or  any  other  uri- 
cosuric agent  should  not  be  discon- 
tinued as  hypersensitivity  is  more  like- 
ly to  occur  with  intermittent  use. 

Salicylates  should  not  be  given  with 
probenecid  since  co-administration 
causes  inhibition  of  the  uricosuric  ac- 
tivity of  probenecid,  nor  is  probenecid 

Benemid,  Merck.  Sharp  & Dohme:  Anturane, 
Geigy  Pharmaceuticals. 
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recommended  in  conjunction  with 
penicillin  in  the  presence  of  known 
renal  impairment. 

The  most  common  side  effects  of 
continuous  probenecid  is  gastric  intol- 
erance, which  occurs  in  5 percent  to  7 
percent  of  gouty  patients.  This  usually 
indicates  too  large  a dose.  Increased 
urinary  frequency  has  also  been  noted 
in  many  patients.  Probenecid  is  con- 
traindicated for  children  under  three 
years  of  age  or  persons  with  known 
blood  dyscrasias  or  uric  acid  stones. 

Sulfinpyrazone  (AnturaneR),  an- 
other uricosuric  agent  available,  is 
limited  almost  exclusively  to  the  po- 
tentiation of  the  urinary  excretion  of 
uric  acid.  Sulfinpyrazone  is  often  ef- 
fective in  those  patients  who  are  re- 
fractory to  probenecid.  Because  of  its 
short  life,  four  daily  doses  are  required. 
The  initial  dose  is  50  mg,  four  times 
daily  with  meals  and  with  a full  glass 
of  milk  at  bedtime,  gradually  increas- 
ing in  one  week’s  time  to  the  full  main- 
tenance dosage  of  400  mg  daily  in 
divided  doses  as  above.  If  necessary, 
this  may  be  further  increased  up  to 
800  mg  daily  or  after  the  blood  urate 
level  has  been  controlled,  or  may  also 
be  reduced  sometimes  to  as  low  as  200 
mg  daily.  As  with  other  uricosuric 
agents,  therapy  should  be  continued 
uninterruptedly  even  in  the  presence  of 
acute  episodes,  which  episodes  can  be 
treated  concomitantly  with  colchicine 
or  phenylbutazone.  As  with  other 
uricosuric  agents,  patients  should  be 
encouraged  to  maintain  a liberal  fluid 
intake  and  the  urine  should  be  kept 
alkaline  while  the  patient  is  on  the 
effective  dosage  of  sulfinpyrazone. 

The  most  frequently  reported  side 
effects  have  been  upper  gastrointestinal 
disturbances.  Sulfinpyrazone  should  be 
given  with  food,  milk  or  antacid; 
nevertheless  the  agent  may  aggravate 
or  re-activate  peptic  ulcers.  A measles- 
like rash  has  been  reported  in  3 percent 
of  the  cases. 

Salicylates  and  citrates  antagonize 
the  action  of  sulfinpyrazone  and  it 
should  be  used  with  caution  in  con- 
junction with  sulfa  drugs,  the  sulfony- 
lurea hypoglycemic  agents  and  insulin. 

A third  agent,  allopurinal  (Zylo- 
primK)  is  also  available.  This  acts  on 
purine  catabolism,  without  disrupting 
the  biosynthesis  of  vital  purines,  by 
inhibiting  the  production  of  uric  acid 
through  the  blockage  of  the  biochem- 
ical reactions  immediately  preceding  its 
formation.  Its  action  differs  from  that 
of  uricosuric  agents  which  lower  the 
serum  uric  acid  level  by  increasing 
urinary  excretion  of  uric  acid.  Al- 
lopurinol  reduces  both  the  serum  and 
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urinary  uric  acid  levels  by  blocking  the 
formation  of  uric  acid.  It  thereby 
avoids  the  hazard  of  excessive  urinary 
excretion  of  uric  acid  in  patients 
with  gouty  nephropathy  or  with  a pre- 
disposition to  the  formation  of  uric 
acid  stones. 

Allopurinol  and  salicylates  may  be 
co-administered  without  compromis- 
ing the  action  of  allopurinol.  This 
agent  is  a structural  analogue  of  the 
natural  purine  base,  hypoxanthine.  It 
is  a potent  inhibitor  of  xanthine  oxi- 
dase, the  enzyme  responsible  for  the 
conversion  of  hypoxanthine  to  xan- 
thine and  of  xanthine  to  uric  acid,  the 
end  product  of  purine  metabolism.  Al- 
lopurinol has  produced  a substantial 
reduction  in  serum  and  urinary  acid 
levels  in  previously  refractory  patients, 
even  in  the  presence  of  renal  damage 
marked  enough  to  render  uricosuric 
agents  virtually  ineffective.  It  is  ef- 
fective in  preventing  the  occurrence 
and  recurrence  of  uric  acid  stones. 

The  optimum  dose  to  accomplish 
full  control  of  gout  and  to  lower 
serum  uric  acid  to  normal  or  near- 
normal levels  varies  with  the  severity 
of  the  disease.  The  average  dose  for 
patients  with  mild  gout  is  200  to  300 
mg  per  day,  divided  into  two  or  three 
doses.  For  those  patients  with  moder- 
ately severe  tophaceous  gout,  the 
average  dose  is  400  to  600  mg  daily. 
Similar  considerations  apply  to  the 
treatment  in  secondary  hyperuricemia. 
Divided  daily  doses  are  advisable  be- 
cause of  the  short  half-life  of  the  drug. 
In  most  patients,  a normal  serum  uric 
acid  level  can  be  achieved  in  one  to 
three  weeks  and,  in  certain  patients, 
the  appropriate  maintenance  dose  of 
allopurinol  can  keep  the  serum  uric 
acid  level  normal  indefinitely.  As  with 
the  uricosurics,  it  is  desirable  to  main- 
tain a fluid  intake  yielding  a daily 
urinary  output  of  at  least  two  liters  of 
a neutral,  or  preferably,  slightly  al- 
kaline urine. 

It  is  wise  to  continue  this  therapy 
for  patients  who  are  being  treated  with 
colchicine,  uricosuric  agents  and/ or 
anti-inflammatory  agents  while  ad- 
justing the  dosage  of  allopurinol.  This 
should  be  continued  until  a normal 
serum  uric  acid  level  has  been  main- 
tained for  several  months,  during 
which  time  there  has  been  an  absence 
of  acute  attacks. 

The  most  common  adverse  reaction 
noted  was  a maculopapular-type  skin 
rash.  Exfoliative,  urticarial  and  pur- 
puric lesions  have  also  been  reported 
and  occasionally  a fever  has  accom- 
panied the  dermatitis.  In  some  in- 
stances, re-institution  of  allopurinol  at 
a lower  dose  level  has  been  accom- 
plished without  untoward  effects,  but 


allopurinol  is  not  to  be  re-instituted 
in  patients  with  severe  reactions.  As 
with  all  new  agents,  complete  blood 
counts  and  determinations  of  liver  and 
kidney  function  should  be  performed 
periodically. 

Allopurinol  seems  to  present  a new 
and  possibly  the  best  approach  to  the 
therapy  of  hyperuricemia  associated 
with  gout.  It  is  not  an  innocuous  drug, 
however,  and  strict  attention  should  be 
given  to  the  indications  for  use  before 
prescribing  this  agent. 

The  urates  are  re-absorbed  into  the 
body  at  the  rate  of  about  90  percent. 
This  is  true  in  all  persons,  gouty  and 
normal  alike.  Uricosuric  agents  in- 
hibit the  re-absorption  of  the  urates 
that  have  passed  through  the  glomeru- 
lus into  the  convoluted  tubules.  The 
urate  excretion  is  increased  by  an  in- 
hibition of  this  re-absorption.  It  may 
only  be  a decrease  from  90  percent  to 
80  percent  re-absorption,  but  this  is 
sufficient  to  drain  the  miscible  pool  of 
uric  acid.  The  miscible  pool  is  the 
amount  of  urates  that  are  in  solution  in 
the  extracellular  fluids  and  amounts  to 
a total  of  1,200  mg  in  normal  persons, 
but  in  gouty  patients,  it  is  increased  to 
20,000  mg.  The  uricosuric  agents  also 
reduce  the  immiscible  pool  (urates  de- 
posited in  tissues  in  the  form  of  tophi) 
because  the  urates  are  absorbed  into 
the  miscible  pool  from  the  tophi  when 
the  serum  uric  acid  level  drops  be- 
low 6 mg. 

All  persons  with  hyperuricemia  of 
any  etiology  should  be  given  uricosuric 
agents  or  allopurinol  because  of  the 
insidious  deposition  of  urates  that  takes 
place.  The  major  disease  manifesta- 
tions in  gout,  kidney  stones,  blockage 
of  tubules  and  parenchymal  deposits, 
tophi  in  soft  tissues  and  deposits  in 
joints  and  bones  all  result  from  the 
deposition  of  urates.  It  is  necessary 
to  suppress  urate  precipitation  or  re- 
duce the  serum  uric  acid  to  a level 
below  the  saturation  point  if  progres- 
sive deposition  of  urates  is  to  be  ar- 
rested or  reversed.  Suppression  has 
been  achieved  indirectly  by  the  use  of 
colchicine  and  reduction  by  use  of  uri- 
cosuric agents  or  allopurinol. 

Asymptomatic  siblings  and  issue  of 
gouty  patients  with  hyperuricemia 
should  be  actively  and  uninterruptedly 
treated  with  uricosuric  agents  or  al- 
lopurinol to  remove  the  unsuspected 
urate  deposits;  thereby  preventing  the 
onset  of  acute  gout  attacks  later  in  life. 

The  urine  should  be  alkalized  in 
gouty  persons  during  the  first  few 
months  of  therapy  or  at  least  until  all 
the  visible  urate  deposits  have  disap- 
peared. By  alkalizing  the  urine,  we  in- 
crease the  amount  of  urates  dissolved 
in  the  urine  from  as  little  as  8 mg% 

55 


II 


at  a pH  of  5 to  as  much  as  1,500  mg% 
at  a pH  of  8.  This  will  aid  in  the 
prevention  of  the  precipitation  of 
urates  in  the  kidney  and  the  formation 
of  uric  acid  calculi.  Sodium  bicar- 
bonate, 40  grains  daily,  is  a satis- 
factory agent  to  keep  the  urine  alka- 
line. Patients  are  instructed  to  check 
their  own  urine  each  day  with  litmus 
paper  to  determine  the  exact  amount 
of  sodium  bicarbonate  required  daily 
to  keep  the  urine  at  an  alkaline  pH.  In 
those  patients  without  tophi,  the  urine 
is  maintained  alkaline  for  the  first 
thirty  to  ninety  days  of  therapy  and 
then  the  sodium  bicarbonate  is  discon- 
tinued; in  those  patients  with  tophi, 
the  urine  is  maintained  alkaline  until 
the  tophi  are  cleared. 

Chronic  Gout  and  Treatment 

This  phase  may  be  diagnosed  by  the 
presence  of  urates  in  soft  tissues 
(tophi)  or  in  joints  and  bursae.  The 
material  removed  from  a tophus  and 
chemically  identified  as  sodium  urate 
provides  an  absolute  diagnosis.  In 
addition,  removal  of  some  synovial 
fluid  and  microscopic  examination 
thereof  with  polarized  light  for  double 
refractive  intracellular  rods  (urate 
crystals)  also  constitutes  a positive 
diagnosis  of  chronic  gout.  X-ray 
changes  in  the  affected  joints  often 
lacking  in  the  acute  and  interval  phases 
of  gout  may  now  show  the  typical 
punched-out  destructive  lesions  rep- 
resenting a urate  deposit. 

After  an  acute  attack  of  chronic 
gout  has  subsided,  the  uricosuric  agent 
of  choice  or  allopurinol  is  started  in 
the  same  dosage  as  during  the  interval 
phase.  The  dosage  is  then  adjusted  in 
three  to  four  weeks  in  accordance  with 
the  serum  urate  level. 

The  total  urinary  excretion  of  urates 
may  be  used  as  a guide  to  the  amount 
of  uricosuric  agent  needed  during 
chronic  gout.  The  aggregate  24-hour 
urate  excretion  in  the  urine  should 
total  more  than  700  mg  and  if  less, 
the  dosage  of  uricosuric  agent  should 
be  increased  until  the  excretion  goes 
about  that  700  mg  level. 

Medical  and  surgical  emergencies 
may  precipitate  an  acute  attack  of 
gout.  A known  gout  patient  should  be 
prepared  preoperatively  with  0.65  mg 
of  colchicine  t.i.d.  for  one  to  three 
days  and  then  be  continued  on  the 
same  dosage  three  to  five  days  post- 
operatively.  If  emergency  surgery  is 
required,  colchicine  should  be  initiated 
immediately  and  continued  for  three 
to  five  days  thereafter.  Acute  attacks 
precipitated  by  infections  or  a medical 
emergency,  such  as  myocardial  infarc- 
tion, may  be  aborted  or  modified  by 


administering  colchicine  in  the  same 
way  for  the  same  period,  that  is,  0.65 
mg  t.i.d.  for  three  to  five  days. 

In  chronic  gout  with  residual  pain, 
the  combination  of  colchicine  and  pro- 
benecid gives  good  results.  A single 
tablet  combining  0.5  mg  colchicine 
and  0.5  gm  probenecid  is  administered. 
When  relief  is  obtained  from  the  re- 
sidual discomfort  of  the  chronic  phase 
of  gouty  arthritis,  additionally  ad- 
minister benecid  alone  or  allopurinol 
and  then  gradually  withdraw  the  com- 
bination tablet. 

Severe  dietary  restrictions  are  not 
essential  in  the  management  of  gout. 
If  the  patient,  when  first  seen,  is  on  a 
modified  restricted  diet,  this  diet  may 
be  continued  and  gradually  liberalized. 
If  the  patient  is  not  on  a restricted 
diet,  it  is  not  necessary  to  prescribe 
one.  The  uninterrupted  use  of  a uri- 
cosuric agent  or  allopurinol  produces 
sufficient  uricosuria  to  permit  a rela- 
tively normal  diet.  The  high  purine 
diet  may  be  used  in  moderation  and 
not  in  excess.  A low  fat.  high  carbo- 
hydrate diet  may  he  given  but  should 
be  of  controlled  caloric  content  so  as 
to  maintain  weight.  An  over-weight 
patient  should  be  encouraged  to  lose 
weight.  A liberal  fluid  intake  is  recom- 
mended and  alcoholic  beverages  in 
moderation  are  permissible. 

Patients  on  thiazides  will  often  show 
an  elevation  in  the  serum  uric  acid 
level.  Persons  without  gout  or  a 
gouty  taint,  while  on  long-term  ad- 
ministration of  thiazides  may  show 
uric  acid  levels  of  six  to  ten  mg  and 
never  demonstrate  any  clinical  mani- 
festations of  gout.  “Gouty  taint"  refers 
to  the  hereditary  tendency  in  pre-gouty 
people  who  have  not  yet  had  a typical 
acute  gouty  attack.  The  so-called 
“normal”  person  taking  thiazides  and 
showing  a hyperuricemia  should  be 
placed  on  uricosuric  agents  or  allo- 
purinol. The  hyperuricemia  is  indica- 
tive of  urates  being  deposited  some- 
where in  the  body  and  this  is  harmful. 

Allopurinol  especially  is  useful  in 
patients  with  gouty  nephropathy,  in 
those  who  form  renal  urate  stones 
and  in  those  with  unusually  severe 
gouty  arthritis.  In  some  patients,  the 
agent  has  relieved  chronic  joint  pain 
and  increased  joint  mobility.  After 
weeks  or  months,  tophi  have  become 
noticeably  smaller  and  draining  urate 
sinuses  have  healed  with  allopurinol 
therapy. 

The  therapy  of  secondary  gout, 
which  occurs  from  a breakdown  of 
nucleic  acids  in  diseases  of  the  hema- 
topoietic system,  such  as  polycythemia 
vera,  myeloid  metaplasia  or  other 
blood  dyscrasias,  should  be  given  as 


intensely  as  though  for  primary  gout. 
The  urine  in  these  conditions  should 
be  maintained  alkaline  and  allopurinol 
should  be  used  to  its  full  dosage.  The 
same  regimen  applies  to  the  manage- 
ment of  renal  gout.  Allopurinol  is 
particularly  indicated  since  it  reduces 
the  amount  of  uric  acid  which  must 
be  excreted  through  the  kidneys. 

Many  patients  with  chronic  gout 
have  low  back  pain,  which  should  be 
recognized  as  an  acute  attack  of  gout 
and  so  treated.  A therapeutic  re- 
sponse to  colchicine  confirms  the  diag- 
nosis. There  is  no  reason  why  urates 
cannot  be  deposited  in  the  sacroiliac 
joints  as  well  as  in  the  apophyseal 
joints  of  the  spine. 

In  chronic  gout,  the  major  thera- 
peutic goal  is  the  mobilization  and  ex- 
cretion of  excess  urates.  The  uricosuric 
agents  promote  the  excretion  of  uric 
acid  by  a direct  effect  on  the  kidney, 
thus  preventing  the  re-absorption  of 
uric  acid  from  the  glomerular  filtrate. 
The  use  of  allopurinol  to  block  the 
formation  of  urates  avoids  the  hazard 
of  increased  renal  excretion  of  uric 
acid  posed  by  uricosuric  drugs. 

Summary 

Gout  is  not  rare;  it  should  be  sus- 
pected, respected  and  treated  as  vig- 
orously as  possible. 

The  incapacitating  and  potentially 
lethal  effects  of  gout  are  caused  by 
the  deposition  of  urates. 

Hyperuricemia  reflects  the  accumu- 
lation of  uric  acid  which  can  be  pre- 
vented and  should  be  actively  treated 
by  a safe  and  simple  program  of  avail- 
able drug  therapy. 

Allopurinol,  a new  agent  for  the 
therapy  of  hyperuricemia  associated 
with  gout,  may  make  uric  acid  stones 
a fossil  from  a less  sophisticated  clini- 
cal era. 

When  in  doubt,  search  for  gout. 
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PENNSYLVANIA  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg. 

3 15  mg.  a 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT 

3 SIDE  § 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT 

ED  SIDE  j 

' 

MOOD  ELEVATION 

DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG- RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

secret 


controlling 
your  weight  j 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient.  

1 701069 


Gradumet— Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


Cardiovascular  Briefs 


The  Coronary  Care  Unit 

Part  I 


What  is  the  coronary  care  unit? 

The  coronary  care  unit  is  a highly 
specialized  unit  of  the  hospital’s  equip- 
ment designed  for  the  specific  and  con- 
centrated care  of  the  good  risk  patient 
with  acute  coronary  insufficiency.  This 
covers  the  patients  suffering  from  acute 
myocardial  infarction,  acute  coronary 
insufficiency  or  a suspected  myocardial 
infarction. 

What  do  you  mean  by  the  “good  risk” 
patient? 

This  term  is  applied  to  the  patient 
who  has  a myocardial  infarction  or  a 
suspected  myocardial  infarction  with 
a good  to  fair  prognosis.  The  patient 
with  acute  myocardial  infarction  com- 
plicated by  fulminating  pulmonary  ede- 
ma and/or  established  peripheral  vas- 
cular collapse  is  a poor  risk  patient, 
immediately  relegated  to  the  general 
intensive  care  unit  and  not  to  the  cor- 
onary care  unit. 

Why  do  you  make  such  a distinction? 

We  know  that  over  half  a million 
deaths  a year  are  caused  by  coronary 
heart  disease.  Many  of  these  patients 
tolerate  the  acute  attack  well,  only  to 
succumb  later  to  a sudden  so-called 
“electrical  death.”  The  coronary  care 
unit,  therefore,  is  designed  to  fore- 
warn us  of  such  an  impending  catastro- 
phe. In  this  way  measures  may  be 
immediately  undertaken  to  forestall  ir- 
reversible occurrences  and  thus  salvage 
a life.  Lethal  cardiac  arrhythmias,  the 
so-called  "electrical  death  mecha- 
nisms,” are  usually  preceded  by  a 
single  or  multiple  episodes  of  readily 
controllable  arrhythmias,  e.g.  isolated 
or  coupled  premature  contractions  or 
short  runs  of  rapid  rate  arrhythmias. 
The  concept  of  the  coronary  care  unit 
is  to  segregate  these  “good  risk”  pa- 
ll 


tients  and,  with  the  aid  of  electronic 
monitoring  devices,  to  be  able  to  detect 
the  premonitory  signs  of  an  impending 
catastrophe  and  thus,  by  definitive 
therapeutic  measures,  prevent  such  an 
occurrence. 

Are  all  your  efforts  then  directed  to- 
ward the  detection  and  care  of  ar- 
rhythmias? 

No.  Our  aim  is  to  be  alert  to  any 
impending  complication.  We  are  just 
as  concerned  with  the  early  signs  of 
congestive  cardiac  failure  and  periph- 
eral vascular  failure  as  we  are  with 
the  warning  signals  of  lethal  arrhyth- 
mias. Our  goal  is  to  take  the  uncompli- 
cated coronary  heart  disease  patient 
and  guide  or  monitor  him  through  the 
“complication  critical”  period  to  a 
stage  of  stability  when  we  can  transfer 
him  from  the  “electronically  covered” 
bed  to  the  usual  hospital  atmosphere. 

How  is  your  unit  designed  and  how 
does  it  operate? 

We  have  an  18  bed  unit.  Eight  of 
the  beds  are  supplied  with  electronic 
monitors  connected  to  a central  view- 
ing station.  Each  bed,  therefore,  can 
be  under  individual  surveillance  or  the 
eight  beds  can  be  collectively  surveyed 
at  the  central  station.  An  acute  coro- 
nary patient  is  admitted  to  a monitored 
bed  and  then  after  four  to  five  days 
of  monitoring  without  incident  and 
with  no  evidence  of  any  impending 
danger  that  patient  may  be  moved  to 
an  unmonitored  bed  in  the  adjacent 
area.  This  makes  room  for  another 
acute  case  but  continues  to  keep  the 
first  patient  in  the  unit  for  further 
concentrated,  but  unmonitored,  ob- 
servation. During  the  time  that  the 
patient  is  monitored,  he  has  a con- 
stantly visible  (oscilloscope)  electro- 
cardiogram and  pulse  tracing.  In  the 
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event  of  a deviation  from  established 
“norms,”  an  alarm  is  immediately  set 
off  at  the  bedside  and  the  central  sta- 
tion. The  phenomena  are  then  auto- 
matically recorded  and  the  emergency 
team  is  alerted.  The  nursing  staff  of 
the  unit  is  trained  to  institute  immedi- 
ate emergency  measures  so  that  no 
valuable  time  is  lost.  Time  is  the 
critical  factor  and  a well  trained,  alert 
and  skillful  nursing  personnel  is  es- 
sential in  this  type  of  facility.  Re- 
suscitative  measures  (ventilatory  tech- 
nic, closed  chest  cardiac  massage,  ex- 
ternal electrical  countershock  and 
modern  drug  therapy)  used  with  skill, 
as  indicated,  have  salvaged  a high 
percentage  of  coronary  patients. 

Are  all  coronary  patients  or  coronary 
suspects  admitted  to  this  unit? 

The  ideal  condition  is  to  have  all 
"preferred  risk”  coronary  patients  or 
coronary  suspects  admitted  to  this  unit 
for  monitored  observation  during  the 
initial  phases  of  their  acute  disease. 

Who  manages  the  patient  in  this  unit? 

The  attending  physician  cares  for 
the  patient  in  accordance  with  criteria 
set  up  by  the  Coronary  Care  Unit 
Committee. 

■ William  G.  Leaman,  Jr.,  M.D„ 
questions  Charles  J.  Schreader,  M.D., 
Director,  Cardiovascular  Department, 
Nazareth  Hospital,  Philadelphia,  Penn- 
sylvania. 

William  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Cardiology 
of  the  American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Scientific  Advancement,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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Hospital  Care  for  Neurological  and 
Sensory  Patients  in  Pennsylvania 

A second  article  by  the  authors*  showing  the  unequal  distribution  of 
certain  specialized  hospital  facilities  in  many  sections  of  Pennsylvania 

C.  EARL  ALBRECHT,  M.D.,  and  JEROME  H.  JACOBS,  M.A. 

Philadelphia,  Pennsylvania 


Neurological  diseases  produce  12 
percent  of  all  deaths  in  Penn- 
sylvania and  the  Nation,  which 
is  probably  a minimum  figure.  Since 
neurological  complications  are  present 
in  a variety  of  causes  of  death,  persons 
with  a chronic  neurological  ailment 
may  die  from  another  illness,  leaving 
the  underlying  neurological  disease  un- 
recorded as  primary  cause  of  death. 
Mortality  and  morbidity  data  probably 
reflect  lower  rates  than  actually  exist. 
This  is  an  unfortunate  situation  and 
one  that  deserves  attention. 

In  1962,  over  15  thousand  persons 
died  of  neurological  diseases  in  Penn- 
sylvania. The  death  rate  from  all 
causes  was  10.8  per  thousand  popula- 
tion; the  rate  for  neurological  deaths 
was  1.3  per  thousand  population. 
Thus,  more  than  one  out  of  every  ten 
deaths  was  due  to  neurological  dis- 
orders. Vascular  lesions  of  the  cen- 
tral nervous  system  accounted  for  84 
percent  of  all  neurological  deaths  in 
Pennsylvania  in  1962  and  92  percent 
of  such  deaths  in  the  nation  in  the 
same  year.  The  neurological  diseases 
for  which  information  is  available  ac- 
counted for  7.8  percent  of  all  resident 
infant  deaths  in  Pennsylvania  in  1962. 
Two  of  every  thousand  live  births  die 
of  neurological  conditions  before  they 
are  one  year  of  age.  Neurological  con- 
genital malformation,  intra-cranial  and 
spinal  injury  at  birth  cause  over  three 
quarters  of  the  infant  deaths  from 
neurological  causes. 

Data  on  incidence  and  prevalence 

■ Dr.  Albrecht  is  professor  of  pre- 
ventive medicine  and  Mr.  Jacobs  is 
instructor  in  preventive  medicine  at 
Jefferson  Medical  College,  Philadel- 
phia. 


° See  Neurological  and  Sensory  Man- 
power in  Pennsylvania,  Pa.  Med.,  69, 
11,  39-45. 


of  neuro-sensory  disorders  is  scarce. 
A complex  of  data  collection  problems 
underlies  this  lack  of  information. 
These  diseases  are  not  reportable  and 
case  finding  is  difficult.  Many  condi- 
tions become  manifest  only  at  late 
stages  of  development,  and  the  indi- 
vidual may  be  unaware  of  them.  For 
example,  one-half  of  the  adults  who 
are  estimated  to  have  glaucoma  do  not 
know  it.  Or,  an  afflicted  person  may 
wish  to  hide  his  handicap,  as  is  well 
known  with  epilepsy.  Diagnostic  prob- 
lems are  considerable;  many  cases  are 
missed  or  incorrectly  diagnosed,  a 
good  example  being  multiple  sclerosis. 
The  lack  of  uniform  definitions,  the 
presence  of  multiple  handicaps, 
changes  in  diagnostic  practice  and  the 
subjective  element  in  case  identifica- 
tion all  contribute  to  the  problem  of 
identifying  persons  with  these  dis- 
orders. 

In  1963-64  the  Jefferson  Medical 
College  and  the  Pennsylvania  Depart- 
ment of  Health  undertook  a compre- 
hensive survey  of  hospital  utilization 
by  persons  with  neurosensory  disor- 
ders. A major  purpose  of  this  survey 
was  to  provide  a much  needed  measure 
of  the  extent  of  these  conditions 
throughout  the  Commonwealth  as  re- 
flected by  hospital  discharges.  Since 
these  diseases  are  frequently  chronic, 
complicated  and  debilitating  and  re- 
quire specialized  medical  resources, 
this  survey  also  sought  to  determine 
the  availability  of  diagnostic  and  treat- 
ment facilities  in  Pennsylvania  hos- 
pitals. The  study  was  financed  by 
grants  from  the  Neurological  and 
Sensory  Disease  Service  Programs, 
Office  of  Chronic  Diseases,  Bureau  of 
State  Services,  U.  S.  Public  Health 
Service.  The  project  is  also  indebted 
to  the  Departments  of  Neurology, 
Ophthalmology  and  Otolaryngology  at 
Jefferson  Medical  Center  for  their 
close  cooperation. 


Scope 

A total  of  327  Pennsylvania  hos- 
pitals were  surveyed,  including  smaller 
hospitals  with  less  than  200  beds, 
larger  hospitals,  and  medical  school 
hospitals.  Hospital  administrators  re- 
ceived a detailed  questionnaire  in 
which  they  were  asked  to  comment 
on  their  hospital’s  facilities,  services, 
personnel  and  in-patient  discharges 
with  respect  to  neurology,  ophthalmol- 
ogy and  otolaryngology.  A completed 
questionnaire  was  returned  by  90  per- 
cent of  the  larger  hospitals  (those 
with  over  200  beds)  and  by  54  per- 
cent of  the  smaller  ones.  The  five  . 
Philadelphia  medical  school  hospitals 
and  the  Philadelphia  College  of  Oste- 
opathy also  participated  in  the  study  ; 
as  did  four  of  the  five  medical  school 
hospitals  in  Pittsburgh. 

It  is  mostly  the  state’s  larger  hos-  i 
pitals  and  medical  school  hospitals 
that  diagnose  and  treat  patients  with 
neuro-sensory  disorders,  a fact  which 
will  be  discussed  more  fully  in  the 
“Discharges”  section  of  this  article. 
What  is  important  to  note  here  is  that 
with  90  percent  of  the  state’s  larger 
hospitals  participating  in  the  survey, 
the  study  is  considered  highly  repre- 
sentative of  all  short-term  hospitals  in 
Pennsylvania. 

Method 

In  order  to  organize  this  wealth 
of  data  into  a comprehensive  picture 
of  neurosensory  disorders  and  their  I 
treatment  throughout  the  state,  it  was 
decided  to  divide  Pennsylvania  into 
sub-areas  and  to  summarize  the  ap- 
parent extent  of  hospital  facilities,  ser- 
vices and  personnel  within  each  dis- 
trict. The  state  was  divided  according 
to  the  hospital  planning  districts  out- 
lined in  the  Pennsylvania  State  Plan 
for  Hospital  and  Medical  Facilities.1 
On  this  basis  1 1 analysis  areas  were 
selected.  Each  of  these  areas  shown 
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on  Fig.  1 and  Fig.  2 tends  to  be  self- 
contained  in  terms  of  where  residents 
seek  hospital  care.  The  teaching  medi- 
cal schools  in  Philadelphia  and  Pitts- 
burgh alter  this  pattern  somewhat,  in 
that  approximately  one-third  of  their 
patients  come  from  other  parts  of  the 
state.  In  recognition  of  this  and  other 
factors,  data  will  be  presented  in  such 
a way  as  to  distinguish  between  general 
hospitals  and  medical  school  hospitals. 
A distinction  has  also  been  made  be- 
tween hospitals  with  less  than  two 
hundred  beds  and  more  than  two 
hundred  beds.  These  larger  hospitals 
are  very  unevenly  distributed  through- 
out the  state,  with  approximately  one- 
third  of  the  ninety-six  “over  two  hun- 
dred” bed  hospitals  located  in  the 
Philadelphia  area  (I). 

Findings 

Discharges 

Since  one  of  the  major  objectives 
of  the  study  was  to  determine  the  ex- 
tent to  which  hospitals  are  utilized  by 
patients  with  neuro-sensory  disorders, 
each  hospital  was  asked  to  report  the 
annual  number  of  such  cases.  Based 
on  total  discharges  in  1962  it  is  esti- 
mated that  neuro-sensory  discharges 
account  for  nearly  6 percent  of  all 
general  hospital  discharges  in  Pennsyl- 
vania (TABLE  I).  But,  as  is  clearly 
evident  from  TABLE  II,  the  rate  of 
neuro-sensory  discharges  varies  con- 
siderably throughout  the  state.  The 
Philadelphia  area  (I)  reports  786.9 
neuro-sensory  discharges  per  100,000 
population,  and  the  Pittsburgh  area 
(IX)  647.8.  Many  parts  of  Central 
and  Western  Pennsylvania,  however, 
report  less  than  one-half  these  rates. 
For  example,  the  New  Castle-Butler 
region  (X)  indicates  262.5,  the  Central 
section  (V)  325.4,  and  the  Erie  area 
(XI)  348.1  neuro-sensory  discharges 
per  100,000  population.  Differences  in 
discharge  rates  may  indicate  a lack  of 
treatment  facilities  in  these  areas. 

Examination  of  TABLE  III  reveals 
that  neurological  discharges  account 
for  over  half  of  all  neuro-sensory  dis- 
charges from  Pennsylvania’s  larger 
short-term  general  hospitals.  Ophthal- 
mology accounts  for  roughly  28  per- 
cent, otolaryngology  for  17  percent. 
This  tendency  toward  neurological  dis- 
charges, however,  which  was  reported 
by  general  hospitals  in  all  sections  of 
the  state,  contrasts  with  neuro-sensory 
discharges  from  medical  school  hos- 
pitals. These  institutions  report  a far 
more  even  distribution  among  neuro- 


logical, ophthalmological  and  otolaryn- 
gological  discharges.  Among  the  med- 
ical school  hospitals,  neurological  dis- 
charges account  for  30.7  percent  of  all 
neuro-sensory  discharges,  ophthalmol- 
ogy for  38.1  percent,  otolaryngology 
for  31.2  percent.  The  volume  of  in- 
patient care  for  otolaryngological  dis- 


orders is  clearly  greater  within  the 
medical  school  hospitals  than  in  others. 
At  the  same  time,  neurological  ad- 
missions represent  a much  more  even 
proportion  among  all  hospitals  and 
particularly  among  the  larger  ones. 


Neurological  Discharges 

Cerebro-vascular  diseases  and  head 
injuries  account  for  nearly  two-thirds 
of  all  neurological  disorders  treated  in 
hospitals  (see  Fig.  3).  Although  hos- 
pitals in  areas  of  superior  facilities 
(I  and  IX)  and  medical  school  hos- 
pitals tend  to  treat  large  numbers  of 


cerebro-vascular  diseases  and  head  in- 
juries the  proportion  of  these  condi- 
tions is  less  than  in  other  areas.  Phil- 
adelphia medical  school  hospitals  treat 
numerous  patients  with  demyelinating 
conditions,  seizures,  and  brain  tumors 
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Fig.  2.  Ophthalmological  Facilities  in  Pennsylvania  Hospitals. 


APRIL,  1967 


63 


TABLE  I 

Neurological  and  Sensory  Discharges  as  Percent  of  Total  Discharges,  All 
Reporting  Hospitals,  Analysis  Areas  of  Pennsylvania:  1962 


Areas 

Total 

Total  Discharges  1 

Neurological  and  Sensory  Discharges 
Number  Pet.  of  Total  Discharges 

1,086,807 

63,088 

5.80 

I 

360,703 

24,055 

6.66 

II 

98,699 

6,082 

6.16 

III 

39,778 

1,964 

4.93 

IV 

104,831 

5,205 

4.96 

V 

37,648 

1,218 

3.23 

VI 

30,635 

1,361 

4.44 

VII 

54,103 

2,853 

5.27 

VIII 

14,427 

505 

3.50 

IX 

251,642 

15,813 

6.28 

X 

47,627 

2,090 

4.38 

XI 

46,714 

1,942 

4.15 

l Total  discharges  are  based  on  admissions  figures  taken  from  the  Guide  Issue,  Journal  of 
American  Hospital  Association,  Vol.  37,  No.  IS,  August  1,  1963. 

Source:  Neurological  and  Sensory  Disease  Study,  Jefferson  Medical  College — Pennsylvania  De- 
partment of  Health. 


— conditions  which  seldom  are  ad- 
mitted to  hospitals  in  many  outlying 
parts  of  Pennsylvania. 

Ophthalmological  Discharges 

Cataract  accounts  for  over  half  of 
all  ophthalmological  discharges  from 
larger  hospitals  everywhere,  except  for 
the  Erie,  North  Central,  and  Central 
regions  (V,  VI,  VIII,  XI).  A sim- 
ilarly high  proportion  of  cataract  cases 
is  found  in  the  medical  school  hospitals 
as  well.  Medical  school  hospitals  in 
Philadelphia  also  treated  20  percent 
of  their  cases  for  glaucoma  as  com- 
pared with  1 1 percent  in  all  other 
larger  hospitals.  Strabismus  is  the  only 
other  condition  frequently  reported  in 
Pennsylvania’s  larger  hospitals  (see 
Fig.  4). 


gological  discharges  differ  greatly  be- 
tween larger  and  smaller  hospitals. 
Conditions  such  as  otosclerosis  are 
uncommon  in  smaller  hospitals,  well 
represented  in  the  larger  institutions, 
and  dominant  in  medical  school  hos- 
pitals. 

Neuro-Sensory  Hospital  Staff 
Smaller  Hospitals 

Neuro-sensory  specialists  are  rare  in 
Pennsylvania’s  smaller  hospitals.  Of 
the  sixty-two  participating  smaller  hos- 
pitals, one  reported  a full-time  certi- 
fied neurologist,  neurosurgeon  or  phys- 
iatrist  on  its  staff.  Ten  percent  have 

OVER  200’s 

# DISCHARGES  =27,375 


full-time  staff  in  ophthalmology  or 
otolaryngology.  Two  other  hospitals 
reported  part-time  staff.  It  is  ap- 
parently through  the  use  of  consultant 
neuro-sensory  staff  that  many  of  the 
state’s  smaller  hospitals  render  patient 
services.  Consultant  neuro-sensory 
staff  is  reported  by  about  30  percent  of 
these  hospitals.  Outside  of  the  Phila- 
delphia area  (I),  however,  staff  con- 
sultants in  neurology  are  very  few. 
Paramedical  personnel  are  also  in  short 
supply.  One  of  the  sixty-two  reporting 
smaller  hospitals  indicated  an  occupa- 
tional therapist.  Eighteen  smaller  hos- 
pitals reported  employing  a physical 
therapist. 

Larger  Non-medical  School  Hospitals 

It  is  primarily  through  the  use  of 
attending,  voluntary  or  consultant 
staffs  that  most  of  Pennsylvania’s 
larger  hospitals,  including  those  in 
the  Philadelphia  and  Pittsburgh  areas 
(I,  IX),  serve  neuro-sensory  patients. 
Half  of  these  institutions  report  attend- 
ing or  voluntary  staff  affiliates  in  neur- 
ology and  neuro-surgery.  With  respect 
to  both  ophthalmology  and  otolaryn- 
gology these  proportions  are  somewhat 
higher.  Nearly  60  percent  of  Pennsyl- 
vania’s larger  hospitals  have  board 
certified  or  eligible  staffs  in  otolaryn- 
gology, and  somewhat  less  (53  per- 
cent) in  ophthalmology.  The  use  of 
consultant  neurologists  and  neuro- 
surgeons is  apparently  more  wide- 
spread than  in  the  other  fields  of 
specialization. 

Neuro-sensory  specialists  are  in 
short  supply  in  many  of  the  state’s 
larger  hospitals.  Less  than  15  percent 
of  the  larger  hospitals  (over  two  hun- 
dred beds)  indicate  full-time  staff 

UNDER  200's 
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Otolaryngological  Discharges 

While  otosclerosis  accounts  for  50 
percent  of  discharges  from  medical 
school  hospitals  and  26  percent  of  dis- 
charges from  all  other  larger  institu- 
tions, smaller  hospitals  rarely  treat  this 
condition. 

Serous  otitis  media  frequently  rep- 
resents a large  proportion  of  otolaryn- 
gological discharges  in  areas  with 
limited  resources.  It  is  therefore  indi- 
cated that  patients  with  more  difficult 
diagnostic  and  treatment  needs  may 
be  referred  to  distant  medical  centers 
or  may  simply  not  receive  the  special- 
ized care  they  require. 

Thus,  examination  of  hospital  dis- 
charge rates  reveals  that  otolaryn- 


Fig.  3.  Neurology — Percent  of  Discharges  by  Diagnosis. 
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TABLE  II 


Estimated  Neurological  and  Sensory  Discharges  from  General  Short-Term 
Hospitals,  1 Per  100,000  Population,  by  Analysis  Areas,  Pennsylvania:  1962 


Areas 

Total 

Neurology 

Ophthalmology 

Otolaryngology 

Total 

583,4 

321.0 

163.0 

99.1 

I 

786.9 

408.9 

228.3 

149.7 

II 

545.4 

351.9 

147.2 

46.3 

III 

364.5 

257.4 

81.4 

24.8 

IV 

482.6 

298.4 

129.2 

55.0 

V 

325.4 

211.5 

49.5 

64.2 

VI 

512.1 

262.5 

99.9 

149.7 

VII 

412.0 

268.6 

114.1 

28.5 

VIII 

— 

— 

— 

IX 

647.8 

330.0 

182.5 

134.4 

X 

262.5 

135.3 

103.6 

23.6 

XI 

348.1 

200.8 

94.3 

53.0 

l Limited  to  hospitals  with  200  beds  or  more 

Source:  Neurological  and  Sensory  Disease  Study,  Jefferson  Medical  College — Pennsylvania  De- 
partment of  Health. 

1962  Population  estimates  by  Pennsylvania  State  Planning  Board. 


specialists  in  neurology  or  neuro-sur- 
gery. In  ophthalmology  and  otolaryn- 
gology, hardly  one  hospital  in  five 
reports  full-time  staff  members. 

Though  somewhat  greater,  the  num- 
ber of  Pennsylvania  hospitals  with 
part-time  board-certified  or  eligible 
staffs  in  the  neuro-sensory  specialties 
remains  negligible.  Only  15  percent 
of  larger  hospitals  reported  such  staff. 
About  a third  of  these  institutions 
contain  part-time  staff  in  ophthalmol- 
ogy and  otolaryngology. 

As  reported  in  a previous  study,2 
it  is  obvious  that  neuro-sensory  spe- 
cialists in  Pennsylvania  are  in  short 
supply.  Equally  important,  the  uneven 
distribution  of  these  specialists  further 
affects  the  picture.  For  example,  of 
the  five  short-term  hospitals  in  the 
Johnstown-Altoona  area  (VII),  only 
one  reported  part-time  staff  in  any  of 
the  neuro-sensory  fields.  In  the  Har- 
risburg-Lancaster  region  (IV),  which 
has  seven  hospitals  with  more  than 
two  hundred  beds,  there  are  almost  no 
full-time  or  part-time  neuro-sensory 
staff  in  ophthalmology  and  otolaryn- 
gology. 

Trained  paramedical  personnel  are 
in  short  supply  in  many  of  Pennsyl- 
vania’s larger  hospitals.  While  sixty- 
three  of  the  seventy-three  participating 
hospitals  reported  full-time  physical 
therapists,  20  percent  indicated  full- 
time occupational  therapists  and  10 
percent  employed  speech  therapists. 
Somewhat  less  than  15  percent  of  the 
larger  hospitals  have  part-time  physi- 
cal therapists  and  speech  therapists  and 
only  two  hospitals  reported  part-time 
occupational  therapists. 

Medical  School  Hospitals 

The  proportion  of  medical  school 
hospitals  in  Pennsylvania  having  full- 
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Fig.  4.  Ophthalmology — Percent 


time  staffs  in  the  neuro-sensory  spe- 
cialties is  considerably  greater  than 
in  other  larger  hospitals.  Of  the  nine 
medical  school  hospitals  which  re- 
ported information  on  staffing,  all  of 
the  neuro-sensory  specialities  were 
found  in  at  least  one-third  of  them. 
Four  out  of  nine  medical  school  hos- 
pitals reported  full-time  board-certi- 
fied or  eligible  staff  neuro-surgeons. 
As  might  be  expected,  almost  all 
neuro-sensory  staffs  are  certified. 

Certain  types  of  paramedical  per- 
sonnel serving  the  neuro-sensory  pa- 
tient are  in  limited  supply  in  the  state’s 
medical  school  hospitals  as  well  as 
all  other  institutions.  Physical  thera- 
pists were  found  in  a smaller  propor- 
tion of  medical  school  hospitals  than 
in  other  larger  institutions.  Speech  and 
occupational  therapists  are  uncommon 
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of  Discharges  by  Diagnosis. 


in  Pennsylvania’s  medical  school  hos- 
pitals with  only  two  reporting  person- 
nel in  these  fields.  In  neurology,  four 
of  the  eight  medical  school  hospitals 
report  full-time  neuro-pathology  tech- 
nicians, five  employ  EEG  technicians, 
one  employs  full-time  neuro-surgical 
nurses.  Approximately  one  third  em- 
ploy full-time  audiological  technicians, 
while  75  percent  have  ophthalmic  in- 
strument technicians. 

Training  of  Paramedical  Personnel 

In  assessing  the  relative  scarcity  of 
paramedical  personnel  throughout  the 
state,  it  is  important  to  note  the  train- 
ing facilities  available  in  Pennsylvania 
and  the  number  of  persons  annually 
involved  in  these  programs.  In  electro- 
encephalography, one  of  the  eight 
medical  school  hospitals  reported  a 
training  program  for  physicians  and 
in  this  hospital  only  one  physician 
received  training  during  1962.  Two 
medical  school  hospitals,  both  in  the 
Philadelphia  area  (I),  reported  pro- 
grams for  the  training  of  EEG  tech- 
nicians. Four  persons  were  trained  in 
these  programs  during  1962.  The 
training  of  orthoptic  technicians  was 
rare.  Only  one  medical  school  hos- 
pital indicated  a program  of  this  kind 
and  in  1962  no  individuals  received 
training  in  it. 

Out-patient  Clinics 

With  virtually  no  neuro-sensory  out- 
patient clinics  to  be  found  among  the 
state’s  smaller  hospitals,  discussion  of 
these  services  in  confined  to  Pennsyl- 
vania’s hospitals  of  more  than  two 
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hundred  beds.  Approximately  one- 
third  of  these  institutions  report  an 
out-patient  neurological  clinic.  These 
clinics  exist  primarily  in  the  Phila- 
delphia. Pittsburgh  and  Harrisburg- 
Lancaster  areas  (I,  IX,  IV).  Out-pa- 
tient clinics  in  neurology  are  found 
in  roughly  10  percent  of  the  state’s 
larger  hospitals,  mostly  clustered  in 
the  Philadelphia  and  Pittsburgh  areas 
(I.  IX)  and  are  non-existent  in  most 
other  areas  of  Pennsylvania.  Out- 
patient clinics  in  ophthalmology  have 
been  reported  by  forty-five  of  seventy- 
three  larger  hospitals.  Eye  clinics  are 
found  in  most  parts  of  the  state  except 
in  the  North-Central  and  New  Castle- 
Butler  areas  (VI.  VIII,  XI),  which 
offer  no  such  services.  A similar  situa- 
tion prevails  with  respect  to  out-pa- 
tient clinics  in  otolaryngology.  Forty- 
seven  of  the  larger  hospitals  indicated 
out-patient  clinics  in  otolaryngology, 
none  of  which  were  located  in  the 
North-Central  section  of  the  state. 

The  few  out-patient  facilities  in  out- 
lying areas  report  large  numbers  of 
patients  in  attendance.  The  out-patient 
clinics  in  the  North-Central  areas  (VI, 
VIII),  for  example,  report  a much 
greater  volume  of  utilization  than  do 
the  more  numerous  neuro-sensory  clin- 
ics in  the  Philadelphia  and  Pittsburgh 
areas  (I,  IX).  Neuro-sensory  out- 
patient services  are  clearly  in  great 
demand  in  many  of  the  state’s  less 
urbanized  areas.  Unfortunately,  how- 
ever, relatively  few  hospitals  outside 
the  Commowealth’s  major  metropoli- 
tan areas  can  provide  such  care. 

Facilities  and  Procedures 

The  selection  of  facilities  and 
procedures  for  survey  was  the  re- 
sponsibility of  the  Technical  Advisory 
Committee.  This  group  was  composed 
of  Jefferson  faculty  from  each  of  the 
neuro-sensory  fields.  While  the  facili- 
ties and  procedures  do  not  include  all 
possible  types,  they  were  selected  to 
represent  a good  index  of  specialized 
resources. 

Neurological 

With  respect  to  neurological  diag- 
nosis and  treatment,  the  availability 
of  six  facilities  was  examined:  1) 

neuro-pathology  laboratory,  2)  special 
operating  room,  3)  therapeutic  x-ray 
for  brain  tumors,  4)  stereotactic  sur- 
gery, 5)  neurological  operating  room, 
6)  urinary  chromotography.  The  scar- 
city of  hospitals  in  Pennsylvania  with 
neurological  facilities  is  clearly  evident 
through  examination  of  Fig.  1 . Practi- 
cally the  entire  northern  half  of  the 
state  lacks  hospitals  with  comprehen- 


sive neurological  facilities.  With  the 
exception  of  one  large  hospital  in 
Montour  County  (V)  and  one  in  Erie 
(XI),  no  hospitals  reported  as  many 
as  five  or  six  of  the  selected  neuro- 
logical facilities.  The  adjoining  An- 
alysis Areas  VI  and  VII,  reported  no 
hospitals  which  contain  all  six  of  the 
selected  facilities.  One  larger  hospital 
in  Lycoming  County  (VI)  contains  as 
many  as  three  or  four  of  these  facil- 
ities. 

It  may  be  said  in  summarizing  the 
distribution  of  neurological  facilities 
in  Pennsylvania’s  larger  hospitals  that 
with  the  exception  of  Areas  I and  IX, 
there  appear  to  be  relatively  few  spe- 
cial facilities  available  for  neurological 
diagnosis  and  treatment.  As  Fig.  1 
indicates,  only  a handful  of  smaller 
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hospitals  (under  two  hundred  beds) 
provide  any  amount  of  neurological 
facilities.  Actually,  there  are  no 
smaller  hospitals  which  provide  as 
many  as  five  or  six  of  the  selected 
facilities,  and  only  four  smaller  hos- 
pitals throughout  the  state  reported  as 
many  as  three  or  four.  In  Philadelphia 
(I),  eight  hospitals  reported  the  exis- 
tence of  five  or  six  facilities.  Two 
of  twelve  larger  hospitals  in  the 
Pittsburgh  area  (IX)  are  similarly 
equipped.  Only  three  other  hospitals 
throughout  the  state  provide  all  of 
the  surveyed  facilities. 

Ophthalmological 

Six  facilities  were  identified  as  es- 
sential to  the  comprehensive  treatment 
of  ophthalmological  disorders.  These 
were:  1 ) perimeter  or  tangent  screen. 
2)  orthoptic  equipment,  3)  facilities 
for  retinal  surgery,  4)  for  refractions, 
5)  for  ocular  surgery,  6)  for  ophthal- 


mic pathology.  In  Pennsylvania  hos- 
pitals, ophthalmological  facilities  are 
more  abundant  than  neurological  ones. 
However,  the  pattern  of  distribution 
is  much  the  same.  Examination  of 
Fig.  2 reveals  that  Philadelphia  and 
Pittsburgh  areas  (I,  IX)  again  pro- 
duced the  largest  number  of  hospitals 
with  many  facilities  while  relatively 
few  hospitals  in  northern  Pennsyl- 
vania, particularly  in  the  north-central 
and  north-western  sections  (V,  VI, 
VIII,  X,  XI),  are  able  to  offer  com- 
plete treatment  to  their  ophthalmolog- 
ical patients.  Of  the  six  large  hospitals 
in  the  Wilkes-Barre-Scranton  area 
(III)  only  two  indicate  five  or  six 
ophthalmological  facilities.  Only  one 
of  the  five  larger  hospitals  in  Johns- 
town-Altoona  area  (VII)  could  report 
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maximum  facilities  while  none  of  the 
larger  institutions  in  the  Erie  or  New 
Castle-Butler  areas  (X,  XI)  were  able 
to  do  so.  Although  certain  ophthal- 
mological facilities,  such  as  tonometers 
and  facilities  for  intra-ocular  foreign 
body  and  ocular  surgery  and  for  oph- 
thalmic pathology,  are  broadly  dis- 
tributed throughout  the  state,  there  is 
little  orthoptic  equipment,  pleoptics, 
contact  lens  facilities  and  photographic 
equipment.  Even  in  the  Philadelphia 
area  (I),  many  of  the  larger  hospitals, 
including  medical  school  hospitals, 
failed  to  provide  a wide  range  of  oph- 
thalmological facilities. 

For  both  larger  and  smaller  hos- 
pitals the  most  frequently  performed 
ophthalmological  procedure  is  major 
ocular  surgery.  It  is  important  to  note 
that  in  spite  of  the  rather  limited 
ophthalmological  facilities  reported  by 
many  of  the  state’s  smaller  hospitals, 
major  ocular  surgery  is  performed 


Fig.  5.  Otolaryngology — Percent  of  Discharges  by  Diagnosis. 
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TABLE  III 


Estimated  Neurological  and  Sensory  Discharges  from  Short-Term  General 
Hospitals  1 by  Analysis  Areas,  Pennsylvania:  1962 


Percent 

of  Total 

Discharges 

Areas 

Total 

Neurol. 

Ophthal. 

Otolaryn. 

Neurol. 

Ophthal. 

Otolaryn. 

Total 

66,372 

36,517 

18,545 

11,275 

55.0 

27.9 

17.0 

Medical  Schools 

9,337 

2,865 

3,558 

2,914 

30.7 

38.1 

31.2 

I 

28,591 

14,856 

8,296 

5,439 

52.0 

29.0 

19.0 

Medical  Schools 

5,069 

2,503 

1,346 

1,220 

49.4 

26.5 

24.1 

II 

5,322 

3,434 

1,436 

452 

64.5 

27.0 

8.5 

III 

2,423 

1,711 

541 

165 

70.6 

22.3 

6.8 

IV 

5,032 

3,112 

1,347 

573 

61.8 

26.8 

11.4 

V 

1,191 

774 

181 

235 

65.0 

15.2 

19.7 

VI 

1,266 

649 

247 

370 

51.3 

19.5 

29.2 

VII 

2,790 

1,819 

773 

193 

65.2 

27.7 

6.9 

VIII 

— 

— 

— 

IX 

16,917 

8,618 

4,765 

3,511 

51.0 

28.2 

20.8 

Medical  Schools  2 

4,268 

362 

2,212 

1,694 

8.5 

51.8 

39.7 

X 

1,533 

790 

605 

138 

51.5 

39.5 

9.0 

XI 

1,307 

754 

354 

199 

57.7 

27.1 

15.2 

1 Limited  to  hospitals  with  200  beds  or  more. 

2 Based  upon  incomplete  neurological  discharge  data. 

Source:  Neurological  and  Sensory  Disease  Study,  Jefferson  Medical  College — Pennsylvania  Department  of  Health. 


in  one  out  of  every  three  of  these  in- 
stitutions. 

Otolaryngological 

Diagnostic  facilities  for  hearing  and 
speech  disorders  were  measured  by 
the  availability  of  puretone  and  speech 
audiometers.  Both  types  of  equipment 
are  absent  in  almost  all  of  Pennsyl- 


vania's smaller  hospitals  (see  Fig.  3). 
Of  the  state’s  larger  hospitals,  less  than 
half  report  puretone  audiometers  while 
only  about  a fifth  indicate  the  presence 
of  speech  audiometers  (TABLE  IV). 
Here  again,  facilities  are  found  pri- 
marily in  the  Philadelphia  area  (I)  and 
are  seldom  available  to  patients  in  the 
Wilkes-Barre-Scranton,  Johnstown-Al- 


toona,  Bradford  and  Erie  areas  (III, 
VII.  XI).  About  half  of  the  hospitals 
which  did  have  speech  audiometers 
reported  no  procedures  for  the  year 
1962,  while  frequent  procedures  were 
reported  by  the  remainder.  All  six 
medical  school  hospitals  have  puretone 
audiometers  and  five  reported  speech 
audiometers.  Nearly  20  thousand  pro- 
cedures were  carried  out  in  1962. 

Conclusions 

Neurological  and  sensory  disorders 
affect  tens  of  thousands  of  Pennsyl- 
vanians requiring  hospital  in-patient 
care  for  upwards  of  75  thousand  a 
year.  Yet,  as  this  study  indicates,  a 
serious  shortage  of  basic  hospital  fa- 
cilities for  diagnosis  and  treatment  of 
neuro-sensory  disorders  exists  in  many 
parts  of  the  state.  Most  of  Pennsyl- 
vania’s smaller  hospitals  (under  two 
hundred  beds)  are  inadequately  equip- 
ped to  provide  essential  care  for  these 
patients.  Many  of  the  state’s  larger 
hospitals  are  unable  to  render  com- 
plete service.  Medical  and  paramed- 
ical hospital  staff  is  in  particularly 
short  supply  with  neurologists,  neuro- 
surgeons, neuro-surgical  nurses  and 
rehabilitation  therapists  representing 
the  most  acute  shortage.  While  oph- 
thalmologists and  otolaryngologists 
are  considered  to  be  in  ample  supply 
in  many  parts  of  the  state,3  the  pro- 
portion of  board-certified  specialists 


TABLE  IV 


Percent  of  General  Short-Term  * Hospitals  Reporting  Otolaryngology 
Facilities,  by  Analysis  Areas,  Pennsylvania:  1962 


Pure  Tone 

Speech 

Audiometers 

Audiometers 

Areas 

Total 

Pet. 

Pet. 

Total 

73 

47.9 

19.2 

I 

25 

60.0 

24.0 

II 

7 

42.9 

III 

5 

20.0 

20.0 

IV 

7 

71.4 

28.6 

V 

2 

50.0 

50.0 

VI 

3 

66.7 

33.3 

VII 

5 

VIII 

0 

— 

IX 

16 

43.8 

18.8 

X 

2 

50.0 

XI 

1 

— 

Source:  Neurological 

and  Sensory  Disease 

Study,  Jetferson  Medical 

College — Pennsylvania  De- 

partment  of  Health. 

* Excludes  medical  school  hospitals  and  hospitals  with  under  200  beds. 
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is  lower  than  expected  in  a state  with 
six  medical  colleges  and  several  teach- 
ing hospitals. 

Equally  important  is  the  maldistri- 
bution of  the  personnel  and  facilities 
that  do  exist.  Personnel  and  facilities 
for  neuro-sensory  diagnosis  and  treat- 
ment are  clustered  in  the  greater  Phil- 
adelphia and  Pittsburgh  areas,  where 
the  medical  school  teaching  hospitals 
are  located  and  where  there  are  many 
large,  well-equipped  and  staffed  hos- 
pitals in  the  “over  two  hundred  bed” 
category.  There  are,  however,  sec- 
tions of  the  state  where  large  numbers 
of  neuro-sensory  patients  are  hospi- 
talized but  in  which  there  are  very 
few  specialists  or  complete  facilities. 
For  example,  the  Philadelphia  area, 
with  fifty-eight  neurologists,  had  a 
neurological  discharge  rate  of  408.9 
per  100,000  population.  At  the  same 
time,  the  Allentown-Bethlehem  area, 
with  only  one  neurologist,  had  a 
neurological  discharge  rate  of  351.9. 
It  may  well  be  that  many  patients  with 
neurological  diseases  in  areas  such  as 
this  are  in  need  of  specialized  consulta- 
tion. Under  such  circumstances  it  has 
been  necessary  for  physicians  other 
than  neurologists  to  provide  these  im- 
portant services. 

Clearly,  the  concentration  of  fa- 
cilities and  manpower  for  the  care 
of  the  neuro-sensory  patient  is  in  Penn- 
sylvania’s two  major  urban  areas,  Phil- 


adelphia and  Pittsburgh.  Because  of 
the  attractiveness  of  large  medical 
teaching  centers  it  is  unlikely  that  any 
significant  movement  of  neuro-sensory 
specialists  toward  the  staffs  of  even 
the  larger  non-urban  hospitals  will 
occur.  In  the  meantime,  the  concen- 
tration of  facilities  and  staff  in  the 
Philadelphia  and  Pittsburgh  areas  fre- 
quently places  the  burden  of  diagnosis 
and  care  of  neuro-sensory  patients  in 
other  parts  of  Pennsylvania  on  physi- 
cians who  do  not  enjoy  the  extensive 
training  required  in  these  special  fields. 
The  questions  must,  however,  be  raised 
as  to  how  many  neuro-sensory  dis- 
orders go  undetected,  and  how  many 
patients  receive  less  than  complete 
care? 

As  a recent  study  has  shown,  the 
neurologically  impaired  patient  is  fre- 
quently the  responsibility  of  the  gen- 
eral practitioner,  the  pediatrician  and 
internist  in  areas  of  limited  specialists 
and  facilities.4  Nearly  as  many  cases 
of  stroke,  cerebral  trauma  and  multi- 
ple sclerosis  are  treated  by  generalists 
as  by  neurological  specialists.  Ac- 
ceptance of  this  necessary  service  by 
the  general  practitioner  is,  indeed, 
commendable.  Although  generalists 
are  frequently  handicapped  by  the  un- 
availability of  specialized  consultation 
and  complete  hospital  facilities,  they 
have,  in  the  main,  rendered  good  pa- 
tient care.  During  this  age  of  “spe- 


cialization,” however,  the  patient  pub- 
lic is  constantly  seeking  consultation. 
At  the  same  time,  there  is  growing 
evidence  that  many  physicians  lack- 
ing specialized  training  are  desirous 
of  utilizing  the  skills  of  well  qualified 
consultants  in  neuro-sensory  fields.5 
The  fact  remains,  however,  that  spe- 
cialized consultation  is  often  not  avail- 
able locally. 

One  solution  to  this  problem  may  lie 
in  the  establishment  of  better  organ- 
ized consultation  and  referral  to  assist 
the  physician  in  obtaining  the  best 
care  for  his  patients.  The  medical 
care  community  should  give  serious 
thought  to  the  development  of  pro- 
cedures whereby  patients  with  difficult 
diagnostic  and  treatment  conditions 
can  be  referred  to  the  specialized  med- 
ical centers.  Following  definitive  diag- 
nosis and  a recommended  plan  for 
care,  the  patient  should  then  return 
to  the  referring  physician  for  imple- 
mentation of  these  recommendations  in 
his  own  community. 
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PENNSYLVANIA  MEDICINE 


The  full  V4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  ofl 


Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (21/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  _ . . 

/4-H-DOBINS 


A H.  ROBINS  CO.,  INC.,  Richmond,  V a.  23220 


— 


why  wonder  about  a drug 


when  you  know 

BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

produces  1-2  “extra”days’  activity 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.i.d. 


Days  1 2 3 

duration  of  therapy,  tetracycline 

duration  of  activity,  tetracycline 


duration  of  therapy 

DECLOMYCIN  demethylchlortetracycline 


duration  of  activity 

0ECL0MYC1N  demethylchlortetracyclir 


1-2  “extra”  days’  activity 

after  the  last  dose  to  protect  against  relapse 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


After 

anorectal  surgery. . . 

METAMUCIi; 

brand  of  psyllium  hydrophilic  mucilloid 


Reduces  painful  strain ... 

The  soft,  easily  propelled  bulk  created  by  Metamucil  al- 
lows comfortable  elimination  with  a minimum  of  effort 
and  irritation. 

• Softens  stools... 

Metamucil  absorbs  water  and  creates  a soft,  pliant  fecal 
mass  which  is  demulcent  to  mucosal  surfaces. 

• Relieves  irritation... 

Metamucil  provides  "smoothage”  to  prevent  the  forma- 
tion of  scybalous  concretions  and  to  lessen  painful  te- 
nesmus. 

• Encourages  healing... 

Softening  of  the  colonic  content  with  Metamucil  allays 
abrasive  pressure  and  congestion  at  denuded  postsurgical 
sites. 

And  in  nonsurgical  conditions... 

Metamucil  minimizes  both  the  pressure  of  strain  on  per- 
ineal structures  and  the  physical  irritation  of  hard  masses 
on  local  lesions. 


Usual  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  powder  in  a glass  of 
cool  liquid,  or  one  packet  of  Instant  Mix  Metamucil  in  a glass 
of  water.  An  additional  glass  of  liquid  is  helpful. 

Metamucil  powder  contains  equal  amounts  of  refined,  purified 
psyllium  and  dextrose  furnishing  14  calories  and  a negligible 
amount  of  sodium  in  each  dose;  available  in  containers  of  4,  8 
and  16  ounces. 

Instant  Mix  Metamucil  furnishes  3 calories  and  0.25  Gm.  of 
sodium  in  each  dose;  available  in  cartons  of  16  and  30  single- 
dose packets. 


SEARLE 


Research  in  the  Service  of  Medicine 


Chicago,  Illinois  60680 


at  the  site  of  infection 
(where  it  counts)...  I 


a^SjS 

Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


S&a, 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wel 
characterized  by  increased  direct-reacting  bilirubin,  elevatH 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha  I 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutani 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nil 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  i j 
been  reported  in  other  patients  taking  prolonged  courses  of  1: 
medication.  Patients  with  chronic  infection  have  been  given  1> 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a I 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ’ 
144  patients  who  received  the  drug  daily  for  two  years,  no  jai-1 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th  : 
patients’  families,  who  were  not  taking  the  drug,  had  episO'  a 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  w *| 
determined  in  a group  of  fifty-four  adults  and  children  who  t< : 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  ; 
rheumatic  fever  prophylaxis.  The  results  were  compared  w ij 
those  of  a similar  group  of  forty-four  patients  who  received  p J 
ieillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat  i 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecou  a 
of  treatment  was  observed  in  one  patient  treated  with  Ilosi  j| 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie  si 
in  the  group  receiving  Ilosone  and  four  others  in  the  penici  lj 
group  showed  elevations  in  one  of  the  tests  at  some  time  dur  a 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w a 
reported  in  102  pediatric  patients  who  received  short-term  (t  -j 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  in:  -J 
tions.  Results  of  liver  function  tests  in  these  patients  were  ci  j 
parable  to  those  in  a similar  control  group  who  had  recei  1 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  -I 
fects  are  observed  in  a small  proportion  of  individuals  as  a re  t 
of  a local  stimulating  effect  of  the  medication  on  the  aliment  yj 
tract;  however,  the  normal  intestinal  gram-negative  bacte  I 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  e; 
of  erythromycin,  there  have  been  occasional  reports  of  urtica  J 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  t yj 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  1 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  ho  >J 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  d 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  do;  'J 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythrom  n 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosa*  4 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fif  n 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryt  w 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  "i 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  e 
recommended.’  In  the  treatment  of  gonorrhea,  patients  wi  * 
suspected  lesion  of  syphilis  should  have  a dark-field  examina  n 
before  receiving  antibiotics,  and  monthly  serologic  tests  sh  J 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  t- 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  be  )J 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10  ■ t 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiv;  it  | 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pack;  s- 

References:  1.  Griffith.  R.  S.,  and  Black.  H.  R. : Am.  J.  M.  Sc..  C-i 69, 

2.  Griffith.  R.  S.,  and  Iilack,  H.  R. : Antibiotics  & Chemother..  11  998. 

3.  Hirsch,  H.  A..  Pryles,  C.  V.,  and  Finland.  M.:  Am.  J.  M.  Sc..  2. .'91 98.  IS  | 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  46206. 


Serum  CPK  Activity  in  the  Diagnosis 
of  Acute  Myocardial  Infarction 

This  study  describes  an  enzyme  determination  which  proves  to  be 
more  sensitive  and  more  specific  than  SGOT  in  myocardial  infarction 


MAURICE  J.  LEWIS,  M.D. 
Harrisburg,  Pennsylvania 

The  measurement  of  serum  en- 
zymes of  intracellular  origin  is 
becoming  increasingly  more  sen- 
sitive as  a reflection  of  parenchymal 
disease  in  clinical  medicine.  This  trend 
is  advancing  in  two  directions.  One 
is  the  study  of  isoenzymes;  the  other 
involves  the  search  for  newer  com- 
pounds of  greater  specificity.  Of  the 
latter  group,  creatine  phosphokinase 
(CPK)  has  enjoyed  enhanced  popu- 
larity since  1959  when  Ebashi  first 
demonstrated  elevated  levels  in  pro- 
gressive muscular  dystrophy.1  Sub- 
sequent studies  revealed  elevated  CPK 
in  dermatomyositis,2  hypothyroidism,3 
muscle  trauma,  including  repeated  in- 
tramuscular injections  of  irritating 
drugs,  surgery  and  strenuous  exertion,4 
as  well  as  in  some  cases  of  cerebro- 
vascular accidents.5  Increased  serum 
levels  in  patients  with  acute  myocardial 
infarction  was  first  reported  by  Drey- 
fus in  1960,°  and  although  this  became 
recognized  in  Europe,  it  wasn’t  until 
three  years  later  that  confirmation  was 
reported  in  this  country.4-  5- 7 9 

CPK  functions  as  part  of  the  high 
energy-storage  system,  principally  in 
skeletal  muscle,  cardiac  muscle  and 
brain:10 


® Dr.  Lewis  is  chief  resident  in  in- 
ternal medicine  at  Harrisburg  Hos- 
pital. 


ATP  -|-  Creatine 
j CPK 

ADP  -j-  Creatine  phosphate 

The  concentration  in  skeletal  muscle 
is  about  ten  times  that  in  the  myo- 
cardium and  brain.  Homogenates  of 
liver,  lung,  and  red  blood  cells,  how- 
ever, have  shown  no  detectable  CPK 
activity.4  This  is  the  basis  for  the  in- 
creased specificity  of  CPK  over  the 
ubiquitous  transaminases  and  dehydro- 
genases. 

The  diagnostic  value  of  serum  CPK 
activity  in  acute  myocardial  infarc- 
tion and  other  diseases  is  presented  in 
an  attempt  to  contrast  this  enzyme 
with  serum  glutamic  oxalacetic  trans- 
aminase (GOT)  as  regards  specificity 
and  sensitivity. 

Material  and  Methods 

Five  hundred  and  sixteen  determi- 
nations of  serum  CPK  and  five  hun- 
dred and  one  determinations  of  serum 
GOT  were  performed  in  one  hundred 
and  thirty-three  patients  and  twenty- 
eight  control  subjects  at  Harrisburg 
Hospital.  The  subjects  were  divided 
into  the  following  groups: 

Group  A:  Twenty-eight  control 

subjects  from  hospital  personnel. 

Group  B:  Forty-three  patients  with 
unequivocal  clinical  and  electrocardi- 
ographic findings  of  acute  myocardial 
infarction. 

Group  C:  Twenty-two  patients  with 
probable  acute  myocardial  infarction 
as  determined  by  a typical  clinical 
picture  but  inconclusive  electrocar- 
diographic findings. 

Group  D:  Twenty-three  patients 

with  coronary  insufficiency  as  deter- 
mined by  a typical  clinical  picture 
and  negative  electrocardiographic  find- 
ings of  acute  myocardial  injury. 


Group  E:  Ten  patients  with  acute 
pulmonary  edema  and  no  clinical  or 
electrocardiographic  evidence  of  myo- 
cardial infarction. 

Group  F:  Thirty-five  patients  with 
a variety  of  diseases. 

In  groups  B,  C.  D,  and  E the  initial 
hlood  sample  was  drawn  within  seven- 
ty-two hours  of  the  onset  of  symptoms. 
Patients  in  these  groups  were  eval- 
uated as  to  age,  sex,  the  presence  and 
degree  of  associated  congestive  heart 
failure,  electrocardiographic,  and  clini- 
cal findings.  Venous  blood  was  col- 
lected without  respect  to  a fasting  state, 
and  allowed  to  clot  at  room  tempera- 
ture. The  serum  analysis  was  per- 
formed in  most  cases  within  two 
hours,  occasionally  four  to  five  hours. 
A 25-50  percent  reduction  in  serum 
CPK  activity  has  been  noted  after 
storage  for  twenty-four  hours  even 
when  stored  frozen.4 

The  serum  CPK  activity  was  de- 
termined by  the  colorimetric  analysis 
of  the  Sigma  Chemical  Company,  St. 
Louis:  11 

ATP  -(-  Creatine 
| CPK 

ADP  -j-  Phosphocreatine 

The  phosphocreatine  formed  in  this 
reaction  is  hydrolyzed  to  release  in- 
organic phosphate,  which  is  then  de- 
termined colorimetrically.  One  Sigma 
unit  of  CPK  will  phosphorylate  one 
millimicromole  of  creatine  per  hour 
under  the  designed  assay  conditions. 
The  suggested  normal  range  is  0-200 
Sigma  units  per  ml.  of  serum.12 

The  serum  analysis  of  GOT  was 
determined  by  the  standard  colori- 
metric technic.13  The  accepted  normal 
values  are  8-40  units  per  ml.  of 
serum. 

Results 

Group  A:  Thirty-one  determina- 

tions of  serum  CPK  in  twenty-eight 
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normal  controls  yielded  an  average 
value  of  56  Sigma  units  with  a stand- 
ard deviation  of  60  units.  These  find- 
ings would  suggest  a normal  range 
of  0-176  units.  Three  additional  values 
were  initially  elevated,  however.  Two 
of  these  were  normal  on  repeated  test- 
ing, suggesting  an  initial  laboratory 
error.  One  subject  had  repeated  eleva- 
tions which  could  not  be  explained. 
Repeated  determinations  on  individual 
blood  specimens,  however,  confirmed 
the  reproducibility  of  results. 

Group  B:  Fig.  1A  and  Fig.  IB 

represent  scattergrams  of  enzyme  levels 
in  respect  to  time  following  onset  of 
symptoms.  Fig.  2 is  the  composite 
time-activity  curve  of  both  enzymes. 

Group  C:  The  composite  time- 

activity  curve  is  represented  in  Fig. 
3.  Of  nine  patients  with  associated 
CHF,  CPK  was  elevated  in  eight,  GOT 
in  seven.  In  thirteen  patients  without 
associated  CHF,  both  enzymes  were 
elevated  in  four,  CPK  alone  elevated 
in  five,  and  GOT  elevated  alone  in 
one  patient. 

Group  D:  Of  these  twenty-three 

patients  with  coronary  insufficiency 
most  enzyme  values  were  normal. 

Group  E:  Of  the  ten  patients  with 
acute  pulmonary  edema  one  patient 
had  a slightly  elevated  serum  CPK 
of  220  U.  Four  patients  had  elevated 
serum  GOT.  The  average  of  the  high 
readings  of  each  patient  was  130  U of 
CPK  and  47  U of  GOT.  Each  pa- 
tient averaged  three  determinations  of 
each  enzyme. 

Group  F:  In  the  miscellaneous 

group  of  thirty-five  patients,  the  high- 
est serum  level  for  each  enzyme  is 
tabulated  in  Table  I.  One  hundred 
and  five  determinations  of  CPK  were 
performed;  one  hundred  and  ten  of 
GOT. 

Discussion 

The  thirty-one  determinations  per- 
formed on  the  control  group  suggested 
a normal  serum  CPK  range  of  0- 
176  units/ml.  Two  additional  eleva- 
tions probably  represent  laboratory 
errors  since  repeat  studies  were  nor- 
mal. Some  elevations  may  be  ex- 
pected since  the  controls  were  not 
at  a basal  state,  while  almost  the 
entire  experimental  group  consisted 
of  patients  at  bed  rest.  Along  these 
lines,  elevations  of  serum  CPK  have 
been  recognized  following  exertion,4 
although  this  was  not  tested  in  the 
present  series.  Accordingly  we  have 
accepted  the  normal  range  of  0-200 
Sigma  units  as  suggested  in  the  litera- 
ture.11 

Of  the  forty-three  patients  with  def- 
inite acute  myocardial  infarction  all 


but  one  had  elevated  serum  CPK 
activity.  This  normal  level  of  180  U 
occurred  at  sixty  hours  post  infarc- 
tion. All  patients  had  elevations  of 
serum  GOT  except  one  of  32  U at 
twenty  hours  post  infarction.  Seven 
of  eleven  CPK  determinations  within 
the  first  six  hours  post  infarction  were 
elevated  with  an  average  of  420  U, 
more  than  twice  the  high  normal  level. 
Five  of  eleven  GOT  determinations 
were  elevated  during  this  period  with 
an  average  of  54  U,  less  than  a 50 
percent  elevation.  Peak  activity  of 
CPK  occurred  eighteen  hours  post 
infarction  at  a level  of  more  than 
five  times  normal.  Peak  activity  of 
GOT  occurred  thirty  hours  post  in- 
farction at  a level  of  less  than  four 
times  normal.  CPK  returned  to  nor- 
mal levels  at  seventy-eight  hours  post 
infarction,  GOT  at  ninety-six  hours. 

The  presence  of  congestive  heart 
failure  did  not  alter  significantly  the 
difference  between  the  two  enzyme 


levels,  although  both  were  slightly 
higher,  probably  because  these  cases 
reflected  more  severe  myocardial  dam- 
age. Of  the  ten  fatal  cases,  the  five 
occurring  within  the  first  ten  days 
all  presented  with  congestive  heart 
failure.  All  had  extreme  elevations 
of  both  enzymes,  up  to  ten  times  nor- 
mal, except  for  one  patient  who  had 
only  one  determination  at  five  hours 
post  infarction.  The  most  striking 
CPK  elevation  was  850  U within 
three  hours  of  infarction.  The  pa- 
tient died  two  hours  later.  The  high- 
est CPK  recorded  was  2,245  U at 
thirty-one  hours  post  infarction  in  a 
patient  who  ran  a stormy  course  with 
episodes  of  acute  pulmonary  edema, 
but  survived. 

These  findings  confirm  the  observa- 
tions of  elevated  serum  CPK  in  acute 
myocardial  infarction.  The  diagnostic 
efficiency  of  a serum  enzyme  is  a 
function  of  the  area  enclosed  by  the 
time-activity  curve.  It  is,  therefore, 


TABLE  I 

Highest  enzyme  levels  in  cases  of  miscellaneous  disorders. 
(Group  F) 


CPK 

Diagnosis  (units/  ml) 

Neurasthenia 

130 

Pericarditis 

230 

Pulmonary  Infarction 

40 

Pulmonary  Infarction 

100 

Pulmonary  Infarction 

540 

Viral  Enteritis 

60 

Chronic  Bronchitis 

180 

Cholelithiasis 

200 

Muscle  Strain 

100 

Pulmonary  Emphysema 

110 

Dissecting  Aortic  Aneurysm 

40 

Intestinal  Malabsorption 

1560 

Irritable  Bowel  Syndrome 

0 

Epilepsy 

0 

Epilepsy 

320 

Bronchial  Asthma 

180 

Paroxysmal  Atrial  Fibrillation 

120 

Paroxysmal  Atrial  Tachycardia 

0 

Atrial  Flutter 

20 

Transient  Cerebral  Ischemia 

40 

Transient  Cerebral  Ischemia 

0 

Transient  Cerebral  Ischemia 

0 

CVA 

210 

CVA 

0 

CVA 

30 

Pneumonia 

120 

Pneumonia 

110 

Pneumonia 

100 

Pneumonia 

100 

Pneumonia 

60 

Pneumonia 

50 

Pneumonia 

200 

Serum  Hepatitis 

0 

Alcoholic  Cirrhosis 

120 

Alcoholic  Cirrhosis 

0 

SGOT 

(units/ ml)  Comments 

25 

28  Possible  Myositis 

16  Positive  Lung  Scan 

47  Positive  Lung  Scan 

42  Possible  Myocardial  Infarction 

42 

34 

30  Probable  Coronarv  Insufiiciencv 
20 
30 

20  14  Hours  Duration;  Fatal 
52 
118 
47 
44 
27 
40 
13 
12 
25 
24 
20 
46 
24 
20 

30  With  Pericarditis 
34 

40  With  Pericarditis 
36  With  Pericarditis 

24 

25 
20 

1520 

118 

63 
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DAYS 


TIME  AFTER  INFARCTION  (43  PATIENTS) 

Fig.  1A.  Serum  CPK  levels  in  definite  myocardial  infarction.  ULN  = Upper 

limit  of  normal. 


demonstrated  in  Fig.  2 that  serum 
CPK  is  a more  sensitive  reflection  of 
myocardial  necrosis  than  is  serum 
GOT  in  the  first  one  and  one-half 
days  post  infarction. 

In  the  cases  representing  probable 
acute  myocardial  infarctions,  the  CPK 
again  showed  greater  sensitivity  than 
GOT.  While  the  incidence  of  eleva- 
tions were  similar  in  cases  with  as- 
sociated congestive  heart  failure,  eval- 
uation of  the  cases  without  CHF  dem- 
onstrated a 69  percent  elevation  of 

500  . • 

450  ■ • 

400  . 

3 60  . 

320  ! 

2 60  . 

2 40  . 

SGOT 

(unit* /ml)  zoo  • • 


CPK  in  contrast  to  a 38  percent  eleva- 
tion of  GOT.  In  fact,  as  noted  in  Fig. 
3,  the  mean  serum  GOT  was  elevated 
only  in  cases  with  CHF,  while  the 
serum  CPK  was  elevated  in  both 
groups.  It  is  presumed  that  these 
cases  with  negative  EKG  findings  re- 
flect a smaller  amount  of  myocardial 
necrosis  than  those  cases  with  positive 
EKG  findings.  Both  enzyme  levels 
were  correspondingly  lower.  In  such 
cases  serum  GOT  elevations  secondary 
to  hepatic  congestion  take  on  added 


significance,  reflecting  the  limited 
specificity  of  this  enzyme.1417  Evalua- 
tion of  this  group,  therefore,  dem- 
onstrates both  the  higher  sensitivity 
and  specificity  of  serum  CPK  in  the 
diagnosis  of  myocardial  necrosis. 

In  patients  with  coronary  insuffi- 
ciency most  enzyme  levels  were  nor- 
mal. Serum  GOT  was  slightly  higher 
in  cases  with  associated  mild  conges- 
tive heart  failure.  No  cases  of  mod- 
erate or  severe  CHF  were  present  in 
this  group.  When  both  enzymes  were 
elevated,  CPK  usually  was  propor- 
tionately higher.  In  cases  with  elevated 
enzymes,  CPK  was  elevated  93  per- 
cent, GOT  was  elevated  33  percent 
above  normal. 

These  studies  suggest  that  myocar- 
dial necrosis  represents  a spectrum  of 
disease  states  ranging  from  some  cases 
of  clinical  coronary  insufficiency  to 
unequivocal  acute  myocardial  infarc- 
tion. The  sensitivity  of  diagnostic 
tests  appears  to  be  highest  with  serum 
CPK,  then  serum  GOT  and  finally 
the  electrocardiogram,  in  descending 
order.  This  relationship  is  altered  by 
associated  diseases  which  would  in- 
crease serum  GOT,  for  example,  con- 
gestive heart  failure.  This  is  cor- 
roborated by  the  increase  in  serum 
GOT  in  patients  with  acute  pulmonary 
edema  without  infarction. 

Evaluation  of  miscellaneous  disease 
states  demonstrates  the  narrow  range 
of  disease  states  which  cause  eleva- 
tion of  serum  CPK  as  contrasted  to 
serum  GOT.  Slight  elevation  of  CPK 
was  found  in  a case  of  pericarditis, 
although  pectoral  myositis  may  have 
been  present  clinically.  In  three  other 
cases  of  pericarditis  associated  with 
pneumonia  the  serum  CPK  level  was 
normal.  One  case  of  pulmonary  in- 
farction showed  an  elevated  CPK,  but 
an  acute  myocardial  infarction  was 
clinically  suggested.  Most  cases  of 
pulmonary  infarction  in  the  literature 
had  normal  CPK  levels.4  6 The  oc- 
casional elevation  in  massive  embolism 
probably  reflects  subsequent  myocar- 
dial anoxia.  One  case  of  malabsorp- 
tion syndrome  demonstrated  as  yet 
unexplained  elevated  CPK  levels.  The 
patient  was  not  evaluated  for  a dif- 
fuse collagen  disorder.  CPK  evalua- 
tion was  noted  in  one  case  of  epilepsy 
probably  secondary  to  skeletal  muscle 
injury. 

Cases  of  pneumonia,  asthma  and 
bronchitis  had  normal  CPK  values. 
There  was  slight  elevation  in  one  of 
six  cases  of  cerebral  disease.  The 
enzyme  level  was  normal  in  cases  of 
acute  cardiac  arrhythmias.  A marked 
contrast  of  the  two  enzymes  was  noted 
in  a case  of  serum  hepatitis,  while  two 
cases  of  cirrhosis  also  demonstrated 
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Fig.  1 B.  Serum  GOT  levels  in  definite  acute  myocardial  infarction. 
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elevated  serum  GOT  levels.  These 
cases  emphasize  the  lack  of  CPK 
elevation  in  liver  disease. 1S  Serum 
GOT  was  elevated  in  one-third  of  the 
group  F cases. 

In  general,  it  may  be  stated  that 
the  evaluation  of  serum  enzymes  in 
the  individual  patient  should  be  based 
on  more  than  one  determination.  In 
cases  of  suspected  myocardial  infarc- 
tion, the  three-day  enzyme  curve  is 
especially  helpful.  As  in  the  case  of 
all  serum  enzymes,  there  is  a gray 
zone  between  normal  and  abnormal 
levels  which,  in  the  case  of  CPK, 
probably  lies  between  200  and  250 
units  per  milliliter. 

Summary 

Over  five  hundred  determinations 
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TIME  POST  INFARCTION  (43  PATIENTS) 

Fig.  2.  Composite  time-activity  curves  of  serum  CPK  and  GOT  in  definite 
acute  myocardial  infarction. 


of  serum  CPK  in  one  hundred  and 
thirty-three  patients  and  twenty-eight 
controls  were  evaluated  in  cases  of 
definite  acute  myocardial  infarction, 
probable  infarction,  coronary  insuffi- 
ciency, acute  pulmonary  edema  with- 
out infarction,  and  a group  of  mis- 
cellaneous disorders. 

Serum  CPK  was  found  to  be  of 
greater  sensitivity  and  specificity  than 
serum  GOT  in  the  diagnosis  of  acute 
myocardial  infarction. 

The  presence  of  congestive  heart 
failure  effected  a significant  rise  in 
serum  GOT  without  altering  the  serum 
activity  of  CPK. 

Serum  CPK  is  most  helpful  in  cases 
of  suspected  myocardial  infarction 
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complicated  by  passive  liver  congestion 
when  the  electrocardiographic  findings 
are  inconclusive. 

If  the  time-activity  curve  of  serum 
CPK  is  borne  in  mind  along  with  the 
possibility  of  elevations  in  hypothy- 
roidism, cerebral  and  skeletal  muscle 
disorders,  this  enzyme  can  be  of  im- 
portant diagnostic  aid. 
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Fig.  3.  Composite  time-activity  curves  of  serum  CPK  and  GOT  in  cases  of 
probable  acute  myocardial  infarction  with  and  without  associated  congestive 

heart  failure. 
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Small  Intestine  Perforation 
Due  to  Non-Penetrating  Injuries 

Treatment  of  choice  for  this  surgical  emergency  includes  usual  suppor- 
tive measures  but  the  need  for  early  surgical  intervention  is  emphasized 

HARRY  M.  KLINGER,  M.D.  AND  WILLIAM  S.  GIBSON,  M.D. 

Danville,  Pennsylvania 


Traumatic  perforation  of  the  gas- 
trointestinal tract  is  a catastrophic 
and  often  fatal  incident.  The 
appalling  mortality  rate  usually  is  not 
due  to  inability  to  repair  the  lesion 
but  rather  to  inability  to  make  an  early 
diagnosis  and  to  operate  during  the 
curative  phase. 

According  to  Vance,1  Aristotle  first 
described  perforation  of  abdominal 
viscera  due  to  blunt  trauma.  Litera- 
ture in  the  past  years  has  described 
ruptured  intestines  often  related  to 
farm  and  rural  accidents.  These  ac- 
cidents recently  have  given  way  to  the 
increasing  numbers  of  abdominal  in- 
juries received  in  automobile  accidents. 
Jacobson  and  Carter,2  report  street 
fights,  auto  accidents,  falling  into  a fire 
hydrant,  a small  piece  of  wood  being 
catapulted  from  a power  saw,  and  a 
kick  from  a horse  as  causes  of  in- 
testinal perforation. 

Six  cases  of  perforation  of  the  small 
intestine  due  to  non-penetrating  ab- 
dominal injuries  have  been  seen  in 
the  Geisinger  Medical  Center,  Dan- 
ville, since  1927.  This  represents  a 


■ Dr.  Klinger  (above)  is  director  of 
the  general  surgical  service  at  the 
Geisinger  Medical  Center , Danville, 
and  a diplomate  of  the  American 
Board  of  Surgery.  Dr.  Gibson  is  a resi- 
dent in  otolaryngology  at  Geisinger. 


total  of  approximately  300  thousand 
hospital  admissions  and  is  roughly  an 
incidence  of  one  to  50  thousand. 

This  paper  summarizes  the  six  cases 
occurring  in  GMC  and  reviews  the 
literature  on  this  subject.  The  mecha- 
nism of  injury  is  discussed  as  well  as 
a general  review  of  the  presenting 
symptomatology  and  indicated  treat- 
ment. 

The  causes  of  injury  in  our  series 
were  as  follows:  an  auto  accident, 

falling  onto  a stake  striking  the  ab- 
domen, a blow  to  the  abdominal  wall 
from  a goat,  kick  from  a horse  (two 
cases),  and  lastly,  one  case  of  an  ice 
skater  who  fell  on  a small  block  of 
ice  striking  his  abdomen.  The  ages 
of  the  patients  ranged  from  ten  to 
seventy  years  with  an  average  of  thirty- 
two  years.  All  patients  were  males. 

Some  of  the  symptoms,  signs,  and 
laboratory  findings  present  in  the 
early  evaluation  of  these  patients’  re- 
sponse to  injury  are  discussed.  A leu- 
cocytosis,  which  often  occurs  in  cases 
of  general  injury,  was  present  in  three 
patients.  In  two  patients,  the  white 
blood  count  was  greater  than  sixteen 
thousand.  However,  in  all  six  cases, 
there  was  a definite  shift  of  the  white 
cell  elements  toward  the  younger 
forms. 

A “board-like”  or  rigid  abdomen 
was  described  on  admission  in  four 
of  five  patients.  The  abdomen  of  the 
sixth  patient  was  described  as  tender. 
The  absence  of  peristaltic  sounds  was 
noted  in  three  patients  and  was  not 
recorded  in  the  remaining  three.  Four 
patients  had  x-ray  examinations  on 
admission  and  all  failed  to  show  free 
air  beneath  the  diaphragm.  One  pa- 
tient was  re-examined  roentgenolog- 
ically  twenty-four  hours  after  admis- 
sion and  the  examination  showed  free 
air  at  that  time. 

The  site  of  perforation  was  deter- 
mined in  all  six  cases;  five  at  explora- 
tion and  one  at  autopsy.  The  jejunum 


was  perforated  in  three  cases  with  the 
third  portion  of  the  duodenum  being 
involved  in  one  case.  The  ileum  was 
the  site  of  injury  in  the  remaining  two 
cases. 

There  was  an  overall  mortality  rate 
of  50  percent.  Five  of  the  patients 
were  operated  upon;  but  in  spite  of 
exploration,  two  patients  died,  giving 
an  operative  mortality  rate  of  40 
percent.  One  patient  not  operated 
upon,  expired  approximately  twenty- 
two  hours  after  his  injury.  A review 
of  his  chart  shows  that  he  had  been 
observed  at  home  for  some  twenty 
hours  before  being  admitted.  At  ad- 
mission his  vital  signs  were  such  that 
immediate  surgical  intervention  was 
not  feasible.  The  two  patients  surviv- 
ing their  injuries  and  having  benign 
post-operative  courses  were  the  oldest 
of  the  group,  fifty-four  and  seventy 
years.  These  two  patients  were  ex- 
plored within  twelve  hours  of  their 
respective  injuries.  One  patient  who 
was  operated  upon  twelve  hours  after 
his  injury  and  is  living  will  be  de- 
scribed in  more  detail  later. 

Mechanism  of  Perforation 

Perforation  of  the  small  intestine 
discussed  in  this  study  occurred 
through  an  intact  abdominal  wall. 
Hicken,3  describing  a classic  break- 
down of  obstructive  forces,  felt  that 
crushing,  tearing  or  bursting,  or  a 
combination  of  these  three,  were  im- 
portant. He  felt  that  forces  could  be 
great  enough  to  overcome  abdominal 
wall  resistance  and  crush  bowel  against 
the  bodies  of  the  vertebrae  and  pelvic 
bones.  He  also  felt  that  indirect 
trauma  such  as  jumping  down  from 
a height  could  tear  a bowel  from  its 
ligamentous  and  mesenteric  attach- 
ments. Reed  4 suggested  that  blunt 
trauma  followed  Pascal’s  Law  of 
Forces,  i.e.  that  pressure  within  the 
abdominal  cavity  from  sudden  trauma 
was  exerted  throughout  all  areas  of 
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hollow  viscera.  Thus,  even  explosive 
forces  seldom  perforated  viscera. 

Williams  and  Sargent 5 evaluated  a 
number  of  dogs  who  were  anesthetized 
and  placed  in  the  supine  position.  A 
fifty  pound  weight  was  permitted  to 
fall  eight  feet  before  striking  a board 
over  the  abdominal  wall.  The  dogs 
were  immediately  examined,  and  it 
was  found  that  the  injuries  all  oc- 
curred near  the  midline.  Segments 
of  the  small  intestine  located  nearest 
to  fixed  sites,  that  is,  the  ligament  of 
Treitz  and  distal  ileum  near  the  ileo- 
cecal valve,  were  most  commonly  in- 
jured. The  authors  strongly  suggested 
that  there  was  crushing  or  shearing 
which  occurred  between  two  oppos- 
ing surfaces  as  the  primary  cause  of 
intestinal  perforation  due  to  blunt 
trauma.  This  “crushed”  appearance 
was  described  in  the  operative  notes 
of  two  of  our  patients. 

Evaluation  of  the  Patient  with 
Blunt  Trauma 

As  in  any  initial  evaluation  of  a 
patient,  a careful  history  should  be 
taken  and  should  include  the  type  of 
trauma,  degree  of  pain,  location  of 
pain  and  whether  there  has  been 
nausea  and  vomiting.  Griswold  8 sug- 
gests that  abdominal  pain  and  tender- 
ness are  the  most  frequent  presenting 
symptoms  and  these  alone,  in  con- 
nection with  the  history  of  trauma, 
are  enough  to  merit  frequent  and 
careful  examinations.  He  notes  that 
one  should  search  for  ominous  physi- 
cal findings  which  would  include  ab- 
dominal rigidity,  absent  peristalsis,  re- 
bound and  direct  tenderness,  disten- 
tion and  shock.  One  should  also  be 
cognizant  of  the  total  body  water 
volume  reflected  by  a rising  hemato- 
crit in  spite  of  fluid  infusion,  such  as 
in  cases  of  peritonitis.  This  is  in 
contrast  to  the  patient  who  is  bleed- 
ing internally  and  shows  obvious  blood 
loss  as  reflected  in  a falling  hematocrit. 

The  naso-gastric  tube  may  reveal 
the  presence  of  blood,  as  might  a 
urethral  catheter.  Either  may  be  help- 
ful in  arriving  at  a reasonably  ac- 
curate diagnosis.  While  Baxter  and 
Wiliams 7 strongly  advocate  the  use 
of  four  quadrant  abdominal  para- 
centeses, others  debate  the  value  of 
this  procedure.8  An  upright  chest 
film  for  free  air  is  of  limited  value 
as  will  be  shown  later  but  should 
probably  be  done  provided  valuable 
time  is  not  wasted.  Three  positional 
films  of  the  abdomen  may  be  of  some 
benefit;  however,  they  may  give  a 
false  sense  of  security. 


Treatment 

The  immediate  and  lifesaving  mea- 
sures of  providing  an  adequate  air- 
way, combating  shock  with  fluid  and/ 
or  blood  replacement  is  essential.  In 
order  to  facilitate  the  best  possible 
treatment,  a diagnosis  is  desirable.  It 
should  be  made  very  clear  that  early 
exploration  is  the  single  most  im- 
portant method  of  diagnosis  and  treat- 
ment in  cases  of  perforation  of  the 
gastrointestinal  tract.  Valuable  cura- 
tive time  should  not  be  wasted  in  the 
x-ray  department  or  the  laboratory 
if  the  general  clinical  picture  favors 
exploration.  The  mortality  rates  for 
exploratory  laparotomy  without  posi- 
tive findings  are  much  lower  than  for 
late  exploration  when  a perforation  is 
present.  One  should  always  be  on 
guard  for  cryptic  intra-abdominal 
lesions  in  case  of  obvious  head  or 
chest  injuries.6  Finally,  at  laparotomy, 
a systematic  and  complete  exploration 
of  all  the  intra-abdominal  viscera 
should  be  made.  Then  a meticulous 
repair,  excision  or  exteriorization,  as 
indicated,  should  be  carried  out. 

Discussion 

Age  or  physical  habitus  of  the  pa- 
tient seems  to  have  little  to  do  with 
the  mortality  rate  occurring  in  per- 
foration of  the  intestine  due  to  blunt 


for  those  operated  upon  within  the 
first  twelve  hours,  to  sixty-six  percent 
for  those  operated  upon  after  twelve 
hours. 

The  single  patient  who  was  operated 
upon  after  twelve  hours  and  sur- 
vived deserves  discussion  in  greater 
detail.  The  patient  was  a fifteen  year 
old  male  who  was  thrown  against  the 
steering  wheel  when  his  car  struck  a 
stopped  car.  He  presented  with  mid- 
abdominal pain  and  vomiting  of  coffee- 
ground  material.  His  physical  findings 
revealed  “a  minimal  contusion  in  the 
left  upper  abdominal  wall”  and  absent 
bowel  sounds.  His  abdomen  was  de- 
scribed as  tender.  Exploration  on  this 
patient  was  delayed  for  nearly  twenty- 
four  hours  until  the  abdoment  became 
rigid,  and  upon  examination  free  air 
was  present  under  the  diaphragm.  The 
reluctance  to  operate  early  nearly  cost 
this  boy  his  life. 

The  presence  of  free  air  beneath 
the  diaphragm  has  been  mentioned 
earlier.  Table  I is  a compilation  of 
six  series  including  the  present  one 
and  shows  the  location  of  the  per- 
foration with  presence  or  absence  of 
free  air.  Jacobson  2 states  that  air 
appeared  on  x-ray  studies  in  80  per- 
cent of  patients  with  perforation  of  the 
stomach  or  first  part  of  the  duodenum 
and  in  100  percent  of  patients  with 


TABLE  I 

Presence  of  Free  Air  and  Location  of  Perforation 


Total 

Air 

Duodenum  Jejunum 

Ileum 

Jacobson  (2) 

17 

2 

2 

Ficarra  (10) 

14 

4 

1 2 

1 

Mendle  (11) 

4 

0 

Poer  (12) 

1 

1 

1 

Burch  (13) 

4 

1 

1 

Gibson  and  Klinger 

6 

1* 

1 

* Seen  on  repeated  x-ray  the  daj  after  admission. 


trauma  to  the  abdomen.  Mortality 
rates  are  closely  related  to  the  time 
interval  between  injury  and  operation. 
The  two  patients  in  this  series  who 
were  operated  on  within  twelve  hours 
of  their  injury  survived  the  insult  with 
no  complication.  The  third  patient, 
operated  upon  twenty-four  hours  later, 
survived  only  after  a stormy  and  pro- 
longed postoperative  course.  Geoghe- 
gan,  Gordon  and  Brush  9 report  that 
the  mortality  rate  jumped  from  four- 
teen percent  for  those  operated  upon 
within  the  first  twelve  hours,  to  sixty- 
six  percent  for  those  operated  upon 
after  twelve  hours.  In  our  series,  the 
mortality  rate  went  from  zero  percent 


perforations  of  the  colon.  The  in- 
frequency of  free  air  in  perforations 
of  the  small  intestines  is  shown. 

Summary  and  Conclusions 

Six  cases  of  perforation  of  the  small 
intestine  due  to  non-penetrating  ab- 
dominal injuries  have  been  treated  at 
the  Geisinger  Medical  Center  since 
1927.  The  clinical  findings  of  these 
six  cases  have  been  summarized  and 
the  pertinent  results  correlated  with 
similar  findings  recorded  in  the  litera- 
ture. 

Some  laboratory  studies  and  x-ray 
examinations,  when  used,  may  help 
to  arrive  at  the  diagnosis  of  perfora- 
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tion  of  the  intestinal  tract  at  the 
earliest  possible  time.  In  this  study, 
however,  we  found  that  arrival  at  the 
proper  diagnosis  depended  more  upon 
the  surgeon’s  recognition  of  certain 
positive  physical  findings  than  the  help 
received  from  ancillary  medical  ser- 
vices. A rigid  abdomen  and  absent 
peristalsis  were  reliable  physical  find- 
ings. 

When  perforation  was  present,  its 
location  was  usually  near  anatomically 
fixed  portions  of  the  intestinal  tract 
such  as  the  ligament  of  the  Treitz 
and  the  ileo-cecal  area.  This  was  borne 
out  in  this  series  with  three  of  the  six 
occurring  in  the  jejunum  near  the 
ligament  of  Treitz  and  one  in  the 
third  part  of  the  duodenum. 

A suggested  method  of  treatment  for 
this  surgical  emergency  includes  the 
usual  supportive  measures  but  advo- 
cates the  need  for  early  surgical  inter- 
vention if  the  diagnosis  of  perforation 


is  suspected.  The  appalling  mortality 
rate  observed  in  patients  with  perfora- 
tion seemed  little  influenced  by  the 
age  or  the  general  health  of  the  in- 
dividual. Early  surgical  treatment 
lowered  this  mortality  rate  more  than 
any  other  procedure. 

Perforation  of  the  small  intestine 
through  an  intact  abdominal  wall  for- 
tunately is  uncommon.  It  is  hoped, 
however,  that  the  findings  in  this 
study  will  at  least  make  one  cognizant 
of  the  possibility  when  called  to  eval- 
uate patients  with  abdominal  pain 
and  a history  of  trauma. 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 
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Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 
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excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient's  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 
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Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  BH),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
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MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
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Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
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Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
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Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
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The  public  has  a right  to  know 
about  the  President’s  health — but 
how  much?  Both  medical  profes- 
sionals and  an  increasing  percentage  of 
the  public  are  asking  the  question.  The 
about  the  President’s  health — but  how 
much?  Both  medical  professionals 
and  an  increasing  percentage  of  the 
public  are  asking  this  question.  The 
layman  wants  to  know  if  publication 
of  a report  on  the  state  of  the  Presi- 
dential rhinitis  is  “in  good  taste’’  and 
of  vital  concern  to  the  nation.  Those 
who  follow  the  stockmarket  shake  their 
heads  wonderingly  as  the  Dow  Jones 
average  drops  on  a reported  Presiden- 
tial sneeze. 

To  the  physician,  the  overly  abun- 
dant publicity  given  today  to  all  phases 
of  our  President’s  health  has  other 
more  serious  implications.  The  patient, 
for  example,  may  ask  himself  “If  the 
news  media  reveal  all  those  things 
about  the  President's  health,  does  my 
doctor  talk  about  me  that  way?”  This 
type  of  attitude  can  lead  to  a partial 
undermining  of  the  trust  implicit  in 
the  doctor-patient  relationship.  From 
another  point  of  view,  the  infinite 
detailing  of  Presidential  ailments  can 
cause  the  physician  to  be  deluged  by 
patients  suffering  from  large  scale  out- 
breaks of  what  could  be  termed  the 
“Ben  Casey  syndrome.”  Many  people 
identify  with  a celebrity  to  the  extent 
of  sharing  his  sickness.  When  the  pub- 
lic is  exposed  to  the  many  over-empha- 
sized medical  facts  that  too  often 
appear  in  the  press,  the  overly-active 
journalistic  approach  fosters  a “Read- 
ers Digest  School  of  Medicine”  type 
reaction  which  gives  birth  to  com- 
plaints of  non-existent  maladies. 
From  the  perspective  of  the  mid- 


1960’s  it  would  seem  that  preoccupa- 
tion with  Presidential  health  has  al- 
ways ranked  with  baseball  as  a na- 
tional pastime.  Ileitus,  incisional  her- 
nias and  polyps  have  joined  the  com- 
mon cold  and  measles  as  staples  of 
everyone’s  medical  vocabulary.  We 


may  think  that  such  has  always  been 
the  case,  but  as  we  go  back  over  the 
years  we  observe  that  it  was  only  in 
an  extraordinary  health  situation  such 
as  lingering  final  illness  or  an  assas- 
sination that  the  state  of  a President’s 
health  was  explicitly  made  public. 


■ Dr.  Richtnan  is  chief  of  the  Science, 
Industry,  and  Technology  section  of 
the  William  Penn  Museum  in  II arris- 
hurg.  In  cooperation  with  the  State 
Society,  he  directed  a medical  history 
exhibit  project  for  the  museum  which 
will  be  dedicated  this  spring. 


'This  is  Sander  Vanocur  in  the  incision — back  to  you,  Chet 


And  even  then,  not  all  available  de- 
tails were  bared. 

Today,  within  minutes,  the  whole 
world  knows  if  Mr.  Johnson  has  a 
sniffle  and  a fever  of  99°,  but  in 
March,  1857,  who  was  aware  that  the 
new  President,  James  Buchanan,  suf- 
fered through  his  entire  inaugural  with 
diarrhea,  the  effect  of  a case  of  “Na- 
tional Hotel  Disease”  (dysentery)?  The 
answer:  Certainly  not  the  American 
people. 

The  first  President  whose  in-office 
health  made  news  was  William  Henry 
Harrison,  who,  at  68  was  the  oldest 
man  to  be  inaugurated.  His  one  hour 
and  forty  minute  inaugural  address 
was  the  longest  in  history,  and  he 
delivered  it  on  one  of  the  coldest  of 
March  fourths,  without  hat,  overcoat 
or  gloves  (and  before  the  day  of 
thermal  underwear).  The  cold  he 
caught  that  day  developed  into  pneu- 
monia, and,  coupled  with  the  con- 
temporary medical  therapies  of  bleed- 
ing, purging  and  vomiting,  killed  him 
just  one  month  after  he  took  the  oath 
of  office.  His  illness  was  made  public 
through  a simple  announcement  that 
noted  Mr.  Harrison  was  seriously 
sick.  A similar  course  was  followed 
during  the  four  day  ailment  of  the 
next  short-lived  President,  Zachary 
Taylor,  who  died  from  gastroenteritis 
on  July  8,  1854. 

The  third  Presidential  death  was 
the  Lincoln  assassination.  But,  since 
Lincoln’s  wound  was  known  to  be 
mortal  from  the  start,  and  since  he 
only  lived  for  a few  hours,  there  wasn't 
the  time  to  issue  medical  bulletins  as 
there  was  in  the  case  of  the  next  two 
Presidents  to  die  by  bullet  wounds; 
James  A.  Garfield  and  William  Mc- 
Kinley. Neither  of  their  wounds,  in 
contrast  to  Lincoln’s,  would  probably 
have  been  fatal  if  they  could  have 
been  accorded  modern  treatment. 

In  both  of  these  situations,  daily 
bulletins  were  issued,  but  none  were 
as  detailed  as  modern  reports.  For 
example,  no  one  knew  that  the  sur- 
geon, Dr.  Matthew  D.  Mann,  had  in- 
troduced his  arm  up  to  the  elbow  into 
an  abdominal  incision  in  the  corpulent 
McKinley  during  a vain  attempt  to 
locate  the  bullet. 

An  interesting  sidelight  of  the  Gar- 
field assassination  is  that  inventor 
Alexander  Graham  Bell  (fresh  from 
his  telephone  triumphs)  had  just  in- 
vented a primitive  mine  detector  de- 
vice that  he  suggested  be  used  on  the 
stricken  President  to  help  locate  the 
bullet.  His  offer  was  accepted,  but 
no  results  came  from  the  experiment. 


Photo  courtesy  of  Culver  Pictures,  Inc. 

W.  W.  Keen,  M.D.,  attending  surgeon  to  Grover  Cleveland. 


The  first  Twentieth  Century  Presi- 
dent to  die  in  office  was  Warren  G. 
Harding,  whose  sudden  death,  before 
the  break  of  the  scandals  which  came 
to  characterize  his  administration,  was 
attributed  to  apoplexy.  Because  his 
wife,  Florence,  refused  to  allow  an 
autopsy,  we’ll  never  know  the  actual 
cause  of  death.  Nor  will  the  nasty 
rumor  that  she  poisoned  him  to  keep 
him  from  being  caught  up  in  the  im- 
pending scandals  ever  be  laid  to  rest. 
We  do  know,  however,  that  Har- 
ding’s tomb,  planned  and  paid  for  lit- 
erally within  hours  of  his  death,  is  the 
most  costly  final  resting  place  of  any 
Chief  Executive.  By  the  time  it  was 
finished,  however,  no  governmental 
leader  of  any  stature  could  be  found 
who  was  willing  to  dedicate  it. 

While  the  general  medical  details  of 
an  assassination  or  the  course  of  a 
fatal  illness  were  reported  in  the  press 
up  through  Franklin  D.  Roosevelt's 
administration,  as  Chief  Executive 
could  keep  the  details  of  a less  drastic 
health  problem,  or  even  its  very  exis- 
tence, secret.  On  the  other  hand, 
there  are  two  celebrated  cases  where 
Presidents  kept  dangerous  illnesses 
from  the  people  because  they  felt  the 
national  interest  was  at  stake. 


The  country  was  in  the  midst  of  an 
economic  crisis  in  June,  1893,  when 
cancer  was  discovered  on  the  roof  of 
President  Cleveland’s  mouth.  Accord- 
ingly, a secret  operation  to  remove  the 
visably  affected  area  and  a portion  of 
the  jaw  bone  was  performed  on  a 
private  yacht,  the  Onieda,  as  it  sailed 
up  New  York’s  East  River.  Because 
of  a well-fitted  rubber  appliance  and 
Cleveland’s  amazing  recuperative 
powers,  he  was  able  to  deliver  an 
emergency  economic  message  before 
a special  session  of  Congress  called 
on  August  7.  The  secrecy  surrounding 
this  operation  was  so  effective  that  it 
did  not  become  public  knowledge  until 
twenty-four  years  later  when  an  at- 
tending surgeon,  W.  W.  Keen,  M.D., 
of  Philadelphia,  wrote  an  article  about 
the  affair  for  the  Saturday  Evening 
Post.  The  carcinomatus  tissue  extir- 
pated from  Cleveland  is  preserved  at 
the  Mutter  Museum  of  the  College  of 
Physicians  in  Philadelphia. 

The  second  noted  case  involved 
Woodrow  Wilson.  A thrombosis  had 
produced  an  infarct  of  the  right  side 
of  the  brain  while  he  was  making  a 
speaking  tour  of  the  nation  in  a des- 
perate last-ditch  effort  to  rouse  public 
opinion  for  his  cherished  League  of 
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Woodrow  Wilson,  making  a last-ditch  effort  to  rouse  public  opinion  for  his 
cherished  League  of  Nations. 


Nations.  The  full  extent  of  his  dis- 
ability was  so  well  guarded  that  the 
details  of  what  actually  happened 
emerged  only  within  the  past  several 
years.  Suffering  a stroke  in  Septem- 
ber, 1918,  Wilson  was  partially  para- 
lyzed. Although  he  regained  a sub- 
stantial portion  of  his  memory,  he 
underwent  an  often  characteristic  per- 
sonality change.  From  the  time  of  his 
attack  until  he  left  office,  Wilson  was 
not  able  to  completely  fulfill  the  role 
his  office  demanded.  Because  his  wife, 
Edith,  and  his  physician.  Dr.  Grayson, 
refused  to  make  public  any  details 
of  the  President’s  condition,  rumors 
spread,  even  to  the  effect  that  Wilson 
had  venereal  disease.  The  President 
was  made  inaccessable  to  his  cabinet 
and  to  Congress.  Feeling  that  the 
cloistered  President  should  make  his 
situation  known,  his  Senate  insisted 
that  he  receive  a delegation  to  inquire 
about  the  state  of  his  health  in  De- 
cember, 1918.  Impeachment  was 
threatened  if  he  refused.  Two  Senators 
were  chosen  for  the  mission,  and,  on 
December  4,  they  were  ushered  into 
a very  well  staged  sickroom.  Wilson 
was  propped  up  in  a chair  and  was 
covered  with  blankets  to  his  chin  so 
his  paralyzed  left  hand  would  not  be 
seen.  A heavy  Senate  report  was 
placed  by  his  functioning  right  arm 
so  that  he  could  demonstrate  his 
strength.  After  some  verbal  gym- 
nastics, the  Republican  Albert  Fall 
(whom  the  President  detested)  said, 
“Mr.  President,  I am  praying  for  you.” 
Wilson,  chuckling,  replied  "Which 
way,  Senator?”  Senator  Fall  gasped, 
decided  that  the  President  was  not  in- 
sane, and  the  interview  was  declared 
over. 

The  turning  point  in  the  demand  for 
the  right  to  know  and  in  the  build-up 
of  an  overwhelming  interest  in  every- 
thing concerning  the  President’s  health 
came  after  Franklin  D.  Roosevelt. 
Everyone  knew  about  F.D.R.’s  bout 
with  polio.  He  publicized  his  ordeal 
to  stir  support  for  the  National  Foun- 
dation for  Infantile  Paralysis,  but  very 
few  knew  that  the  President  had 
arteriosclerosis  and  suffered  a series  of 
“little  strokes.”  The  public  was  simi- 
larly uninformed  of  the  general  de- 
terioration of  F.D.R.'s  health  in  late 
1944  and  early  1945  when  he  en- 
countered a variety  of  respiratory  in- 
flammations ranging  from  colds  to 
severe  bronchitis.  When  reports  of 
his  bad  health  leaked  out  during  the 
campaign  of  1944,  they  were  efficient- 
ly squashed  when  Roosevelt  rode 
through  the  streets  of  New  York  City, 


bare-headed,  in  an  open  car,  during 
a cold  October  rain.  Because  of  his 
success  in  concealing  his  health  prob- 
lems, his  death  on  April  12,  1945  of 
a “massive  cerebral  hemorrhage”  came 
as  a great  shock. 

Roosevelt’s  death  seemed  to  sharpen 
the  desires  of  the  press  to  keep  closer 
scrutiny  on  future  Chief  Executives. 
The  end  of  World  War  II  marked  the 
close  of  an  era  when  the  President 
could  withdraw  from  the  public  eye. 
National  interest  could  no  longer  be 
made  to  serve  as  a shield. 

The  postwar  years  saw  the  rise  of 
television  news  reporting  and  the  en- 
suing T.V. -newspaper  competition 
leading  to  a contest  over  who  could 
report  the  most  “news.”  Much  of  the 
resulting  news  could  be  equated  with 
insignificant  minutae.  The  White 
House  press  offices  were  wheedled  for 
more  and  more  information — no  mat- 
ter of  how  little  import — for  a tele- 
vision special  bulletin.  The  newspapers 
were  competitively  required  to  follow 
suit,  and  public  relations  staff  men 
were  soon  busy  keeping  the  Chief 
Executive  in  the  news,  if  only  to  re- 
port a minor  fluctuation  in  blood  pres- 
sure. 

President  Harry  S.  Truman  sup- 
plied little  medical  copy  for  the  news 


media  by  virtue  of  his  generally  good 
health.  Our  last  three  Presidents,  how- 
ever, including  Mr.  Johnson,  have  had 
major  illnesses  in  office,  or  suffered 
from  well  publicized  lingering  effects 
of  past  injuries  which  they  seem  to 
be  increasingly  willing  to  share  with 
the  world. 

The  years  have  brought  great 
changes,  and,  rightly  so.  Today  it 
would  be  impossible  for  our  intensive- 
ly watched  Chief  Executive  to  shroud 
medical  problems  in  secrecy.  Agreed, 
it  is  manifestly  important  that  Amer- 
icans know  of  any  serious  Presidential 
ailment,  but  a sense  of  propriety  must 
be  established  which  will  guide  the 
amount  of  detail  released  to  the  news 
media.  It  is  generally  sufficient  for 
the  health  bulletin  to  note  that  "The 
President  spent  a comfortable  night 
and  his  temperature  has  returned  to 
normal.”  The  public  does  not  need 
to  know  that  "His  temperature  has 
declined  from  99.2°  to  98.6°  (nor- 
mal.” 

If  present  trends  to  show  and  tell  all 
are  not  reversed,  or  at  least  modified 
in  the  immediate  future,  we  all  will  be 
forced  to  keep  our  fingers  crossed  in 
the  hopes  that  no  President  will  re- 
quire future  treatment  for  hemor- 
rhoids. 
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OFFICIALLY  ENDORSED 

DISABILITY  INSURANCE  PROGRAMS 

ACCIDENT  AND  HEALTH  PROTECTION 

Indemnities  up  to  $150.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 
pital benefits  and  surgical  protection  available  for  both 
members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 


MAJOR  HOSPITAL  EXPENSE  PROTECTION 

$7,500  Maximum  Benefits  after  $500  deductible  for  both 
members  and  dependents. 

This  protection  may  be  retained  for  life! 

HIGH  LIMIT  ACCIDENTAL  DEATH,  DISMEMBERMENT 
AND  PERMANENT  TOTAL  DISABILITY 

Maximum  limit  $150,000  member;  $75,000  wife  of 
member.  New  low  cost  of  $ .85  per  thousand  per  year. 
Full  principal  sum  paid  for  permanent  and  total  dis- 
ability from  bodily  injury. 


BERTHOLON-ROWIAND  AGENCIES 


WESTERN  PENNSYLVANIA 

1518  Frick  Building,  Pittsburgh,  Pa.  15219 

471-9552 

(area  code  412) 


EASTERN  PENNSYLVANIA 

Public  Ledger  Bldg.,  Philadelphia,  Pa.  19106 
WAInut  5-7045 
(area  code  215) 


* THE  MAN  WHO  PLANS  AHEAD  INSURES  WHILE  HE  IS  INSURABLE  * 
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The  Cheerful  Doctor 


Doctors  are  a lot  grouchier  than 
they  used  to  be.  I have  been  con- 
sidering the  matter  for  some  months 
by  observation,  introspection  and  by 
review  of  past  experience.  I am  con- 
vinced that  I see  an  increase  in  grouch- 
iness. More  doctors  are  grouchy  and 
all  doctors  are  grouchier  and  they  are 
grouchy  for  longer  periods. 

I think  this  is  because,  day  after 
day,  practically  all  doctors  see  a very 
large  number  of  patients  and  are  too 
much  pressed.  They  have  so  much 
more  help,  mechanical,  electronic  and 
human,  that  they  are  freed  from  the 
comfort  of  routine  duties  in  order  to 
undergo  the  torment  of  repeatedly 
making  serious  value  judgments.  And 
they  do  not  have  any  recovery  time 
between  patients.  They  are  called  upon 
to  make  this  continuing  series  of  im- 
portant observations  and  decisions  but 
they  no  longer  have  a long  buggy  ride 
through  the  countryside  to  contemplate 
the  problems.  In  fact,  they  do  not 
even  have  a short  ride  in  the  car  be- 
tween house  calls  anymore. 

So  nearly  all  doctors  have  become 
much  too  irritable  and  grim  and  sullen 
and  difficult.  Some  are  rationalizing 
their  ill  temper  by  saying  that  medicine 
is  a serious  business  and  demands  a 
solemn  practitioner.  The  problems  of 
the  practitioner  do  demand  that  he  be 
serious  but  not  that  he  be  solemn.  Of 
course  there  are  occasions  for  sol- 
emnity or  even  gravity  of  deportment 
but  they  are  not  frequent.  A proper 
concern  for  the  patient’s  difficulties 
does  not  mean  a constant  long  face. 
It  is  possible,  indeed  essential,  to  be 
both  cheerful  and  serious.  It  is  es- 
sential to  avoid  irritability  and  grouch- 
iness at  all  costs. 

By  the  time  a man  has  achieved 
the  status  of  the  practicing  physician, 
his  education  and  experience  should 
have  led  to  the  formulation  of  a satis- 


factory working  outlook  on  the  world. 
If  the  doctor’s  Weltanschauung  is  not 
adequate  to  maintain  a cheerful  front, 
he  probably  should  not  be  practicing. 
His  opportunities  in  life  demand  that 
he  be  a gentleman  and  this,  also, 
should  call  for  a cheerful  attitude  to- 
ward his  neighbor.  To  repeat,  the  doc- 
tor must  be  serious  most  of  the  time 
but  he  need  only  occasionally  be 
solemn. 

My  studies  have  a practical  aspect. 
Most  doctors  are  studying  and  work- 
ing hard  to  add  to  their  knowledge, 
to  learn  new  concepts  and  new  tech- 
niques in  order  to  be  more  effective 
practitioners.  I offer  a method  which 
will  produce  an  immediate  and  sig- 
nificant all-around  improvement  in  di- 
agnosis and  therapy:  be  cheerful. 

This  will  produce  a distinct  better- 
ment in  all  the  techniques  used  in 
dealing  with  patients.  The  interroga- 
tion and  examination  will  produce 
more  information  by  augmenting  your 
perception  and  the  patient's  coopera- 
tion. Winning  friends  and  influencing 
people  may  have  such  diverse  good 
effects  as  to  produce  an  earlier  visuali- 
zation of  the  duodenum  for  the 
roentgenologist  or  a quicker  and  more 
accurate  look  at  the  mucosa  for  the 
endoscopist.  Of  course  such  an  atti- 
tude will  produce  more  cooperation 
in  following  orders  and  more  patience 
in  continuing  your  regimen.  Cheer- 
fulness is  directly  therapeutic  in  a ma- 
jority of  cases  and  an  important  part 
of  palliation  in  the  rest.  It  speeds  each 
task  and  makes  each  contact  more 
pleasant  so  that  the  day  ends  with  less 
fatigue. 

Practically  all  of  these  considera- 
tion can  be  extended  to  the  doctor’s 
relations  with  his  colleagues.  In  deal- 
ing with  consultants,  associates,  part- 
ners, house  staff  and  previous  attend- 
ing physicians,  a cheerful  approach 


improves  the  yield,  enhances  under- 
standing, speeds  the  process  and  makes 
the  job  a pleasant  one.  It  gets  the 
other  doctor  involved  so  that  he  wants 
to  contribute  and  it  can  spread  from 
doctor  to  doctor  so  that  the  increase 
is  greater  than  arithmetic. 

The  same  is  true  of  the  physician’s 
relations  with  the  growing  number  of 
allied  health  professionals  and  with 
all  others  who  work  in  the  field  of 
health  care.  The  increase  of  their 
interest  and  involvement  improves  di- 
agnosis and  therapy,  makes  the  patient 
more  comfortable  and  lightens  the 
burden  of  all  concerned. 

All  this  cheerfulness  does  not  con- 
sist of  a light-minded  or  jocular  atti- 
tude but  of  a sanguine  approach  based 
on  a hopeful  outlook  and  a serious 
attempt  to  be  a help-bringer.  The 
cheerful  doctor  need  not  be  less  exact- 
ing or  less  firm  or  less  impressive  than 
the  grim  and  ponderous  bearer  of  the 
caduceus.  There  is  certainly  no  room 
in  medicine  for  the  polyanna  approach, 
for  one  must  always  look  out  for  the 
worst.  But  one  can  always  hope  for 
the  best — and  to  excellent  advantage. 
The  look  of  concern  need  not  displace 
the  smile. 

It  is  not  my  contention  that  the  prac- 
titioner force  a change  in  his  person- 
ality or  alter  his  character.  The  phy- 
sician who  is  not  naturally  outgoing 
may  be  cheerful  without  abandoning 
his  natural  reserve.  And  the  extrovert 
can  be  hopeful  without  being  hilarious. 

My  observations,  introspections  and 
discussions  do  convince  me  that  a doc- 
tor ought  to  make  a studied  effort  to 
go  about  his  daily  rounds  with  a cheer- 
ful front.  He  ought  to  make  a planned 
resolution  each  day  to  avoid  irritability 
and  grouchiness.  Smile,  and  the  world 
smiles  with  you — and  tries  to  be  co- 
operative. 
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A///vert  ® stops  vertigo 

(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients7 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./ kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg. /kg. /day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg. / day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1 Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C : Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobon 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.S  P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  Bt,  (pyridoxme  HCI,  U.S.P.)  0 5 mg. 

Niacinamide,  U.S.P.  50  mg. 

Calcium  pantothenate,  U.S.P.  5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate)  5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  0.066  mg. 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate)  1 66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate)  3.40  mg. 

Vitamin  B 1 2 (cobalamin  concentrate,  N F.,  as 
Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N F 10  mg. 

Ethinyl  Estradiol,  U.S.P.  0.006  mg 

(5)  Amino  Acids 

L-lysine  (monohydrochloride)  50  mg. 

L-Glutamic  acid  30  mg. 


Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids-all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t i d with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS  PFIZER  & CO.,  INC 
NEW  YORK.  N Y 10017 


The  battle  with  bacteria:  cystitis 


Artist's  conception  of  cystoscopic  view  of 
bladder  showing  congested  blood  vessels 
and  edema  around  ureteral  orifice. 


consider  Gantanoi  (sulfamethoxazole) 


For  vigorous  treatment  of 
G.U.  infections  before  the  in- 
vaders become  entrenched . . . 

Gantanoi  (sulfamethoxazole) 
offers  a comprehensive  spec- 
trum of  antibacterial  ef- 
fectiveness against  most 
common  gram-negative  as 
well  as  gram-positive  invad- 
ers. In  addition,  it  provides 
satisfactory  concentrations  in 
the  blood  and  urine  with  ready  diffusion  into  inter- 
stitial fluids  for  antibacterial  activity  at  foci  of  bacterial 
^invasion. 

High  antibacterial  activity  against  E.  coli  and  other  com- 
'mon  urinary  pathogens ...  A review  of  1 53  cases  of  acute 
G.U.  infections  reported  in  the  literature  shows  that 


90%  responded  to  Gantanoi  (sulfamethoxazole),  with 
over  one-half  of  these  patients  showing  excellent  relief 
of  symptoms.1-2  Even  in  stubborn  chronic  G.U.  infec- 
tions, almost  60%  of  450  patients  improved  on  Gantanoi 
(sulfamethoxazole),  including  many  who  had  not  re- 
sponded to  other  antibacterials.1'6 

Generally  uncomplicated  therapy  enhances  the  favor- 
able clinical  results... Of  the  total  686  patients  from 
the  studies  cited,1'6  only  three  discontinued  therapy  be- 
cause of  side  effects.  Most  of  the  side  effects  reported 
(approximately  3%)  were  mild  and  included  nausea 
and/or  vomiting,  skin  rash,  dizziness,  headache,  gas- 
tritis, generalized  uneasiness  and  itching.1'6 

1.  Peters,  J.  H.:  J.  Urol.,  87:747,  1962.  2.  Draper,  J.  W„  et  a/.:  South.  M.  J„ 
57:920,  1964.  3.  Stewart,  B.  L.:  J.  Urol.,  87:491,  1962.  4.  Hagstrom,  R.  S.: 
Rocky  Mountain  M.  J.,  59: (2),  37,  1962.  5.  Arnold,  J.  H.:  Clin.  Med.,  71:552, 
1964.  6.  Nelson,  C.  G.:  Colorado  GP,  3:(3),  2,  1961. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindicated  in  sulfonamide-sensitive  patients, 
bregnant  females  at  term,  premature  infants,  or  new- 
born infants  during  first  three  months  of  life. 

Warnings:  Use  only  after  critical  appraisal  in  patients 
vith  liver  damage,  renal  damage,  urinary  obstruction 
>r  blood  dyscrasias.  If  toxic  or  hypersensitivity  reac- 
!ions  or  blood  dyscrasias  occur,  discontinue  therapy.  In 
ntermittent  or  prolonged  therapy,  blood  counts  and 
ver  and  kidney  function  tests  should  be  performed. 

'recautions:  Observe  usual  sulfonamide  therapy  pre- 
autions,  including  maintenance  of  an  adequate  fluid 
itake.  Use  with  caution  in  patients  with  histories  of 
llergies  and/or  asthma.  Patients  with  impaired  renal 
unction  should  be  followed  closely  since  renal  impair- 
ment may  cause  excessive  drug  accumulation.  Occa- 
ional  failures  may  occur  due  to  resistant  microorgan- 
;ms.  Not  effective  in  virus  or  rickettsial  infections. 

dverse  Reactions:  Headache,  nausea,  vomiting,  urti- 
aria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscra- 


son  syndrome,  injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  or  crystalluria  may  oc- 
cur, in  which  case  the  dosage  should  be  decreased  or 
the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d. 
or  t.i.d.  depending  upon  severity  of  infection.  Children 
— 1 tablet/20  lbs  initially,  followed  by  V2  tablet/20  lbs 
b.i.d. 


How  Supplied:  Tablets,  0.5  Gm,  bottles  of  50. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


when  there  are  bacterial  invaders 
in  the  bladder,  prostate  or  kidneys 

Gantanoi 

(sulfamethoxazole) 


Everyone  says  she’s  a barrel  of  fun 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex®  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  EllectS:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions.-  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  cose),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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MEDICAL  SOCIETY  NEWS 


Twelve  Pennsylvania  Physicians 
Named  to  AMA  Posts 


Wesley  W.  Hall,  M.D.,  chairman  of 
the  AMA’s  Board  of  Trustees,  an- 
nounced the  following  appointments 
and  reappointments  of  Pennsylvania 
physicians  on  various  AMA  Councils 
and  Committees: 

Thomas  M.  Durant,  M.D.,  Phila- 
delphia, has  been  reappointed  the 
principal  representative  of  the  Amer- 
ican College  of  Physicians  of  the 
AMA’s  Interspecialty  Committee  for 
1967. 

The  Committee  advises  the  AMA’s 
Board  of  Trustees  on  scientific  pro- 
grams and  socioeconomic  and  legisla- 
tive matters  that  affect  the  various 
medical  specialties.  Members  and  al- 
ternates are  appointed  by  the  Board 
of  Trustees  to  represent  each  of  the 
15  medical  specialty  societies. 

David  Gelfand,  M.D.,  Philadelphia, 
has  been  reappointed  a member  of 
the  Committee  on  Rehabilitation. 

The  Committee,  currently  composed 
of  six  members  appointed  by  the 
Board  of  Trustees,  is  concerned  with 
the  coordination  of  AMA’s  interest 
in  rehabilitation  and  with  the  dissemi- 
nation of  information  to  physicians 
on  various  aspects  of  rehabilitation. 

W.  Benson  Harer,  M.D.,  Upper 
Darby,  has  been  reappointed  chair- 
man of  the  Committee  on  Nursing. 

The  Committee  has  as  its  primary 
purpose  the  maintenance  of  high  stand- 
ards of  total  patient  care.  The  Com- 
mittee believes  that  optimal  patient 
care  depends  upon  a harmonious,  col- 
laborative relationship  between  medi- 
cine and  nursing.  In  an  effort  to 
protect  and  foster  an  enduring  al- 
liance between  these  two  major  health 
professions  the  Committee  on  Nurs- 
ing has  instituted  a continuing  pro- 
gram of  liaison,  communication,  edu- 
cation and  research. 

John  M.  Howard,  M.D.,  Philadel- 
phia, has  been  appointed  a member 
of  the  Council  on  Drugs. 

The  Council,  composed  of  medical 
experts  appointed  by  the  Board  of 
Trustees,  provides  authoritative  and 
unbiased  information  on  drugs  to  the 
medical  profession  to  encourage  ra- 


tional therapy.  The  Council,  assisted 
by  staff  members  and  consultants,  eval- 
uates available  evidence  on  the  action, 
uses,  dosages,  hazards  and  other  perti- 
nent properties  of  drugs.  This  in- 
formation is  first  reported  in  The 
Journal  of  the  AMA  and  later  in  the 
annual  publication  New  Drugs. 

Through  its  Registry  on  Adverse 
Reactions,  periodic  reports  by  the 
Council  alert  the  medical  profession 
regarding  the  safety  of  drugs  and 
commonly  used  chemicals.  The  Coun- 
cil also  cooperates  with  the  United 
States  Pharmacopeial  Convention  and 
the  American  Pharmaceutical  Associa- 
tion in  adopting  nonproprietary  names 
for  drugs.  Liaison  is  maintained  with 
the  World  Health  Organization  in  the 
attempt  to  adopt  common  international 
nonproprietary  names. 

Francis  C.  Jackson,  M.D.,  Pitts- 
burgh, has  been  reappcinted  a mem- 
ber of  the  Committee  on  Disaster 
Medical  Care  of  the  Council  on  Na- 
tional Security  of  the  American  Med- 
ical Association.  Doctor  Jackson  also 


has  been  reappointed  a member  of 
the  Council  on  National  Security. 

The  Committee  on  Disaster  Medi- 
cal Care  of  the  Council  on  National 
Security  advises  and  assists  the  Coun- 
cil on  matters  involving  the  medical 
and  health  aspects  of  natural  as  well 
as  nuclear  disasters.  Through  the 
Council  the  Committee  promotes  and 
otherwise  assists  state  and  component 
medical  societies  in  the  development 
of  sound  planning  and  organization 
for  the  mobilization,  utilization  and 
coordination  of  all  medical  and  health 
resources  in  the  event  of  disaster. 

The  Council  provides  advice  and 
assistance  to  the  medical  profession 
on  matters  involving  the  medical  and 
health  aspects  of  the  national  security, 
particularly  pertaining  to  the  utiliza- 
tion, mobilization  and  coordination  of 
medical  and  health  resources.  The 
Council  maintains  liaison  relative  to 
military  medical  affairs  with  the  De- 
partment of  Defense,  the  Surgeons 
General  of  the  Armed  Forces  and  U.S. 
Public  Health  Service  in  formulating 
and  coordinating  programs,  plans,  and 
procedures  designed  to  improve  med- 
ical care  for  the  members  of  the 
armed  forces  through  the  efficient 


GENERAL  PRACTICE  PROMOTED.  Approximately  200  medical  students 
attended  Medical  Practice  Day  in  Philadelphia  recently  to  learn  more  about  the 
role  of  family  practice  in  medicine.  The  afternoon  program  was  sponsored  by 
the  State  Society  and  the  Pennsylvania  Academy  of  General  Practice.  Pro- 
gram participants  included  (left  to  right):  Norman  H.  Davis,  Director,  Medi- 
cal Programs,  Sears-Roebuck  Foundation;  Ross  E.  Bryan,  Jr.,  M.D.,  of 
Warren,  president  of  the  Pennsylvania  Academy  of  General  Practice;  Leo  C. 
Eddinger,  M.D.,  Allentown;  Jack  C.  White,  M.D.,  West  Chester,  chairman 
of  the  Advisory  Committee  on  Students,  Interns  and  Residents  of  the  State 
Society,  presiding;  J.  Everett  McClenahan,  M.D.,  of  McKeesport,  president 
of  the  State  Society;  E.  Thomas  Deutsch,  Jr.,  M.D.,  Malvern;  and  William 
D.  McCann,  M.D.,  Leola. 
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utilization  of  medical  and  allied  health 
personnel. 

Arthur  H.  Keeney,  M.I).,  Phila- 
delphia, has  been  reappointed  a mem- 
ber of  the  Committee  on  Medical 
Aspects  of  Automotive  Safety. 

The  Committee  on  Medical  As- 
pects of  Automotive  Safety  develops 
medical  information  for  the  practic- 
ing physician,  enabling  him  to  ad- 
vise and  inform  his  patients  concern- 
ing hazards  which  may  result  when 
the  driver  has  abnormal  physical  con- 
ditions, certain  diseases  or  emotional 
disturbances,  or  when  he  uses  drugs 
and  alcohol.  The  Committee  passes  on 
to  the  driving  public  information  about 
those  medical  conditions  which  may 
adversely  affect  driving  proficiency, 
and  encourages  automotive  designers 
and  engineers  to  study  and  improve 
safety  features  in  vehicle  design. 

Richard  A.  Kern,  M.D.,  Philadel- 
phia, has  been  reappointed  a member 
of  the  Council  on  National  Security. 

The  Council  provides  advice  and 
assistance  to  the  medical  profession 
on  matters  involving  the  medical  and 
health  aspects  of  the  national  security, 
particularly  pertaining  to  the  utiliza- 
tion. mobilization  and  coordination  of 
medical  and  health  resources.  The 
Council  maintains  liaison  relative  to 
military  medical  affairs  with  the  De- 
partment of  Defense,  the  Surgeons 
General  of  the  Armed  Forces  and 
U.S.  Public  Health  Service  in  for- 
mulating and  coordinating  programs, 
plans,  and  procedures  designed  to  im- 
prove medical  care  for  the  members 
of  the  armed  forces  through  the  effi- 
cient utilization  of  medical  and  allied 
health  personnel. 

Charles  J.  H.  Kraft,  M.D.,  Meshop- 
pen,  has  been  reappointed  a member 
of  the  Council  on  Rural  Health. 

The  Council  works  toward  the  bet- 
terment of  the  health  of  the  rural- 


urban  population  through  guidance 
and  assistance  in  development  of  na- 
tional programs  such  as  community 
planning  for  health  facilities  and  health 
manpower,  planning  for  emergency 
medical  care  and  first  aid  training,  for 
education  for  personal  and  commu- 
nity health  responsibility,  and  efficient 
utilization  of  rural  health  care  ser- 
vices, as  well  as  sponsorship  of  na- 
tional conferences,  health  education 
seminars,  assistance  in  research  for 
rural  health  improvement,  and  pro- 
motion of  health  careers  information 
programs  for  rural  youth. 

Charles  L.  Leedham,  M.I).,  Har- 
risburg, has  been  reappointed  a mem- 
ber of  the  Council  on  National  Secur- 
ity, and  also  reappointed  a member 
of  the  Committee  on  Nursing. 

The  Council  provides  advice  and 
assistance  to  the  medical  profession 
on  matters  involving  the  medical  and 
health  aspects  of  the  national  security, 
particularly  pertaining  to  the  utiliza- 
tion, mobilization  and  coordination  of 
medical  and  health  resources.  The 
Council  maintains  liaison  relative  to 
military  medical  affairs  with  the  De- 
partment of  Defense,  the  Surgeons 
General  of  the  Armed  Forces  and 
U.S.  Public  Health  Service  in  for- 
mulating and  coordinating  programs, 
plans,  and  procedures  designed  to  im- 
prove medical  care  for  the  members  of 
the  armed  forces  through  the  efficient 
utilization  of  medical  and  allied  health 
personnel. 

The  Committee  has  as  its  primary 
purpose  the  maintenance  of  high  stand- 
ards of  total  patient  care.  The  Com- 
mittee believes  that  optimal  patient 
care  depends  upon  a harmonious,  col- 
laborative relationship  between  medi- 
cine and  nursing.  In  an  effort  to 
protect  and  foster  an  enduring  al- 
liance between  these  two  major  health 
professions  the  Committee  on  Nursing 
has  instituted  a continuing  program  of 


liaison,  communication,  education  and 
research. 

Robert  B.  O’Connor,  M.D.,  Pitts- 
burgh, has  been  reappointed  a member 
of  the  Council  on  Voluntary  Health 
Agencies. 

The  Council  maintains  liaison  be- 
tween the  AMA  and  national  volun- 
tary health  agencies.  It  offers  services 
to  these  agencies  on  matters  concerned 
with  medical  care,  medical  research, 
health  education  and  medical  profes- 
sion relationships  and,  in  turn,  pro- 
vides physicians  and  medical  societies 
with  information  concerning  these 
agencies. 

Morris  II.  Samitz,  M.I).,  Phila- 
delphia, has  been  reappointed  a mem- 
ber of  the  Subcommittee  on  Skin  of 
the  AMA’s  Committee  on  Rating  of 
Mental  and  Physical  Impairment. 

The  Committee  on  Rating  of  Men- 
tal and  Physical  Impairment  is  de- 
veloping a series  of  practical  guides 
to  assist  physicians  in  evaluating  per- 
manent impairment.  Each  guide  is 
prepared  by  a group  of  specialists 
concerned  with  the  area  of  the  body 
being  considered. 

Max  M.  Strumia,  M.D.,  Bryn  Mawr, 
has  been  reappointed  consultant  to 
the  Committee  on  Blood. 

The  Committee  serves  to  improve 
the  standards  for  the  procurement, 
processing,  and  administration  of  hu- 
man blood  and  blood  derivatives  in 
sufficient  quantities  and  with  maximum 
safety  to  meet  the  needs  of  persons 
requiring  these  vital  constituents.  The 
Committee  assists  in  communication 
and  promotes  voluntary  coordination 
among  organizations  and  facilities  en- 
gaged in  providing  these  medical  ser- 
vices. The  Committee  also  is  inter- 
ested in  physician  education,  con- 
tinued training  of  all  blood  banking 
and  transfusion  service  personnel,  and 
related  public  information  activities. 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational.  1961.  Graduates  20,524. 

FACILITIES:  Modem  well-equipped  laboratories;  Curtis  Clinic;  Daniel  Baugh  Institute  of  Anat- 
omy; Jefferson  Hospital  and  Barton  Memorial  Division  of  the  Chest;  the  Lovelace  Foundation; 
teaching  museums  and  free  libraries;  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  the  Office  of  the 
Dean,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  A.  Sodeman,  M.D.,  Dean  and 
Vice  President  for  Medical  Affairs 
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INSOMNIA 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  IV2  grains)  in  a rapidly  disintegrat- 


ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUi-A-ZONE 


Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital. % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


WELCOME,  NEW  MEMBERS! 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ARMSTRONG  COUNTY: 

Robert  F.  Pacek,  M.D.,  1111  Carlisle  Street,  Natrona 
Heights  15065. 

BEAVER  COUNTY: 

John  Notaro,  M.D.,  377  Franklin  Avenue,  Aliquippa 
15001. 

George  R.  Haddad,  M.D.,  1125  Eighth  Avenue,  Beaver 
Falls  15010. 

BLAIR  COUNTY: 

Everett  F.  Oesterling,  Jr.,  M.D.,  Box  235,  R.D.  2, 
Holidaysburg  16648. 

William  P.  Gibbons,  M.D.,  1205  14th  Avenue,  Altoona 
16601. 

LeRoy  W.  Bowers,  M.D.,  1101  Logan  Avenue,  Tyrone 
16686. 

Ira  B.  Kron,  M.D.,  5000  Walnut  Avenue,  Altoona  16601. 

BUCKS  COUNTY: 

Moises  B.  Cruz,  Jr.,  M.D.,  393  Stoneybrook  Drive,  Levit- 
town  19053. 

Julio  E.  Vassalluzzo,  M.D.,  218  Woodbourne  Road, 
Langhorne  19047. 

BUTLER  COUNTY: 

Thomas  S.  Gregg,  M.D.,  Butler  Hospital,  Butler  16001. 

COLUMBIA  COUNTY: 

Russell  S.  Bufalino,  M.D.,  West  Erie  Street,  Linesville 
16424. 

Richard  U.  Delp,  M.D.,  31 10  Old  Berwick  Road,  Blooms- 
burg  17815. 

Lee  M.  Dippery,  M.D.,  Main  Street,  Benton  17814. 

Lewis  D.  Williams,  M.D.,  996  South  Main  Street,  Mead- 
ville  16335. 

CRAWFORD  COUNTY: 

Diogenes  A.  Saavedra,  M.D.,  664  Highland  Avenue, 
Meadville  16335. 

DELAWARE  COUNTY: 

Elizabeth  M.  Craven,  M.D.,  Elwyn  Institute,  Media 
19063. 

George  E.  McCarthy,  Jr.,  M.D.,  421  Dickinson  Avenue, 
Swarthmore  19081. 

FAYETTE  COUNTY: 

William  J.  Mitchell,  M.D.,  Medical  Arts  Bldg.,  30  Dela- 
ware Avenue,  Uniontown  15401. 
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GREENE  COUNTY: 

Gordon  R.  Jones,  M.D.,  Bonar  Avenue,  Ext.,  Waynesburg 
15370. 

LACKAWANNA  COUNTY: 

Patrick  J.  Ferraro,  M.D.,  512  Tulip  Circle,  Clarks  Sum- 
mit 18411. 

E.  Donald  Kotchick,  M.D..  1006  Sleepy  Hollow  Road, 
Clarks  Summit  1841  1. 

Robert  M.  Larkin,  M.D.,  310  Medical  Arts  Bldg., 
Scranton  18503. 

Philip  Powell,  M.D.,  517  Park  Street,  Taylor  18517. 

LANCASTER  COUNTY: 

Gerald  R.  Fahs,  M.D.,  Lancaster  General  Hospital,  Lan- 
caster 17602. 

MONTGOMERY  COUNTY: 

Robert  W.  Ballard,  M.D.,  McNeil  Laboratories,  Camp 
Hill  Road,  Fort  Washington  19034. 

David  M.  Ellis,  M.D.,  240  Merion  Road,  Merion  19066. 

Samuel  S.  Lyness,  M.D.,  958  County  Line  Road,  Bryn 
Mawr  19010. 

MONTOUR  COUNTY: 

Thomas  E.  Wynn,  Jr.,  M.D.,  Geisinger  Medical  Center, 
Danville  17821. 

Randolph  C.  Blodgett,  Jr.,  M.D.,  Geisinger  Medical 
Center,  Danville  17821. 

James  F.  Hora,  M.D.,  Geisinger  Medical  Center,  Dan- 
ville 17821. 

NORTHAMPTON  COUNTY: 

Donald  F.  Tarr,  M.D.,  R.D.  1,  Mt.  Bethel  18343. 

John  F.  Habermel,  M.D.,  1781  Center  Street,  Bethlehem 
18018. 

Roman  K.  Herman,  M.D.,  35  East  Elizabeth  Avenue, 
Bethlehem  18018. 

UNION  COUNTY: 

David  W.  Gray,  M.D.,  528  Market  Street,  Lewisburg 
17837. 

WARREN  COUNTY: 

Glenn  D.  Fraser,  M.D.,  Box  240,  Warren  16365. 

WASHINGTON  COUNTY: 

David  A.  White,  M.D.,  Centerville  Clinic,  R.D.  1,  Fred- 
ericktown  15333. 

WESTMORELAND  COUNTY: 

Joseph  M.  Young,  M.D.,  508  Schoonmaker  Avenue,  Mon- 
essen  15062. 

Klaas  Vandyk,  M.D..  18  College  Avenue,  Mt.  Pleasant 
15666. 

Omar  B.  Ayoub,  M.D.,  70  Lincoln  Way  East,  Jeannette 
15644. 

Martin  A.  Murcek,  M.D.,  Eastwood  Professional  Center, 
Greensburg  15601. 

YORK  COUNTY: 

William  K.  Grove,  M.D.,  426  Market  Street,  York  17404. 

E.  Clayton  Davis,  Jr.,  M.D.,  924  Colonial  Avenue,  Bldg. 
E.,  York,  Pa. 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

vwvWwwwwwww« 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  \k  tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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PMS  Calendar 

ANNUAL  SESSION 

1967 

September  27-30 

Sheraton  Hotel,  Philadelphia  (11 8th ) 

1968 

October  7-12 

Penn-Sheraton  Hotel,  Pittsburgh  (119th) 

1969 

October  12-18 

Sheraton  Hotel,  Philadelphia  (120th) 

1970 

October  11-17 

Penn-Sheraton,  Pittsburgh  (121st) 

1971 

October  10-16 

Bellevue-Stratford  Hotel,  Philadelphia  (122nd) 

TENTATIVE 

OFFICER'S  CONFERENCE 

1967 

April  27-28 

1968 

April  25-26 

1969 

April  24-25 

1970 

April  16-17 

1971 

April  22-23 

1972 

April  27-28 

BOARD  MEETING 

1967 

March  15-16  Headquarters  Building 

May  17-18  Headquarters  Building 

August  9-10  Headquarters  Building 

September  26-27  Sheraton  Hotel,  Philadel- 
phia (Convention) 

1968 

January  17-18  Headquarters  Building 

March  20-21  Headquarters  Building 

May  15-16  Headquarters  Building 

August  14-15  Headquarters  Building 

AMA  CLINICAL  CONVENTION 

1967 

November  26-29 
Houston,  Texas 

1968 

December  1-4 
Miami  Beach,  Florida 

1969 

November  30-December  3 
Denver,  Colorado 

1970 

November  29-December  2 
Boston,  Massachusetts 

AMA  ANNUAL  CONVENTION 

1967 

June  18-22 

Atlantic  City,  New  Jersey 

1968 

June  16-20 

San  Francisco,  California 

1969 

June  22-26 

New  York  City,  New  York 

1970 

June  21-25 
Chicago,  Illinois 

Tandearil® 

oxyphenbutazone 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


102 


PENNSYLVANIA  MEDICINE 


Geigy 


Tandearil®  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 

Sperling,  1 L : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6 117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts.  TW.Jr,  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin  Med.  73:65,  1966. 

84.6%  of  39  patients 
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Lehigh  Valley  Medical  Association 


The  History  of  the 

HARRY  S.  GOOD,  M.D. 

Allentown,  Pennsylvania 

The  history  of  the  Lehigh  Valley 
Medical  Association  is  a fasci- 
nating chronicle  of  the  significant 
development  of  the  medical  profession 
in  eastern  Pennsylvania  during  the  past 
eighty-six  years.  In  its  papers  and 
minutes  the  Association  reveals  the 
scientific  progress  of  medicine  as  well 
as  the  changing  viewpoints  of  medical 
leaders  in  Pennsylvania  during  most 
of  the  past  century. 

Surprising  as  it  may  seem  in  1967, 
the  Association  was  named  not  for  the 
river  valley  but  for  a railroad.  When 
it  was  founded  in  Bethlehem  in  1881, 
however,  this  was  a very  practical 
idea.  Physicians  of  that  day  had  their 
choice  of  three  modes  of  transporta- 
tion— walking,  horse  and  buggy  and 
the  railroad.  When  it  occurred  to 
several  leading  physicians  that  they 
might  profit  from  inter-county  meet- 
ings, even  though  some  had  their  own 
county  medical  societies,  their  first 
thoughts  were  concerned  with  where 
to  hold  the  meetings  and  how  to  get 
the  members  there. 

For  more  than  twenty-five  years  the 
meeting  notices  carried  railroad  time- 
tables, routes  and  connections.  Almost 
all  the  members  were  from  railroad 
towns  and  in  those  early  days  nearly 
every  town  had  railroad  passenger  ser- 
vice. 

The  presidents  in  the  first  ten  years 
included  men  from  Quakertown,  White 
Haven,  and  Point  Pleasant,  Pennsyl- 
vania and  Rosemont,  New  Jersey. 
While  information  is  sketchy  about  the 
early  years  of  the  Association,  it  is 
probable  that  it  was  organized  by  E. 
G.  Martin,  M.D.,  of  Allentown,  who 
became  its  first  president.  He  was  the 
son  of  Charles  H.  Martin,  M.D.,  who 
had  founded  the  Lehigh  County  Medi- 
cal Society  in  1853. 

The  first  meeting  was  held  at  the 
historic  Sun  Inn,  Bethlehem.  Dr. 
Traill  Green,  Easton,  was  the  Asso- 
ciation’s second  president.  The  annual 

■ Dr.  Good  is  in  private  practice  in 
Allentown.  He  is  a past  president  of 
the  Lehigh  County  Medical  Society 
and  a fellotc  in  the  American  College 
of  Surgeons. 

He  has  just  been  named  chairman  of 
the  American  Cancer  Society  April 
Crusade  in  eight  southeastern  coun- 
ties of  Pennsylvania. 


dinner  cost  75  cents;  by  1907  it  cost 
$1.  The  members  were  paying  $1.50 
in  1913  at  the  Buckwood  Inn,  Shaw- 
nee, plus  50  cents  for  the  horse-bus 
from  the  railroad. 

The  LVMA  constitution  defines  the 
membership  as  “.  . . physicians  in 
good  standing  residing  along  the  Le- 
high Valley,  or  in  counties  adjacent; 
as  follows:  Luzerne,  Carbon,  Schuyl- 
kill, Monroe,  Lehigh,  Berks,  Bucks 
and  Northampton  Counties,  Pennsyl- 
vania; Warren,  and  Hunterdon  Coun- 
ties, New  Jersey.”  Later,  Northumber- 
land and  Montgomery  Counties  were 
added. 

The  story  of  the  earlier  years  is 
given  by  numerous  physicians  who 
presented  addresses  to  the  Association 
on  their  own  forty  or  fifty  years  in 
medicine.  Those  addresses  which  re- 
main present  a colorful  picture  of  the 
profession  in  the  latter  part  of  the 
last  century.  In  1922  S.  C.  Herman, 
M.D.,  of  Lansdale  described  these 
days: 

“Life  was  rather  stern  and  simple; 
our  homes  were  still  lighted  by  oil 
and  candle,  gas  was  still  a curiosity, 
the  electric  light,  the  telephone,  the 
automobile,  typewriter  and  a thousand 
other  devices  which  today  contribute 
to  our  comfort,  convenience  and  hap- 
piness, had  not  yet  been  invented;  the 
physician  plied  his  traffic  making  his 
rounds  with  horse  and  buggy,  fre- 
quently astride  a horse,  with  his  bag 
of  medicine  thrown  over  the  saddle. 
The  country  doctor  still  existed  in  his 
pristine  glory,  his  office  hours  were 
the  twenty-four  hours  of  the  day  and 
night,  distance  never  frightened  him, 
and  weather  never  stopped  him.  Sick 
or  well,  when  a call  came,  he  went, 
and  if  he  was  paid  he  regarded  him- 
self lucky.” 

Another  physician  in  1942  had  even 
livelier  memories  of  the  more  or  less 
gay  '90s.  He  described  the  days  of 
bicycling: 

“The  annual  meeting  was  the  oc- 
casion for  the  intrepid  wheelmen  of 
that  period  to  converge  on  a resort 
in  the  mountains  located  near  enough 
to  a railroad  so  that  bicycles  and  men 
could  be  shipped  back  by  train  after 
the  meeting,  which  on  occasion  would 
develop  enough  of  the  spirit  of  a con- 
vivial excursion  to  necessitate  much 


more  leisurely  return  than  by  the  open 
highway.” 

The  LVMA  began  by  holding  meet- 
ings once  a year  at  a fairly  centrally 
located  place,  usually  a summer  resort. 
The  famous  Kittatinny  Hotel  at  Dela- 
ware Water  Gap  was  a favorite  spot 
in  the  early  years  and  later  the  Water 
Gap  House,  Pocono  Manor,  Buck- 
wood  Inn  and  the  Glenn  Summit 
House  near  Wilkes-Barre  became  pop- 
ular. After  about  ten  years  the  Asso- 
ciation felt  a second  yearly  session  was 
needed;  this  came  to  be  known  as  the 
“Winter  Conversational  Meeting.” 

The  winter  meetings  usually  were 
held  in  the  cities  of  Allentown,  Bethle- 
hem, Easton,  Hazleton,  Scranton  or 
Wilkes-Barre.  Elections  and  business 
were  carried  on  at  the  summer  meet- 
ings. At  both  summer  and  winter 
meetings  outstanding  papers  on  timely 
medical  and  surgical  problems  were 
read.  The  early  addresses  are  of  spe- 
cial interest  today,  as  they  show  how 
much  medical  knowledge  has  ex- 
panded in  the  past  eighty  years.  One 
physician,  reviewing  the  knowledge  of 
the  1980s  and  ’90s  at  an  Association 
meeting  forty-five  years  ago,  said: 

“Appendicitis  was  unknown  as  such. 
Pains  and  symptoms  in  the  right  iliac 
region  were  described  as  due  to  the 
inflammation  of  the  areolar  substance 
surrounding  the  caecum,  and  these  at- 
tacks were  known  as  typhlitis  or  peri- 
typhlitis and  treated  accordingly.  The 
radiologist  did  not  exist,  x-ray,  radium 
and  electroeradication  were  unknown 
to  science.  The  scourge  of  typhoid, 
yellow  fever,  typhus,  cholera  and  ma- 
laria was  still  rampant  throughout  the 
world.  Today  they  are  eliminated. 
Tuberculosis  is  at  a standstill;  syphilis 
and  leprosy  are  being  conquered  and 
the  average  human  life  is  increased  by 
two  decades,  all  within  the  last  forty 
years.” 

Even  as  early  as  1917  the  Associa- 
tion was  beginning  to  study  problems 
which  today  are  still  under  discussion. 
At  the  Palmerton  meeting  that  year 
the  main  subject  was  “The  Relation 
of  the  Physician  to  Some  of  the  Prob- 
lems of  Modern  Industry.”  In  that 
year  World  War  I brought  studies  of 
wound  sterilization  and  the  relation  of 
physicians  to  military  service.  During 
the  war  twenty-seven  members  of  the 
LVMA  were  in  the  armed  forces. 

. . . Continued  on  page  111 
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PENNSYLVANIA  MEDICINE 


A Building  Block  approach 

=1 

to  treating  hypertension 

1 ABBOTT  1 

With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


tf 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


Enduron  eliminates  sodium  around  the  clock, 
yet  is  relatively  sparing  of  potassium 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It  is 
well-sustained  in  a plateau-like  effect  — with 
little  reduction  in  intensity  during  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  in  contrast,  reaches  an  early 
minor  peak.  Then  it  subsides  rapidly.  More- 
over, doses  larger  than  5 mg.  have  little  added 
effect  on  potassium.  Thus  doubling  the  dose 
from  5 to  10  mg.  approximately  doubles  sodi- 
um excretion— yet  increases  potassium  loss 
little  or  none. 

Use  Enduron  once  a day  as  an  ideal  starting 
therapy  in  mild  hypertension.  Use  it,  too,  as  a 
basic  therapeutic  building  block  with  which 
other  agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 

Once  a day,  every  day 

ENDURON 

METHYCLOTHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

aJ 

U J 

Jii3 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

"ee  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  compares  favorably 
to  reserpine,  but  with  reduced  side  effects 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid.  It  is  comparable  to  reserpine  in  its 
antihypertensive  and  tranquilizing  activity.  Yet 
it  produces  less  tendency  toward  typical  rau- 
wolfia side  effects  such  as  drowsiness,  leth- 
argy, stuffy  nose,  depression,  etc. 

Patient  acceptance  has  been  excellent. 

Enduronyl  comes  in  two  strengths:  regular  and 
Forte.  Both  provide  5 mg.  of  Enduron.  The 
variation  is  where  most  needed:  in  the  deser- 
pidine. These  scored  tablets  give  a surprisingly 
flexible  choice  of  doses  (see  below). 

Use  Enduronyl  for  your  patients  within  the 
broad  range  of  mild  to  moderate  hypertension. 
Dosage  is  once  a day:  this  means  Enduronyl 
will  generally  cost  patients  less  than  equiva- 
lent drugs  taken  two  or  three  times  daily. 

Once  a day,  every  day 

ENDURONYL! 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 

Usual 

Intermediate  : 

DAILY 

DOSAGE 

I 

u 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 
0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide  I 
0.375  mg.  deserpidine 

DAILY 

DOSAGE 

a 

l V, 

-i f 

D i ! 

RANGE 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 

5 mg.  methyclothiazide 
0.5  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine  ! 

1 i !_ 


Maximum 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance,  with  little  or  no  effect  upon 
cardiac  output.12 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied  — including  some  unusually  difficult 
cases.  Eutonyl  lowers  diastolic  in  proportion 
to  systolic,  and  in  half  of  the  cases  studied,  re- 
ductions in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  many  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  lethargy 
or  drowsiness  while  on  treatment. 

Once  a day,  every  day 

EUTONYL 

PARGfUNE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

iFife 

y 

RANGE 

'J 

J 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N„  et  a/.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyiine,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T .,  Pargyiine  Hydrochloride,  Hypertension,  Urinary  Tryptamine.  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


l 
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e Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent 
pressures— reduced  chance  of  orthastatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

Indeed,  fully  94.5%  of  all  patients  studied  dur- 
ing clinical  trials  continued  on  therapy  unin- 
terrupted by  side  effects. 

Most  striking  was  the  drug’s  action  in  lowering 
blood  pressure  to  nearly  equal  levels  in  all 
body  positions.  Total  average  spread  between 
standing  and  recumbent  readings  (after  treat- 
ment) was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
with  reduced  likelihood  of  orthostatic  effects. 
And,  because  of  the  thiazide  component, 
Eutron  may  be  used  in  the  presence  of  con- 
gestive heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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METHYCLOTHIAZIDE 


Each  tablet  contains  Methyclothiazide  5 mg. 
with  Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild  hy- 
pertension. Also  used  with  other  drugs  for  hypertension. 
Enduronyl  is  used  in  mild  to  moderately  severe  hypertension. 
Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or  shut- 
down; in  severe  hepatic  disease  or  impending  hepatic  coma; 
in  patients  sensitive  to  thiazides.  Enduronyl  is  contraindi- 
cated in  severe  mental  depression,  active  peptic  ulcer,  and 
ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  patients 
with  a history  of  allergy  or  asthma.  Avoid  use  of  enteric- 
coated  potassium  tablets,  as  these  may  induce  serious  or 
fatal  small  bowel  lesions;  if  added  potassium  intake  is  de- 
sired, dietary  supplementation  is  recommended.  Coated 
potassium  tablets  should  be  reserved  for  cautious  use  when 
adequate  dietary  supplementation  is  impractical. 
Precautions  and  Adverse  Reactions:  Use  thiazides  with  cau- 
tion in  severe  renal  dysfunction.  Caution  is  also  necessary 
with  impaired  hepatic  function  or  progressive  liver  disease. 
During  intensive  or  prolonged  thiazide  therapy,  watch 
chloride  and  potassium  levels  (especially  the  latter  if  pa- 
tient is  on  digitalis).  In  surgical  patients,  thiazides  may  alter 
response  to  vasopressors  and  tubocurarine.  Use  thiazides 
with  caution  in  pregnancy  (bone  marrow  depression,  throm- 
bocytopenia, or  altered  carbohydrate  metabolism  are  pos- 
sible in  certain  newborn).  Occasional  thiazide  side  effects 
also  include  blood  dyscrasias;  elevations  of  BUN,  serum 
uric  acid,  or  blood  sugar;  electrolyte  imbalance,  g.i.  distur- 
bances, headache,  dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  pancreatitis,  and  gout. 

Use  Enduronyl  with  caution  in  patients  with  a history  of 
peptic  ulcer,  as  rauwolfias  may  increase  gastric  secretion. 
Discontinue  at  the  first  sign  of  mental  depression.  Rau- 
wolfias may  increase  hypotensive  effects  of  surgery  or  an- 
esthesia, and  are  best  discontinued  two  weeks  prior.  They 
also  lower  the  convulsive  threshold  in  epilepsy.  Other  pos- 
sible rauwolfia  side  effects  include  drowsiness,  nasal  stuffi- 
ness, nausea,  weight  gain,  and  diarrhea.  Less  frequent  com- 
plications of  deserpidine  therapy  are  aggravation  of  peptic 
ulcer,  epistaxis,  and  skin  eruption.  Alcohol,  barbiturates  or 
narcotics  may  potentiate  action  of  deserpidine. 


PARGYLINE  HYDROCHLORIDE 


Each  tablet  contains  Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 

Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  diastolic 
hypertension.  Not  recommended  for  use  in  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with  seda- 
tives and/or  thiazide  diuretics  alone. 

Contraindications:  Pheochromocytoma,  advanced  renal  dis- 
ease, paranoid  schizophrenia  and  hyperthyroidism.  Until 
further  experience  is  gained,  not  recommended  for  use  in 


patients  with  malignant  hypertension,  children  under  12, 
or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated:  other 
monoamine  oxidase  inhibitors;  parenteral  forms  of  reserpine 
or  guanethidine;  sympathomimetic  drugs;  foods  high  in 
tyramine  such  as  cheese;  imipramine  and  amitriptyline, 
or  similar  antidepressants;  methyldopa.  Interval  of  two 
weeks  should  separate  therapy  and  use  of  these  agents. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxidase 
inhibitor.  Warn  patients  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication  without  the 
knowledge  of  the  physician.  When  necessary  to  administer 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, anesthetics,  barbiturates,  chloral  hydrate  and 
other  hypnotics,  sedatives,  tranquilizers,  or  caffeine,  these 
can  be  used  cautiously  at  a dosage  of  V \ to  1/5  the  usual 
amount.  Adjust  dose  of  anesthetic  agents  to  response  of 
patient.  Avoid  parenteral  administration  where  possible. 
Withdraw  pargyline  two  weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypotension. 
Those  with  angina  or  other  evidence  of  coronary  disease 
should  not  increase  physical  activity.  Pargyline  may  lower 
blood  sugar.  Avoid  use  of  enteric-coated  potassium  tablets, 
as  these  may  induce  serious  or  fatal  small-bowel  lesions; 
if  added  potassium  intake  is  desired,  dietary  supplementa- 
tion is  recommended.  Coated  potassium  tablets  should  be 
reserved  for  cautious  use  when  adequate  dietary  supple- 
mentation is  impractical. 

Precautions:  Measure  blood  pressure  while  patient  is  stand- 
ing to  determine  antihypertensive  effect.  Use  with  caution 
in  hyperactive  or  hyperexcitable  persons.  Such  persons 
may  show  increased  restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  patients  with  im- 
paired renal  function  for  increasing  drug  effects  or  eleva- 
tion of  BUN  and  other  evidence  of  progressive  renal  failure; 
withdraw  drug  if  such  alterations  persist  and  progress.  Use 
with  caution  in  patients  with  liver  dysfunction  or  progres- 
sive liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields,  and 
fundi. 

During  intensive  or  prolonged  methyclothiazide  therapy, 
watch  chloride  and  potassium  levels  (especially  latter  if 
patient  is  on  digitalis).  Methyclothiazide  also  may  reduce 
arterial  response  to  pressor  amines.  Use  thiazides  with  cau- 
tion in  pregnancy  (bone  marrow  depression,  thrombocyto- 
penia, or  altered  carbohydrate  metabolism  are  possible  in 
certain  newborns).  Thiazide  drugs  may  increase  responsive- 
ness to  tubocurarine. 

Side  Effects:  Pargyline  may  be  associated  with  orthostatic 
hypotension.  Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea  and  vomit- 
ing, headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence,  delayed  ejaculation,  rash,  and  purpura 
have  been  encountered  with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitching)  and  other 
extra-pyramidal  symptoms  have  been  reported.  Drug  fever 
is  extremely  rare.  Congestive  heart  failure  has  been  re- 
ported in  a few  patients  with  reduced  cardiac  reserve. 

Thiazide  side  effects  also  include  blood  dyscrasias,  eleva- 
tion of  BUN,  serum  uric  acid,  or  blood  sugar,  electrolyte 
imbalance,  g.i.  disturbances,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  pancreatitis,  and  gout. 

Nocturia  has  been  observed  with  the  combi- 
nation. 704075 
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In  the  early  twenties,  the  current 
topic  of  discussion  by  speakers  of  the 
Association  was  the  ever  new  question 
of  the  prevention  of  disease.  “Preven- 
tion rather  than  cure  is  the  keynote 
of  modern  medicine.  Diphtheria  anti- 
toxin, which  was  first  employed  in 
1895,  is  now  recognized  as  a cure  for 
diphtheria  and  of  course  is  now  the 
general  method  of  treatment  . . . and 
has  practically  eliminated  the  dread  of 
this  disease  . . . Typhoid  fever  in 
the  World  War,  in  view  of  the  millions 
engaged,  was  a negligible  factor  . . . 
whilst  during  the  short  Spanish  Ameri- 
can War,  when  no  preventive  vac- 
cination was  employed,  86  percent  of 
the  entire  mortality  was  due  to  typhoid 
fever.” 

The  entire  January,  1911  meeting 
was  given  over  to  the  study  of  Acute 
Anterior  Poliomyelitis.  A special  com- 
mittee brought  recommendations  for 
prevention  and  control  of  epidemics 
and  the  committee  has  continued  to 
carry  on  this  work.  The  Association 
also  took  action  recommending  that 
“each  county  society  in  the  district 
covered  by  our  Association  be  re- 
quested to  study  any  possible  cases 
(of  poliomyelitis)  . . . and  to  work 
in  conjunction  with  the  committee 
from  this  Association.” 

The  problems  of  public  medicine 
were  discussed  time  and  again.  Said 
one  physician  in  1922:  “I  truly  be- 
lieve that  the  agitation  today  for  pub- 
lic health  centers,  public  diagnostic 
clinics  and  the  like,  is  largely  due 
to  the  scarcity  of  the  good,  but  per- 
haps old-fashioned  country  doctor. 
The  deficiency  in  the  number  of  phy- 
sicians in  the  hamlets  and  farm- 
lands and  rural  districts  is  probably 
largely  due  to  the  growth  of  special- 
ism and  the  ambition  of  the  doctor  to 
reside  in  communities  . . . where  it 
is  possible  to  obtain  remuneration 
commensurate  with  his  intellectual 
and  medical  attainments.”  One  elderly 
physician  in  the  early  ’40s,  reviewing 
his  long  career,  repeated  an  old  com- 
plaint: “The  trouble  is  that  today  the 
practice  of  medicine  is  made  a busi- 
ness, not  a profession.” 

It  appears  that  the  Association 
reached  its  apogee  during  the  1930s. 
At  the  July  meeting  in  1936  there  were 
forty-five  applicants  for  membership: 
in  1937  three  hundred  and  twenty-five 
members  were  recorded  with  an  addi- 
tional thirty-five  honorary  members. 
During  the  early  years  practically  all 
the  well-known  physicians  and  sur- 


geons of  eastern  Pennsylvania  be- 
longed to  the  LVMA.  They  included 
W.  L.  Estes,  M.D.,  both  Sr.  and  Jr., 
of  Bethlehem;  G.  W.  Guthrie,  M.D., 
Wilkes-Barre;  J.  M.  Wainright,  M.D., 
Scranton;  R.  L.  Schaeffer,  M.D..  Wil- 
liam A.  Hausman,  Jr.,  M.D.,  and  Wil- 
liam Herbst,  M.D.,  all  of  Allentown. 
Honorary  members  included  men  from 
all  over  the  United  States;  John  H. 
Musser,  M.D.,  New  Orleans;  Charles 
Mayo,  M.D.,  Mayo  Clinic;  George 
Crile,  M.D.,  Cleveland  Clinic;  Fred 
Abee,  M.D.,  New  York  City;  and 
Charles  Frazier,  M.D.,  Philadelphia. 

With  the  end  of  World  War  II  a 
new  period  began  that  greatly  affected 
the  LVMA.  As  the  railroads  disap- 
peared and  automobiles  and  planes 
took  over  transportation,  life  speeded 
up.  Many  more  lectures  and  clinics 
were  held  in  each  city.  The  hospitals 
and  the  state  medical  society  offered 
much  of  the  educational  program  that 
the  average  doctor  had  received  for 
half  a century  from  the  Lehigh  Valley 
Medical  Association.  As  a result,  the 
Association  broadened  its  scope  and 
changed  its  programs  to  fit  the  new 
age. 

Under  the  able  leadership  of  Martin 
Kleckner,  M.D.,  the  winter  meetings 
were  eliminated  and  the  summer  ses- 
sions became  one-day  affairs  so  the 
busy  physician  could  rush  home  late 
at  night  if  he  wished.  Instead  of  the 
technical  papers  once  featured  at  the 
programs,  the  speakers  discussed  the 
doctor’s  relation  to  a broadening  world 
—the  doctor  and  the  law,  the  doctor 
and  insurance,  the  doctor  and  public 
health. 

Essentially,  however,  the  Lehigh 
Valley  Medical  Association  of  today 
still  clings  to  the  principles  that  made 
it  of  first  importance.  E.  F.  Wolfe, 
M.D.,  of  Forty  Fort,  in  his  presidential 
address,  1942,  summed  up  the  ongoing 
vision  of  the  LVMA  thus:  “In  the 

world  of  sixty-odd  years  ago,  the  prac- 
tice of  medicine  was  a combination  of 
science  and  art,  as  it  always  has  been, 
and  as  it  is  today.  But  the  formula 
was  changing;  a greater  quantity  and 
a better  grade  of  science  was  going  into 
the  mixture.  The  science  of  medicine 
is  our  knowledge  of  disease,  includ- 
ing all  those  factors  which  produce, 
prevent,  and  destroy  it.  The  art  of 
medicine  is  our  wisdom  in  the  appli- 
cation of  that  knowledge  to  the  great- 
est benefit  of  the  individual  patient. 
The  science  of  medicine  may  be  lik- 
ened to  the  entire  armed  forces,  which 


have  been  invading  the  boundaries  of 
ignorance.  The  art  of  medicine  is  the 
generalship,  the  strategy,  the  high 
command.  Both  are  necessary  to  as- 
sure victory.  Either  one  is  helpless 
without  the  other.  The  armies  at  our 
command  are  constantly  being  rein- 
forced, and  larger,  more  complicated 
armies  need  better  generalship.  We 
need  wisdom  to  use  our  knowledge. 
Knowledge  can  be  learned,  but  wis- 
dom must  be  acquired,  as  a gradual 
but  permanent  possession — an  attri- 
bute of  all  great  physicians  since  med- 
icine began. 

“Such  wisdom  was  with  those  who 
joined  together  under  the  name  “The 
Lehigh  Valley  Medical  Association.” 
It  was  the  most  important  part  of  their 
equipment,  as  they  jogged  along  over 
bad  roads  to  the  patient’s  bedside.  We 
are  proud  of  those  men,  their  splendid 
accomplishments,  and  the  heritage  that 
they  have  left  to  us.  With  only  meagre 
educational  advantage,  with  no  scien- 
tific instruments  of  precision,  with  few 
effective  remedies  and  little  equipment, 
with  slow,  difficult,  and  irksome  meth- 
ods of  transportation,  besieged  by  so 
many  hardships,  and  enjoying  so  few 
comforts,  they  practiced  the  art  of 
medicine  so  devotedly  and  so  effec- 
tively that  we  must  contemplate  their 
achievements  with  amazement  and 
with  reverence. 

“Let  us  cherish  and  guard  that  heri- 
tage. In  our  enthusiasm  for  the  better 
science  of  medicine,  let  us  not  become 
too  neglectful  of  the  art  of  medicine. 

“The  most  accurate  description  of 
disease  we  can  neither  prevent  nor 
cure  is  of  scientific  interest  to  us,  but 
it  does  not  help  the  sick  patient,  who 
prays  for  relief,  and  has  every  right 
to  expect  at  least  some  comfort.  If 
we  fail  to  bring  that,  he  is  better  off 
without  us.  Let  us  increase  our  knowl- 
edge as  much  as  we  can,  but  let  us 
hope  for  some  wisdom,  so  well  des- 
cribed by  Cowper,  when  he  said: 

Knowledge  and  wisdom,  far  from 
being  one, 

Have  oft  times  no  connexion: 
Knowledge  dwells 

In  heads  replete  with  thoughts  of 
other  men. 

Wisdom  in  minds  attentive  of  their 
own. 

Knowledge  is  proud  that  he  has 
learned  so  much; 

Wisdom  is  humble,  that  he  knows 
no  more.” 
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Medical  History  Exhibit 


The  first  permanent  medical  history 
display  in  Pennsylvania  designed  to 
interest  the  layman  is  scheduled  for 
official  dedication  this  spring. 

Our  Commonwealth  has  a distin- 
guished medical  history.  The  relatively 
new  William  Penn  Memorial  Museum 
in  Harrisburg  provides  the  perfect  lo- 
cation, and  currently  is  visited  by  more 
than  500,000  persons  annually.  Ad- 
ditionally, Irwin  Richman,  chief  of  the 
section  on  Science,  Industry  and  Tech- 
nology of  the  Museum  is  a recognized 
expert  in  Pennsylvania  medical  history. 
He  has  his  Ph.D.  in  medical  history 
and  his  dissertation  on  Nathaniel  Chap- 


WILLIAM  PENN  MEMORIAL 
MUSEUM 
Harrisburg 


man,  Pennsylvania  founder  of  the 
American  Medical  Association. 

The  Medical  History  Exhibit  is 
prominently  located  in  a small  galley 
on  the  museum’s  second  floor.  Theme 
of  the  exhibit,  “Pennsylvania,  Amer- 
ica’s Medical  Leader:  From  Colony 

to  Space  Age”  is  effectively  carried 
through  by  the  united  composition  of 
five  major  units. 

The  first  unit  is  concerned  with  the 
State's  pioneering  of  American  medi- 
cal education  and  contains  two  audi- 
ence-activated optical  devices  which 
tell  the  unique  story  of  Woman’s  Medi- 
cal College  and  acquaint  the  viewer 


with  the  other  six  medical  schools 
within  the  state.  This  unit  also  con- 
tains a recreation  of  one  of  the  first 
classes  of  America’s  pioneer  medical 
school,  the  University  of  Pennsyl- 
vania. A classroom  diorama,  built  to 
one-quarter  of  an  inch  scale,  shows 
our  first  professor  of  medicine,  John 
Morgan,  lecturing  to  a group  of  stu- 
dents which  included  Benjamin  Rush, 
John  Archer  and  James  Tilton.  Minia- 
turization of  the  scene  is  complete 
in  every  detail,  even  to  the  pictures 
on  the  walls  and  other  parlor  furnish- 
ings. 

An  area  of  the  exhibit  room  is  de- 
voted to  dental  history,  sponsored  by 
the  Pennsylvania  Dental  Association. 
A diorama,  artifact  case,  shadow-box 
display,  rear-lighted  transparencies, 
photographs  and  message  repeater 
unit  are  some  of  the  mechanisms  which 
effectively  carry  the  themes:  Age  of 
the  Celebrity  Dentist;  Birth  of  Amer- 
ican Dental  Professionalism;  American 
Dentistry  Comes  of  Age. 

The  entire  medical  history  exhibit 
was  constructed  at  a cost  to  PMS  of 
approximately  $10,000.  Due  to  its 
flexibility  the  basic  module  should 


1 ig.  1.  A long  way  to  go!  The  concept  for  the  five  units  of  the  medical  history  exhibit  begins  to  materialize  as 
Irwin  Richman  discusses  details  with  a construction  coordinator. 
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Fig.  2.  Hain  Wolf,  (left),  of  Hain  Wolf  Associates,  Inc.,  construction  con- 
tractor for  the  exhibit,  emphasizes  over-all  effects  of  the  general  layout  with 
Irwin  Richman  and  Arthur  E.  Pollock,  M.D.,  chairman  of  the  special  advisory 
committee  on  the  project. 


Fig.  3.  Charles  J.  H.  Kraft,  M.D. 
(left)  and  LeRoy  A.  Gehris,  M.D. 
(right)  during  one  of  many  on-site 
consultations  with  Irwin  Richman. 

An  important  aspect  of  the  exhibit 
is  its  flexibility.  The  fifth  unit,  en- 
titled “The  Changing  Pageant  of 
Pennsylvania  Medicine,”  will  hold 
temporary  exhibits  which  will  be 
changed  every  two  or  three  months. 
Among  the  projected  displays  are  those 
devoted  to  the  presidents  of  the  AMA 
from  Pennsylvania,  the  Milton  S. 
Hershey  Medical  Center,  and  the  Cen- 
tennial of  the  Dauphin  County  Medi- 
cal Society.  A series  of  cases  will  con- 
tain an  array  of  medical  memorabilia 
drawn  from  the  growing  medical  his- 
tory collections  of  the  museum  and 
on  loan  from  medical  institutions 
throughout  the  state. 


have  a life  of  at  least  twelve  to  fifteen 
years.  Maintenance  cost  will  be  born 
by  the  museum. 

The  public  relations  value  of  the 
exhibit,  as  well  as  its  historical  and 
educational  value  is  providing  an  ex- 
cellent opportunity  for  the  Pennsyl- 
vania Medical  Society  to  inform  the 
500,000  people  who  visit  the  state 
museum  each  year  about  Pennsyl- 
vania’s outstanding  medical  tradition. 
A visit  to  the  museum  will  show  the 
completed  exhibit  to  be  one  of  the  best 
values  sponsored  by  the  Society. 

Unit  two  is  devoted  to  Pennsyl- 
vania Hospital,  America's  first,  and  to 
the  other  firsts  it  spawned:  America's 
first  institutional  medical  library,  and 
our  first  clinical  lectures  on  medicine 
(presented  by  Thomas  Bond,  1766). 
Two  other  panels  tell  the  story  of  the 
foundings  of  Pennsylvania  Medical 
Society  (Lancaster,  1848)  and  the 
American  Medical  Association  (Phila- 
delphia, 1 847 ) and  chronicle  the  ca- 
reers of  such  outstanding  Pennsylvania 
physicians  as  Jacob  Mendez  Da  Costa, 
David  Hayes  Agnew,  William  Osier, 
Chevalier  Jackson. 


Fig.  4.  Taking  shape.  An  approving  inspection  of  the  diorama  portion  of  the 
first  unit  is  made  by  LeRoy  A.  Gehris,  M.D.  and  Charles  J.  H.  Kraft,  M.D., 
two  members  of  the  exhibits’  advisory  committee. 
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THE  PENNSYLVANIA  ACADEMY  OF 
OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

cordially  invites  members  of  the 

PENNSYLVANIA  MEDICAL  SOCIETY 
and  all  Eye,  Ear,  Nose  and  Throat  Physicians  and  their  Wives 

to  attend  the 

ACADEMY'S  24th  ANNUAL  MEETING 

Bedford  Springs  Hotel,  Bedford,  Pa.,  May  18-20,  1967 

Guest  of  Honor:  Francis  Fleed  Adler,  M.D.,  Philadelphia 
Guest  Speaker:  Charles  L.  Wilbar,  Jr.,  M.D.,  Harrisburg 

THE  PROGRAM 

Joint  Session 

Symposium:  The  Impact  of  Research 

National  Institute  of  Health  Support  of  Biomedical  Research 
Research  Considerations  in  Ophthalmology 
Current  Research  in  Otolaryngology 
Inter-Panel  Discussion 


OPHTHALMOLOGY  OTOLARYNGOLOGY 

Scientific  Sessions 


Symposium: 

Vision  and  Transportation 

Relationship  of  Ocular  Pathology  and  Driving  Impair- 
ment 

Visual  Requirements  for  Licensure  and  Responsibility 
of  the  Ophthalmologist  to  Recognize  Significant  Visual 
Impairment 

Symposium: 

Visual  Skills  and  Standards  Essential  for  Private  and 
Commercial  Air  Transportation 

Differential  Diagnosis  of  Retinal  Detachment  from  Other 
Fundus  Lesions 

Instruction 

Cryosurgical  Extraction  of  Cataracts — Routine  or  Selective? 
A Practical  Approach  to  Reading  Problems 
Indications  for  Early  Strabismus  Surgery — Are  They  Valid? 
New  Anti-Inflammatory  Drugs  in  Ocular  Disease 
Choice  of  Procedures  in  Retinal  Detachment 
Occurrence  and  Management  of  Ophthalmic  Casualties  in 

Viet  Nam 

Eye  Medical  Motion  Pictures 

Boutiques— Odds  and  Ends  in  Ophthalmology 

SPECIAL  ACTIVITIES  FOR  THE  LADIES  - 


Early  Diagnosis  of  Acoustic  Neuroma 
Office  Evaluation  and  Management  of  Chronic  Otitis 
Media 

Tympanoplasty  and  Factors  Influencing  Results 
Clinical  Use  of  Electronystagmography 


Advanced  Techniques  in  Ophthalmic  Surgery  Using  the 
Operating  Microscope 

The  Use  of  Ultrasonography  in  Ophthalmology 

Courses 

Present  Day  Resident  Training  in  Ophthalmology 

Office  Management  of  Corneal  Lesions 

Dacryocystorhinostomy 

Transpalatal  Surgery 

A Beginning  in  Mediastinoscopy 

Silicone  Implant  Correction  of  Facial  Deformities 


ENT  Medical  Motion  Pictures 
Boutiques — -“How  I Do  It”  Clinic 

GOLF  - ENTERTAINMENT  - EXHIBITS 


For  further  information,  write  to: 

Joseph  A.  Cipcic,  Secretary 

Pennsylvania  Academy  of  Ophthalmology  & Otolaryngology 
1501  Locust  St.,  Pittsburgh,  Pa.  15219 

For  room  reservations  write  directly  to: 

Bedford  Springs  Hotel 
Bedford,  Pa. 
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a continuing  service  for  older  americans 


Three  members  of  the  Pennsylvania 
Medical  Society  have  made  appear- 
ances on  a new  television  series  for 
the  aging  in  Central  Pennsylvania.  Le- 
roy A.  Gehris,  M.D.,  of  Reading, 
talked  to  Fred  Huston,  host  of  “The 
Time  of  Our  Lives’’  about  the  dangers 
of  quackery.  Dr.  Gehris  demonstrated 
some  examples  of  mechanical  quack- 
ery that  had  been  provided  by  the 
FDA.  J.  Everett  McClenahan,  M.D., 
medical  director  of  McKeesport  Hos- 
pital and  president  of  the  Pennsylvania 
Medical  Society,  answered  questions 
on  medicare.  Social  Security  Admin- 
istration officials  have  also  appeared 


on  the  program  and  Dr.  McClenahan 
presented  the  physician’s  viewpoint  in 
an  attempt  to  clarify  some  of  the 
reasons  for  the  patient’s  most  common 
complaints.  Clarence  A.  Tinsman,  M.D. 
radio  voice  of  the  Pennsylvania  Medi- 
cal Society,  discussed  with  Mr.  Huston 
some  ways  in  which  older  persons 
can  safeguard  their  health  in  an  at- 
tempt to  keep  down  the  cost  of  their 
medical  care. 

The  series  of  programs  is  appearing 
on  WITF-TV,  Educational  Channel  33 
in  Hershey.  It  is  financed  through  a 
grant  by  the  Public  Health  Service  and 
is  the  first  program  of  its  kind  in  the 


nation.  According  to  Richard  Lutz, 
assistant  manager  for  programming  at 
the  station,  “Because  we  don’t  have 
to  depend  on  ratings,  we  can  present 
series  in  programs  for  special,  some- 
times fragmentary  audiences.  This 
means  we  can  make  a special  television 
service  available  to  the  11.4  percent 
of  southcentral  Pennsylvanians  of  re- 
tirement age.” 

Four  additional  appearances  by 
Pennsylvania  physicians  are  being 
scheduled  in  the  near  future.  Subjects 
to  be  covered  will  include  arthritis,  sex 
and  the  senior  citizen,  hypnosis,  and 
the  study  of  geriatrics. 


Left:  Dr.  McClenahan  explains  the 

physician’s  viewpoint  on  medicare  to 
Fred  Huston,  host  of  the  series. 


Center:  Dr.  Tinsman  suggests  some  Right:  Dr.  Gehris  answers  questions 
ways  for  older  persons  to  cut  their  on  the  subject  of  quackery, 
medical  bills. 


A UNIQUE  SERVICE 

FOR  A NEW  CONCEPT 

THE  CONCEPT:  Why  not  tailor  the  Medications  you  Dispense  to  encompass  the  Vagaries  of  the  ills  of 
your  patient?  Instead  of  tailoring  your  patients  to  standard  medication  that  is  often  only  partially  effective. 

THE  SERVICE:  Take  this  standard  medication,  add  or  subtract  the  essentials  or  non  essentials  or  re- 
write it  completely,  then  send  the  ensuing  formulae  to  us.  Now,  for  the  first  time  it  is  not  necessary  to 
order  50M  or  25M  of  your  Special.  We  will  encapsulate  as  little  as  10M  or  5M.  Or  you  may  want  a 
trial  run  of  1000  to  test  and  perfect  your  Private  Formula. 

Send  for  a Quotation  today! 

PHILADELPHIA  CAPSULE  CO.,  INC. 

6525  Germantown  Avenue 
PHILADELPHIA,  PA.  19119 
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Buy  Bonds 

where 
you  work. 
He  does. 


He’s  working  in  Vietnam  — 
for  freedom.  And  lie’s  sup- 
porting freedom  witli  his  dol- 
lars, too.  Every  month  he 
invests  in  U.  S.  Savings  Bonds 
. . . saving  up  for  a college  edu- 
cation or  a home,  perhaps. 
There’s  a good  way  to  show 
him  you’re  on  his  side.  Buy 
Savings  Bonds  where  you  hank 
or  join  the  Payroll  Savings 
Plan  where  you  work.  You’ll 
walk  a hit  taller. 


Buy 

U.  S.  Savings 

Bonds 


The  U.  S.  Government  does  not  pay  for 
this  advertisement.  It  is  presented  as  a 
public  sen  ice  in  cooperation  with  the 
Treasury  Department  and  The  Adver- 
tising Council. 


A LIBRARY  right  in  your  own  office! 

The  Stafe  Society  maintains  a library  service  for  its  member  physicians 

The  search  of  specific  articles  or  factual  data  relating  to  recent  developments  in 
the  field  of  medicine  is  done  by  the  Hershey  Medical  Center  Library  and  paid  for 
by  the  Pennsylvania  Medical  Society  as  a membership  service. 

YOU  HAVE  THE  OPPORTUNITY  TO  USE  THIS  SERVICE 
AS  AN  EXTENSION  OF  YOUR  OFFICE. 


TO  SPEED  YOUR  SERVICE  . . . 

• Write  direct  to  the  Hershey  Medi- 
cal Center  Library  about  your  re- 
quest. Indicate  that  you  are  a PMS 
member. 

• Indicate  if  you  want  a specific  arti- 
cle, general  information,  diagnostic 
or  therapy  of  a specific  disease. 


The  various  sources  available  to  the 
library  will  be  searched  and  you  will 
be  provided  with  photocopies  which 
you  may  keep  for  your  own  scientific 
file. 


Address  requests  to: 


The  next  time  . . . 

You  have  a medical  question,  try  your 
PMS  library  service  for  a quick,  free, 
quality  answer. 


PENNSYLVANIA  MEDICAL  SOCIETY 
Service 

Hershey  Medicol  Center  Librory 
Hershey,  Pa.  I 7033 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medicine.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medicine,  Taylor  Bypass  and 
Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  re- 
ject or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 


lie 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Otolaryngologist — Urgently  needed 
to  relieve  EENT  physician;  Monessen 
— steel  town  30  miles  south  of  Pitts- 
burgh, Pennsylvania.  Work  drawn 
from  combined  population  of  100,000 
people  in  valley.  Formerly  served  by 
eight  EENT  men;  have  all  retired 
but  myself.  Salary  $18,000.  Write: 
Charles  H.  Dow,  M.D.,  529  Schoon- 
maker  Avenue,  Monessen,  Pennsyl- 
vania 15062. 

H ouse  Physician — Surgery  and 
Emergency  Room.  Full  time.  Close 
to  Philadelphia.  Must  be  Pennsylvania 
licensed.  Reply  Department  498, 
Pennsylvania  Medicine. 

Physician  Wanted — For  Medical 
Staff  of  large  manufacturing  plant. 
Excellent  salary  and  benefits.  Contact 
R.  P.  Gates,  M.D.,  Medical  Director, 
Westinghouse  Electric  Corporation, 
700  Braddock  Avenue,  East  Pitts- 
burgh, Pa.  15112. 

Camp  Physician — Co-ed  Resident 
Camp,  Pocono  Mountains;  350  camp- 
ers, modern  infirmary;  three  registered 
nurses.  July  2nd  to  August  27th. 
Salary  or  exchange  children.  Back- 
ground confidential;  interview  manda- 
tory. Call  or  write  Camp  Colang,  488 
Madison  Avenue,  New  York,  N.Y. 
212-LOngacre  3-7640. 

Are  you  tired  of  working  long  hours 
and  of  the  frustrations  of  private  prac- 
tice? Would  you  exchange  the  large 
estate  you  are  amassing  for  an  ade- 
quate salary  and  a chance  to  live  now? 
Mayview  State  Hospital  has  openings 
for  training  in  its  Affiliate  in  Psychiatry 
Program.  Forty-hour  week,  adequate 
vacation  and  holiday  time  to  spend  as 
you  see  fit,  with  excellent  pension 
benefits.  On  completion  of  course  and 
certification,  openings  are  available  in 
most  areas  of  Pennsylvania.  For  in- 
formation Contact  Robert  St.  John, 
M.D.,  Director  of  Education,  Mayview 
State  Hospital,  Bridgeville,  Pennsyl- 
vania 15017;  Telephone;  412-343- 
2700. 

Physicians  Wanted — Male  and  Fe- 
male, Licensed  for  children’s  camps. 
July-August.  Good  salary,  free  place- 
ment. 350  member  camps.  Write 
Department  P,  Association  Private 
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Camps,  55  West  42nd  Street,  New 
York,  New  York  10036 — Phone:  212 
OX  5-2656. 

Wanted — House  Physician  for  201- 
bed  General  Hospital,  located  in  a 
pleasant  university  community,  55 
miles  from  Pittsburgh.  Rotate  services 
with  another  House  Physician.  Penn- 
sylvania license  required.  An  excellent 
introduction  to  a community  with 
practice  opportunities.  Contact:  Ad- 
ministrator, Indiana  Hospital,  Indiana, 
Pennsylvania  15701. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  General  Medicine,  Internal  Medi- 
cine (particularly  Diabetes  and  Cardi- 
ology), Pediatrics.  Contact,  A.  W. 
Mayer,  Administrator,  The  Titusville 
Hospital,  Titusville,  Pa.  Area  Code 
814-822-2291. 

General  Practitioner — To  associate 
with  well-established  practitioner  in 
South  Central  Pennsylvania.  Early 
partnership.  Hospital  appointments 
available.  J.  W.  Allwein,  M.D.,  51 
Parsonage  Street,  Newville,  Pa.  Phone: 
717-776-3215. 

Wanted:  House  Physician — Penn- 

sylvania license  for  100  bed  general 
hospital,  suburban  Philadelphia.  Im- 
mediate opening.  Salary  open.  Con- 
tact: Administrator,  Haverford  Hos- 
pital, Havertown,  Pa. 

Physician — With  Pennsylvania  li- 
cense for  daytime  coverage  of  accident 
ward  beginning  July  1.  Salary  open. 
Contact:  Administrator,  St.  Agnes 
Hospital,  Philadelphia,  Pa.  HO  5-2500. 

Psychiatric  Residency  Training — 2- 

year  approved — Third  year  in  Univer- 
sity connected  Psychiatric  Institute. 
$8,580  to  $12,675;  maintenance  ar- 
rangements possible.  ECFMG  and/ 
or  License  acceptable  in  Pennsylvania 
required.  R.  L.  Gatski,  M.D.,  Super- 
intendent, State  Hospital,  Danville,  Pa. 
17821. 

General  Practitioners  Needed — Im- 
mediate need  for  three  practitioners 
in  this  area.  Apply  to  Administrator, 
Grove  City  Hospital,  Grove  City, 
Pennsylvania,  Attention:  Mr.  Cardon 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 


Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

Physician  with  Pennsylvania  license; 

five  years  OB-GYN  training  in  ap- 
proved hospitals.  Board  eligible.  De- 
sires association  with  Obstetrician- 
Gynecologist  in  the  Pennsylvania  area. 
Write  Department  499,  Pennsyl- 
vania Medicine. 

Staff  Physician  in  General  Medicine 
Wanted — active  200-bed  GM&S  hos- 
pital. Liberal  vacation,  health  bene- 
fits and  retirement  plan.  Salary  de- 
pendent on  qualifications.  U.S.  citizen- 
ship preferred,  and  license  any  state 
required.  Write  to  Hospital  Direc- 
tor, Veterans  Administration  Hospital, 
Altoona,  Pennsylvania  16603. 


PRACTICES  AVAILABLE 


Modernized  home  with  attached  of- 
fice; serving  York  area;  Open-staff 
hospital;  terms  negotiable;  Purchaser, 
at  no  extra  cost,  will  take  over  active, 
established,  General  Practice,  with  ex- 
cellent earnings;  will  introduce.  Going 
to  graduate  school,  July,  1967.  Write 
Department  496,  Pennsylvania  Med- 
icine. 

Active  General  Practice  Available 

in  Central  Pennsylvania.  Can  intro- 
duce. Well-equipped  office  and  fur- 
nished apartment.  Retiring  after  56 
years.  Possession  immediate,  if  desired. 
Two  modern  hospitals.  $20,000,  just 
a few  thousand  above  value  of  prop- 
erty, office  equipment  and  furnishings. 
Write  Department  495,  Pennsylvania 
Medicine. 


POSITIONS  WANTED 


Locum  Tenens  Wanted — Pathologist 
completing  four-year  approved  AP-CP 
residency  June,  1967,  interested  in 
locum  tenens  for  July,  1967;  Pennsyl- 
vania and  Maryland  licenses  in  effect. 
References  upon  request.  Write  De- 
partment 500,  Pennsylvania  Medi- 
cine. 
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In  My  Opinion  . . . 


Take  A Deep  Breath 

My  mother  raised  her  eight  children  without  knowing  a thing  about 
vitamins  or  psychology,  but  she  had  two  health  rules  she  emphasized 
on  every  possible  occasion.  One  was,  “Turn  your  face  up  to  the  sun!” 
The  second  was,  “Take  a deep  breath  and  fill  your  lungs  with  good,  fresh  air!” 

From  prehistoric  times  man  has  known  intuitively  that  the  sun’s  rays 
were  health-giving.  It  is  strange  that  it  has  taken  so  long  for  him  to  realize 
the  importance  of  the  air  he  breathes.  Clear  water  has  been  a lodestone 
around  which  spas  have  grown  up  but  clean  air  was  taken  for  granted  until 
its  recent  disappearance.  We  have  known  that  we  can  live  without  food  for 
weeks  and  without  water  for  days  but  we  can  only  live  without  air  for  minutes. 
It  took  skyrocketing  death  rates  from  bronchitis,  emphysema,  and  lung  cancer 
to  awaken  us  to  the  crisis  we  face  in  the  quality  of  the  air  we  breathe. 

Our  atmosphere  is  finite;  the  winds  of  the  world  blow  concentrated  pol- 
lutants away  from  their  sources,  but  there  is  a saturation  point  beyond  which 
this  dilution  effect  cannot  operate. 

The  geometric  increase  in  pollutants  is  caused  by  the  burgeoning  population 
which  is  accompanied  by  parallel  increases  in  automotive  vehicles,  use  of  fuels, 
and  in  the  number  of  industrial  plants  which  vent  their  wastes  into  our  air. 
In  addition,  new  processes  create  new  hazards  which  are  not  always  recognized 
promptly. 

As  cities  have  become  more  crowded,  yearning  for  lebensraum  has  exerted 
a centrifugal  pull  away  from  the  metropolis.  But  a city  is  the  heart  of  civilized 
life  so  there  is  a centripetal  commuting  for  work,  education,  and  cultural 
activities.  This  results  in  increased  travel  with  increased  fuel  consumption.  In 
the  flight  toward  clean  air  and  the  rural  atmosphere,  our  air  becomes  more 
polluted!  We  have  tremendous  increases  in  cancer-producing  pollutants  from 
automobile  exhaust  and  in  harmful  oxides  of  carbon,  sulfur,  and  nitrogen. 

Our  information  on  the  health  effects  of  air  pollutants  is  based  on  acute 
episodes,  research,  and  on  evidence  of  increased  rates  of  bronchitis,  emphysema, 
and  lung  cancer  in  urban  compared  with  rural  areas,  as  well  as  on  increases 
in  asthmatic  attacks  and  in  deaths  from  heart  and  lung  disease  during  periods 
of  increased  air  pollution. 

We  have  been  spewing  our  atmosphere  garbage  into  the  air  we  breathe 
as  our  colonial  ancestors  contaminated  their  water  supply  with  sewage.  In  an 
age  of  radar  and  laser,  this  is  incredible!  Let  us  make  it  intolerable!  We  women 
have  always  been  the  watchers  over  the  health  of  our  young  and  of  our 
mates.  We  are  crusaders  by  our  intuitive  natures  and  emotional  approaches 
to  concern  for  others. 

Let  us  take  up  this  fight  for  clean  air,  support  Mayor  Tate  and  his  Com- 
missioner of  Health,  Dr.  Ingraham,  in  every  effort  they  make  against  air 
pollution — and  prod  them  into  making  even  greater  efforts. 

Public  Health  has  added  years  to  life.  It  must  insure  that  those  years  are 
not  lived  in  illness,  that  the  air  our  oldsters  breathe  will  not  choke  them,  make 
them  cough  or  wheeze  or  gasp  for  breath  because  of  emphysema.  Let  us  not 
forget,  in  our  zeal  for  a public  approach  to  polluted  air,  that  personal  air 
pollution — smoking — is  the  responsibility  of  each  individual  for  his  own  health 
and  for  the  health  of  others  who  look  toward  him  as  an  example.  This  is 
especially  important  for  doctors,  teachers,  ministers  and  parents. 

These  things  we  must  do  that  our  granddaughters  may  say  to  their  children 
with  assurance — -"Take  a deep  breath  and  fill  your  lungs  with  good,  fresh  air.” 

Katharine  Boucot  Sturgis,  M.D.,  Philadelphia,  Pennsylvania 
Excerpted  from  a speech  presented  to  the  Women’s  Auxiliary  of  the  Albert 
Einstein  Medical  Center,  January  24,  1967. 
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Tradition  seems  to  rule  that  a man 
should  not  feel  compelled  to  go  direct- 
ly home  after  work  when  his  wife  is 
out  of  town.  I’m  not  one  to  live  at 
odds  with  the  more  pleasurable  aspects 
of  tradition.  As  a result,  a short  time 
ago  I found  myself  one  evening  turn- 
ing right  where  I usually  turn  left. 

I soon  began  my  bachelor’s  evening 
by  looking  for  pearls  in  a platter  of 
steamed  clams. 

I hadn't  seen  Gene  since  high  school 
days — back  around  1950.  He  provided 
the  pearl. 

During  our  conversation  he  related 
a personal  incident  which  since  has 
caused  him  literally  to  sing  psalms  to  : 
the  medical  profession. 

One  of  Gene’s  pre-school  daughters  ] 
developed  'ulcers’  in  her  mouth  which 
spread  and  in  a few  days  covered  her  j 
throat.  Her  discomfort  increased;  she  j 
soon  could  not  swallow  and  began  to  1 
get  feverish. 

Gene  called  the  family  physician, 
apologetically  explained  the  situation 
and  expressed  his  concern.  It  was  j 
10:30  Christmas  Eve. 

After  a light  rebuff  for  his  apologetic 
manner  the  doctor  insisted  on  seeing  . 
the  girl  at  home.  He  arrived  twenty 
minutes  later,  examined  her  and  ac-  I 
cording  to  Gene  “gave  her  an  injection 
and  some  medicine  for  her  mouth  and 
throat.”  He  remained  with  the  girl 
for  a time  in  case  she  reacted  to  the 
medication.  At  12:30  she  was  sleeping 
comfortably  and  the  physician  left. 

This  isn’t  a spectacular  story.  Cer- 
tainly not  one  you  would  expect  to  see  ; 
in  the  news  media.  But  it  does  dem- 
onstrate the  force  such  a minor  event 
can  exert  on  an  individual.  Because  [ 
of  the  willingness  of  one  physician  to 
come  to  the  aid  of  a man  with  a 
medical  problem,  he  now  believes  more 
strongly  in  the  help  he  and  his  family 
can  depend  upon  when  needed.  He 
has  related  his  story  to  many  of  his 
friends  who,  I am  certain,  rest  easier 
knowing  they  can  depend  on  Medicine 
to  guide  their  families  to  better  health. 

Gene’s  final  comment  on  the  subject 
was  something  like  this:  “I  really 

can’t  understand  how  a doctor  lives. 
He  doesn't  have  any  life  of  his  own. 
I'll  always  be  glad  doctors  like  mine 
are  ready  to  help  when  someone  is 
sick.  His  willingness  to  come  to  my 
home  on  Christmas  Eve  is  one  of  the 
most  valuable  things  I own.” 

F.  G.  M. 


CANCER  FORUM  PAGE 


WAIN  WRIGHT  TUMOR  CLINIC  ASSOCIATION 

OF  PENNSYLVANIA 

invites  all  physicians  to  attend  its 

ANNUAL  MEETING 


Wednesday,  May  10,  1967,  Holiday  Inn,  South,  Erie,  Pennsylvania 
Richard  B.  Eisenberg,  M.D.,  President,  Presiding 


8:30  a.m.  Registration 

9:00  a.m.  Welcome  and  Remarks 

Hugh  L.  Allen,  M.D..  President,  Erie 
County  Medical  Society,  Ralph  D. 
Bacon,  M.D.,  Chairman,  Profes- 
sional Education  Committee,  Erie 
County  Unit.  American  Cancer 
Society 

9:30  a.m.  Case  Presentations 

M.  P.  Scibetta,  M.D..  Moderator, 
Chairman,  Division  of  Radiation 
Therapy,  St.  Vincent's  Hospital; 
Attending  Radiologist.  St.  Vincent’s 
and  Hamot  Hospitals.  Erie,  Penn- 
sylvania 
Participants 

E.  Klein,  M.D.,  S.  H.  Nadler,  M.D.. 
J.  A.  Cortner,  M.D.,  R.  C.  Horn. 
M.D.,  N.  H.  Moss,  M.D.,  W.  T. 
Murphy,  M.D. 

1 1 :00  a.m.  Coffee  Break 

11:15  a.m.  Edmund  Klein,  M.D.,  Chief,  De- 
partment of  Dermatology.  Roswell 
Park  Memorial  Institute,  Buffalo. 
New  York 

“Chemotherapy  of  Skin  Tumors" 

12:00  noon  N.  Henry  Moss,  M.D..  Assistant  Pro- 
fessor of  Surgery  and  Attending 
Surgeon,  Temple  University  Hos- 
pital and  Medical  School;  Attend- 
ing Surgeon  and  Director  of  Medi- 
cal Education,  Northern  Division. 
Albert  Einstein  Medical  Center. 
Philadelphia,  Pennsylvania;  Presi- 
dent, New  York  Academy  of  Sci- 
ences. 


“Report.  Liaison  Fellows  Visita- 
tion Program  of  the  Wainright 
Tumor  Clinic  Association  and 
The  American  College  of  Sur- 
geons” 

12:30  p.m.  Lunch 

I :30  p.m.  Robert  C.  Horn,  Jr.,  M.D.,  Chairman. 

Department  of  Pathology,  Henry 
Ford  Hospital,  Detroit,  Michigan 
“Hormonal  Effects  of  Non-en- 
docrine  Tumors” 

2:15  p.m.  Walter  T.  Murphy,  M.D.,  Chief,  De- 
partment of  Radiation  Therapy.  The 
Buffalo  General  Hospital,  Buffalo, 
New  York 

"Radiation  Therapy  in  the  Man- 
agement of  Gynecologic  Malig- 
nancies” 

3:00  p.m.  Coffee  Break 

3:45  p.m.  Jean  Cortner,  M.D.,  Chief,  Depart- 
ment of  Pediatrics,  Roswell  Park 
Memorial  Institute,  Buffalo,  New 
York 

“Chemotherapy  of  Childhood  Tu- 
mors” 

4:00  p.m.  Sigmond  H.  Nadler,  M.D.,  Associate 
Chief,  Department  of  Gastrointes- 
tinal Surgery,  Roswell  Park  Me- 
morial Institute,  Buffalo,  New  York 
“Immunity  and  Cancer” 

4:45  p.m.  Business  meeting  followed  by  adjourn- 
ment 


No  Registration  Fee 


For  information  and  reservations,  contact  Hugh  B.  Gilmore,  Jr.,  M.D.,  Box  90,  Harrisburg,  Pa.  17120 

PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

AMERICAN  CANCER  SOCIETY 


PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
\lf  control  Section,  Pennsylvania  Department  of  Health. 


rememberth 
extra  tablet  at  bedtim 


(diazepam 

Roche* 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to.smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  In! 

Nutley,  N.J.  07110 


IN  THIS  ISSUE: 


THE  IRRITABLE  COLON 


Relations  between  psychodynamics  and  visceral  response  are 
discussed  and  future  approaches  suggested. 


THE  ' DIFFICULT''  PATIE 


A review  of  several  factors  which  cause  unfavorable  interaction 
between  physician  and  patient  and  produce  the  difficult  situation. 
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some  allergens  are  green 


whatever  their  color, 
shape,  or  size... 

Benadryl® 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic.  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  00667 


PARKE-DAVIS 


HIGHLIGHTS 


MAY,  1967 


SECOND 

PACKAGED 

DISASTER 

HOSPITAL 

DESIGNATED 


■ The  Memorial  Hospital  of 
Chester  County,  in  West 
Chester,  became  the  second 
hospital  in  the  United  States 
and  the  first  hospital  in  the 
Delaware  Valley  to  con- 
tract for  the  new  federal 
Packaged  Disaster  Hospital 
Plan  which  is  designed  for 
use  in  the  event  of  a major 
disaster.  Participating  in  the 
contract  signing  were 
(photo,  from  left)  Charles  T. 

Johnson,  Central  Pennsyl- 
vania representative  of  the 
U.  S.  Public  Health  Service; 

Gerald  F.  Hunt,  program 
director  for  Region  II,  U.  S. 

Public  Health  Service;  and 
Jack  C.  White,  M.D.,  chair- 
man of  the  Pennsylvania 
Medical  Society's  Commis- 
sion on  Disaster  Medical  Care  and  chief  of  Memorial  Hospital  Surgery  Department. 

Memorial's  designation  as  a Packaged  Disaster  Hospital  affiliate  will  provide  a 
$40,000  unit  of  suffcient  medical  supplies,  cots,  bedding  and  pharmaceuticals  to 
expand  its  present  facilities  in  time  of  an  emergency  by  two  hundred  beds. 
Memorial  Hospital  will  provide  a director  and  supplementary  medical  personnel 
for  the  emergency  unit. 

Approximately  seventy  hospitals  in  the  Commonwealth  of  Pennsylvania  will  be 
asked  for  the  same  type  of  program  before  July  1,  1967.  This  new  federal  pro- 
gram provides  modernized  equipment  for  the  one  hundred  seventy-three  Packaged 
Disaster  Hospitals  stored  in  Pennsylvania  and  requires  the  rotation  of  medical 
supplies  and  staffng  by  medical  personnel. 


DONALDSON 

AWARDS 

ANNOUNCED 


■ Robert  J.  Kozak,  assistant  city  editor  of  the  Lancaster  New  Era,  won  the  Walter  F. 
Donaldson  Award  for  outstanding  newspaper  reporting  in  the  field  of  Medicine 
and  Health  in  1966.  Kozak's  entry  ''Saving  Lives:  A Daily  'Miracle'  in  Hospitals" 
focused  on  medical  progress  through  an  eyewitness  report  on  cancer  surgery  at 
Lancaster  General  Hospital. 

WCAU-TV,  Philadelphia,  was  awarded  the  top  television  honor  for  "Blood  is  the 
Lifeline,"  a program  on  leukemia  treatment  and  research. 


Radio's  award  was  presented  to  WSAN,  Allentown  for  presentation  of  the  program 
"LSD." 


Choice  of  winners  for  the  Donaldson  Awards,  presented  annually  by  the  Penn- 
sylvania Medical  Society,  is  determined  by  special  selection  committees  composed 
of  noted  authorities  in  the  areas  of  newspaper,  radio  and  television. 

Newspaper  awards  will  be  presented  at  the  Pennsylvania  Press  Conference  in 
mid-May,  scheduled  to  be  held  at  the  Nittany  Lion  Inn,  University  Park.  Radio 
and  television  awards  will  be  given  at  the  Pennsylvania  Association  of  Broad- 
casters Convention,  also  in  May,  at  Buckhill  Falls. 


PENNSYCARE' 
PRESENTED  TO 
GOVERNOR 


g The  Department  of  Public  Welfare  in  early  April  submitted  to  the  Governor  its 
suggested  implementation  and  expansion  of  Title  XIX,  (Pennsycare)  for  Pennsyl- 
vania, which  must  include  physicians'  services  to  the  medically  needy  by  July  1 
of  this  year.  The  proposal  contemplates  no  change  in  the  existing  eligibility  limits, 
but  does  suggest  changes  in  the  reimbursement  factor  for  hospitals  and  payments 
for  home  health  care.  It  defines  "other  medical  assistance"  for  which  payments 
can  be  made  as  follows:  "Payments  on  behalf  of  eligible  persons  shall  be  made 
for  aids  and  services  ordered  by  the  physician  as  follows:  (a)  the  reasonable 
costs  as  determined  by  the  Auditor  General  of  outpatient  services  consisting  of 
preventive,  diagnostic,  therapeutic,  rehabilitative  or  palliative  items  or  services 
furnished  by  or  under  the  direction  of  a physician  or  dentist,  by  a hospital  or 
outpatient  clinic  which  qualifies  to  participate  under  Title  XIX  of  the  federal  Social 
Security  Act  to  a patient  to  whom  such  hospital  or  outpatient  clinic  does  not 
furnish  room,  board  and  professional  services  on  a continuous  24-hour-a-day  basis; 
(b)  based  on  reasonable  charges  for  (1)  other  laboratory  and  x-ray  services 
furnished  by  a facility  other  than  a hospital  which  is  qualified  to  participate  under 
Title  XIX;  (2)  physicians'  services  consisting  of  professional  care  by  a physician 
in  his  office,  the  patient's  home,  the  hospital,  a nursing  home  or  elsewhere; 
(3)  remedial  eye  care  as  provided  in  the  Administrative  Code  of  1929,  consisting 
of  medical  or  surgical  care  and  aids  and  services  which  are  not  otherwise 
available  under  this  Article;  (4)  special  medical  services  for  school  children,  as 
provided  in  the  Public  School  Code  of  1949. 

A section  of  the  proposal  entitled  "Limitation  on  Fees"  states  as  follows:  "As  a 
condition  of  participation  in  the  medical  assistance  program,  vendors  of  services 
shall  agree  to  accept  the  fee  schedules  authorized  by  this  Article,  and  not  to  seek 
nor  accept  additional  payment."  At  the  present  time,  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  is  considering  alternative  proposals  in  Pennsylvania. 
Actions  will  be  reported  in  Pennsylvania  Medicine  as  soon  as  available. 


- NEXT  MONTH 

APPENDICITIS 

An  analysis  of  2,1 17  cases  treated  surgically  during  a twenty  year  period. 


GASTRIC  ACIDITY  AND  ITS  CONTROL 

A review  of  methods  of  determining  etiologic  factors  and  controlling  symptoms. 


ADDICTION 

A layman's  search  for  facts  concerning  drug  addiction  reveals  several  possible 
'misconceptions.' 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


In  controlling  abnormal  uter- 


ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 


dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


easurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


1 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


BALTIMORE,  MARYLAND  21201 


/ 


( LTR22 ) 


/ 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.c 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 


NegGrarr 

Brand  of 

nalidixic  acic 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  is  indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  - 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


1/if/nthrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 
Proteus.  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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THE  IRRITABLE  COLON 


Harris  R.  Clearfield,  M.D. 


The  relationship  between  the  psychodynamics  and  visceral  responses  associated  with 
this  common  syndrome  is  discussed.  Page  61. 


SICKLE  CELL  DISEASE  AND  PREGNANCY 


Russell  K.  Laros,  M.D. 


An  analysis  of  the  fetal  and  maternal  outcome  of  a series  of  patients  found  to  have 
this  hemoglobinopathy.  Page  73. 
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Splenectomy  is  advised  in  chronic  ITP  patients  prior  to  elective  surgery  to  prevent 
severe  and  prolonged  bleeding.  Page  78. 
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THE  "DIFFICULT”  PATIENT 


O.  Eugene  Baum,  M.D. 


The  difficult  situation  is  the  end  result  of  the  physician-patient  interaction  if  the  pa- 
tient’s hidden  needs  and  anxieties  are  not  recognized.  Page  82. 
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NIJMA  dura-tabs® 

■ ^ ■ W ■ for  prolonged  aid  to  ventilation 

Each  Numa  Dura-Tab  provides: 

theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 

( Warning:  butabarbital  may  be  habit-forming.) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 


OPENS 

ASTHMATIC 

AIRWAYS 


AND 

KEEPS  THEM 
OPEN 


(QUINIDINE  GLUCONATE  5 GR.) 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  Vz  lb.  jars. 


Ointment  0.1%  and  Cream  0.1'T,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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PMS  Supports 

Bond  Issue;  Limited  Constitutional  Convention 


As  presented  in  the  March  1967 
issue  of  Pennsylvania  Medicine 
(page  96)  the  PMS  Board  of  Trus- 
tees and  Councilors  on  January  25, 
26,  1967  acted  to  support  the  seven 
article-by-article  amendments  to  the 
Pennsylvania  Constitution. 

During  a meeting  with  Governor 
Shafer  on  March  13,  (front  cover 
photo)  Dr.  McClenahan  reaffirmed 
the  PMS  position  of  complete  support 
to  the  Governor’s  desire  to  amend 
the  Constitution  by  means  of  a Con- 
stitutional Convention  as  well  as  sup- 
port of  the  various  individual  amend- 
ments to  the  Constitution  which  will 
be  placed  on  the  May  16  Primary  bal- 
lot (see  Pennsylvania  Medicine, 
March,  1967,  pp.  96,  97,  for  extracts 
of  the  major  provisions  of  the  seven 
proposed  amendments). 

At  the  meeting,  the  Governor  noted 
he  is  anxious  for  physician  support  of 
his  proposal  to  create  a $500  million 
bond  issue  to  represent  a land,  water 
and  air  rehabilitation  program.  In 
calling  for  the  program  to  improve  the 
state’s  environment  over  the  next  ten 
years,  the  Governor  set  six  priorities 
for  the  Legislature  in  which  action  is 
needed  now,  as  follows:  The  elimi- 
nation of  mine  drainage  wastes  from 
Pennsylvania’s  streams  by  1977 — Pro- 
viding adequate  sewage  treatment  of 
all  municipal  and  industrial  wastes — 
Alleviation  of  acute  and  chronic  air 
pollution — Fostering  and  strengthen- 
ing the  program  to  protect  forest  lands 
— Acceleration  of  the  open  space  pro- 
gram— Encouragement  for  researchers 
and  manufacturers  of  pollution  control 
devices  to  bring  their  new  budding  in- 
dustry to  our  state  with  the  thousands 
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of  jobs  and  millions  of  dollars  it  will 
bring  with  it.  In  addition,  the  Gov- 
ernor in  recognizing  that  pollution 
control  programs  do  not  respect  state 
boundaries,  said  it  is  essential  to  the 
solution  of  the  problem  that  inter- 
state compacts  be  formed.  He  sug- 
gested three  new  compacts — the  Mid- 
Atlantic  Air  Pollution  Compact,  which 
has  passed  the  New  York  General 
Assembly;  the  Susquehanna  River  Ba- 
sin Compact,  again  already  approved 
in  New  York  and  in  Maryland,  and 
the  Wheeling  Creek  Water  Shed  Com- 
pact which  has  passed  the  West  Vir- 
ginia Legislature. 

At  the  March  15,  1967  Board 

Meeting,  the  PMS  Trustees  and  Coun- 
cilors formally  endorsed  the  Gover- 
nor's proposed  bond  issue  and  di- 
rected that  the  Governor  be  advised 
by  letter  of  PMS  endorsement  for 
the  bond  issue  and  also  of  the  plan 
for  a limited  Constitutional  Conven- 
tion. On  April  5 the  following  letter 
was  sent  to  Governor  Shafer: 

The  Honorable 

Raymond  P.  Shafer 
Governor  of  Pennsylvania 
Harrisburg 

My  dear  Governor: 

First,  I would  like  to  take  this  op- 
portunity to  express  to  you  our  sin- 
cere appreciation  for  the  courtesies  ex- 
tended to  us  in  our  meeting  with  you 
on  March  13. 

At  the  time  of  our  meeting,  we 
indicated  we  would  bring  to  the  at- 
tention of  the  Board  of  Trustees  of 
the  Pennsylvania  Medical  Society  the 
matter  of  giving  official  endorsement 
to  the  limited  constitutional  conven- 


tion and  the  $500  million  bond  issue 
which  will  appear  on  the  May  Pri- 
mary ballots.  I am  pleased  to  inform 
you  that  the  Board  of  Trustees  voted 
unanimously  to  support  both  of  these 
programs  and  we  pledge  our  utmost 
efforts  in  pursuing  successful  endorse- 
ment by  the  electorate. 

Please  do  not  hesitate  to  call  at 
any  time  the  Pennsylvania  Medical  So- 
ciety can  be  of  assistance  to  you. 
Sincerely  yours, 

J.  Everett  McClenahan,  M.D. 
President 


Legislation  of  Interest 

After  the  joint  session  of  the  Leg- 
islature, the  Senators  and  Representa- 
tives returned  to  their  duties  of  in- 
troducing legislation.  The  Senate  re- 
ceived bills  to  implement  the  Gover- 
nor's “Project  Environment”  as  well 
as  several  others  of  interest  to  Medi- 
cine. S-452  would  provide  certifica- 
tion of  dealers  selling  hearing  aids — 
Four  measures  introduced  by  Senator 
Sesler,  S-488,  489,  490  and  491, 
would  amend  the  “Medical  Practice 
Act”  and  redefine  “intern”  as  a “per- 
son who  has  successfully  completed 
the  prescribed  preparatory  educational 
requirements  and  who  is  serving  in  an 
approved  hospital  preparatory  to  be- 
ing licensed.”  Another  measure  would 
“clarify”  citizenship  requirements 
prior  to  examination:  another  would 
permit  hospitals  to  accept  “clinical 
clerks”  for  training.  The  last  measure 
in  the  package  would  permit  comple- 
tion in  a foreign  country  of  “prepara- 
tory and/or  medical  education”  as 
suitable  prerequisites  for  examination. 

One  measure  was  noted  in  the 
House — H-714.  This  measure  would 
provide  registration  of  mentally  re- 
tarded persons  with  the  Department 
of  Welfare  and  impose  duties  on  in- 
stitutions, physicians  and  school  of- 
ficials. 


Raymond  P.  Shafer,  governor  of  Pennsylvania,  meets  with  (from  left)  Paul  S.  Friedman, 
M.D.,  chairman  of  the  PMS  Council  on  Governmental  Relations;  Thomas  W.  Georges, 
M.D.,  Pennsylvania  Secretary  of  Health;  J.  Everett  McClenahan.  M.D.,  president  of  the 
State  Society  and  John  H.  Harris,  M.D.,  PMS  president-elect. 

See  pages  7 and  13  for  results  of  this  meeting. 
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Vote  YES  May  16 

Pennsylvania’s  May  Primary  ballot  contains  questions  crucial  to  Medicine 


All-out  physician  support  for  “yes” 
votes  on  the  nine  questions  to  appear 
on  the  May  16  Primary  ballot  has  been 
urged  by  the  PMS  Board  of  Trustees 
and  Councilors  as  a means  of  setting 
into  motion  machinery  for  the  estab- 
lishment of  a medical  examiner  system 
in  Pennsylvania. 

Clearing  a pathway  for  the  medical 
examiner  system  is  dependent  specifi- 
cally on  a “yes”  majority  vote  for 
Act  No.  2 — the  question  on  whether  or 
not  a limited  constitutional  conven- 
tion should  be  held  later  this  year. 

The  other  eight  “yes”  votes  are 
urged  by  the  Board  to  support: 

A $500  million  bond  issue  (Reso- 
lution 8-A)  to  finance  an  environ- 
mental program  heavily  laden  with 
health  aspects,  such  as  water  and  air 
pollution,  community  sewage  treat- 
ment, recreation  land  development 
and  coal  mine  drainage  and  restora- 
tion. 

Declaration  of  Rights  (Question 
1-A)  which  would  modernize  the 
wording  of  sections  prohibiting  the 
creation  of  special  criminal  tribunals 
and  add  a provision  prohibiting  dis- 
crimination or  denial  to  any  person 
of  his  civil  rights. 

A provision  to  allow  the  Legislature 
(Question  2-A)  to  be  a continuing 
body  for  two  years  and  to  give  it  the 
power  to  call  itself  into  special  ses- 
sion. It  also  would  prohibit  members 
of  the  General  Assembly  or  Congress- 
men from  holding  paid  civil  office  to 
which  a salary  or  fee  is  attached. 

A provision  (Question  3-A)  stream- 
lining the  legislative  process,  removing 
unnecessary  language  relating  to  legis- 
lative duties  and  procedures,  estab- 
lishing a system  of  competitive  bidding 
for  state  purchases  and  prohibiting 
state  officers  and  employees  from  hold- 
ing any  interest  in  state  purchases. 

A provision  (Question  4- A)  provid- 
ing for  the  joint  election  of  the  Gover- 
nor and  Lieutenant  Governor  as  is 
now  the  case  with  the  President  and 
Vice  President,  making  subsequent 


Governors  and  Lieutenant  Governors 
eligible  for  one  succeeding  term,  clari- 
fying the  right  of  succession  to  these 
offices,  reconstituting  the  Pardons 
Board  to  include  a physician  and  other 
specific  professions,  and  making  the 
State  Treasurer  ineligible  to  become 
Auditor  General  until  at  least  four 
years  after  his  service  as  Treasurer. 

A provision  (Question  5- A)  reduc- 
ing the  new  voter  residency  require- 
ments in  the  state  from  one  year  to 
90  days,  making  provisions  for  con- 
testing election  results  of  referendum 
issues,  authorizing  electronic  voting  for 
the  Legislature,  and  making  it  manda- 
tory for  the  General  Assembly  to  pro- 
vide for  some  form  of  absentee  voting. 

A provision  (Question  6-A)  pro- 
viding for  a faster  method  of  constitu- 
tional amendment  in  the  event  of  a 
major  emergency.  Any  amendments 
still  would  be  subject  to  a statewide 
referendum  but  it  would  allow  for  a 
special  referendum. 

A provision  (Question  7-A)  repeal- 
ing outdated  provisions  relating  to 
railroads  and  canals  because  such  mat- 
ters are  within  the  jurisdiction  of  the 
General  Assembly  and  should  not  be 
a part  of  the  Constitution. 

The  PMS  Board  gave  its  approval 
to  and  urged  support  for  all  nine  ques- 
tions in  actions  taken  at  its  last  two 
meetings.  Physician  support  was  re- 
quested by  Governor  Shafer  in  a meet- 
ing with  State  Society  officials  (front 
cover  photo). 

The  question  on  a limited  constitu- 
tional convention  is  especially  crucial 
because  a “yes”  vote  would  allow  the 
convention  to  propose  to  the  electorate 
changes  that  would  eliminate  the  cor- 
oner as  a mandated  county  officer. 
This,  then,  could  be  followed  by  steps 
to  establish  a statewide  medical  ex- 
aminer system. 

Opponents  of  the  limited  constitu- 
tional convention  have  falsely  raised 
the  specter  of  a graduated  income  tax. 
The  question  on  the  ballot  specifically 
prohibits  the  convention  from  altering 


the  present  tax  “uniformity  clause” 
which  the  State  Supreme  Court  says 
prohibits  a graduated  income  tax  in 
Pennsylvania.  The  convention  also 
would  be  prohibited  from  diverting 
funds  from  the  motor  fuel  fund  which 
currently  is  restricted  to  highway  and 
bridge  construction  and  repairs. 

The  four  areas  in  which  constitu- 
tional convention  delegates  could  pro- 
pose changes  involve  taxation  and  state 
finance  (other  than  the  prohibitions 
mentioned);  local  government  (the 
section  which  could  pave  the  way  for 
the  medical  examiner  system);  ju- 
diciary; and  reapportionment  of  the 
Legislature. 

The  question  on  the  constitutional 
convention  specifies  that,  if  it  is  ap- 
proved, it  be  held  starting  December  1 
of  this  year  and  concluding  no  later 
than  February  29,  1968.  It  then  must 
submit  its  proposals  to  the  voters  on 
April  23,  1968.  No  convention  pro- 
posal can  be  put  into  effect  unless  the 
voters  agree  to  it. 

Thus,  there  are  many  steps  between 
approval  of  the  constitutional  conven- 
tion and  the  possible  establishment  of 
a medical  examiner  system.  First,  the 
delegates  to  the  constitutional  conven- 
tion, to  be  elected  November  8,  1967, 
would  have  to  vote  in  favor  of  the 
elimination  of  the  coroner  as  a man- 
dated county  office  and  the  electorate 
on  April  23,  1968,  would  have  to 
agree  with  the  proposal  of  the  con- 
stitutional convention.  Sometime  after 
that,  legislation  could  be  introduced  to 
establish  the  medical  examiner  system. 
Because  the  office  of  coroner  is  a “row” 
office  often  jealously  guarded  by  po- 
litical parties,  opposition  to  the  elim- 
ination of  the  office  can  be  expected. 

The  PMS  has  distributed  statewide 
news  releases  announcing  its  support 
of  a “yes”  vote  on  all  nine  questions 
and  produced  and  distributed  a special 
radio  show  promoting  voter  approval. 
Physicians  are  urged  to  do  all  that 
they  can  for  passage  of  these  nine 
questions  at  the  May  16  Primary. 
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PENNSYLVANIA  MEDICINE 


DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet® 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg.  3 10  mg.  3 15  mg.  3 


DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT  3 SIDE 


FRONT  j 


SIDE 


MOOD  ELEVATION 

DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood ; the  other 
contains  Nembutal'  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 


The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
release.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  /t  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

Secret 


of 

controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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FREE  SUPPLIES 


Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 
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There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
10  Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 


CONTRAINDICATIONS:  Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbuta 
usually  transient. 
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Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


PENNSYLVANIA  MEDICINE  Interview 


Health  and  Welfare  Areas  of  Concern 

Raymond  P.  Shafer,  Governor  of  Pennsylvania,  expresses  his  personal 
philosophy  and  answers  questions  concerning  health  and  welfare  services 


Governor  Shafer,  two  issues  to  be 
considered  by  the  electorate  at  the 
May  Primary  are  the  Constitutional 
Convention  and  the  Bond  Issue.  Both 
have  health  and  medical  implications. 
Will  you  comment  on  these  issues? 

The  Constitutional  Convention  cer- 
tainly does  have  health  and  medical 
implications,  since  it  would  open  the 
question  of  governmental  role  in  pro- 
tecting the  health  of  the  citizens  of 
the  Commonwealth.  Among  other 
questions  is  the  consideration  of  a 
medical  examiner  system  in  the  State. 

The  $500  million  bond  issue  is  pri- 
marily an  environmental  health  issue 
aimed  at  improving  the  living  condi- 
tions in  our  Commonwealth  through 
abatement  of  water  pollution,  aid  to 
communities  in  building  sewage  treat- 
ment plants,  improving  our  open 
lands,  and  aid  to  communities  in  pro- 
viding recreational  areas.  While  not 
medical  in  content,  these  programs 
are  vital  to  the  health  of  Pennsylvania. 

Governor,  what  do  you  personally 
feel  should  be  the  role  of  the  various 
levels  of  government  in  the  area  of 
health  and  welfare?  In  other  words, 
what  is  your  personal  philosophy  of 
health  and  welfare  services? 

I believe  that  we  are  moving  into 
a new  era  of  health  and  welfare  serv- 
ices. While  the  role  and  responsibility 
of  government  in  the  field  of  health 
and  welfare  is  changing,  so  is  the  role 
of  the  private  and  voluntary  sector  of 


I intend  our  health  services  to  be  of 
the  highest  quality  possible  and  to 
meet  the  standard  of  excellence  which 
I have  set  for  this  administration. 


the  health  and  welfare  system.  The 
recent  trend,  especially  apparent  in  the 
health  field,  indicates  that  government 
has  a growing  responsibility  to  ensure 
that  all  people  have  available  and  ac- 
cessible to  them  health  services  of 
high  quality.  The  recent  trend  also 
clearly  shows  that  government  has  ac- 
cepted an  increasing  responsibility  for 
paying  for  these  health  services  when 
the  individual  or  the  family  cannot 
pay.  It  is  the  responsibility  of  the 
private  sector  of  health  care— the  phy- 
sician, the  dentist,  the  community  hos- 
pital, the  voluntary  health  agency — to 
provide  services  of  high  quality  to  all 
who  need  care,  without  regard  to  the 
payment  system  which  may  support 
the  care.  In  this  way,  we  look  for- 
ward to  an  evolving  new  relationship 
between  the  public  and  private  part- 
ners in  health  care — a partnership 
which  should  bring  immediate  bene- 
fits to  the  patient. 

From  your  knowledge  of  the  medi- 
cal profession,  what  do  you  consider 
to  be  its  greatest  asset  and  its  greatest 
liability?  What  would  you  like  to  see 
physicians  do  that  they  are  not  now 
doing?  I)o  you  feel  physicians  are  ad- 
equately meeting  their  responsibilities 
as  citizens  of  the  Commonwealth? 

From  my  point  of  view,  medicine’s 
greatest  assets  are  the  physicians’  dedi- 
cation to  their  patients  and  their  prac- 
tices. The  greatest  liability  has  per- 
haps been  the  reluctance  of  most  phy- 


I  certainly  agree  with  the  concept  of 
a trained  and  qualified  professional 
providing  this  essential  scientific  serv- 
ice (Medical  Examiner)  for  the  citi- 
zens of  the  Commonwealth. 


sicians  to  become  involved  in  things 
which  they  consider  non-medical.  It 
is  only  recently  that  I have  become 
aware  of  a growing  concern  and  ac- 
tivity among  physicians  regarding  air 
pollution  problems,  the  priority  sys- 
tem for  hospital  construction,  the 
grant  level  for  public  assistance  re- 
cipients, and  other  concerns  tangential 
to  medical  care.  I would  like  to  see 
physicians  and  other  professional  peo- 
ple take  a much  more  active  role  in 
community  affairs. 

A pressing  problem  in  the  health 
field  involves  the  current  shortage  and 
increasing  demand  for  more  manpow- 
er in  the  entire  health  field.  What 
plans  does  the  Commonwealth  now 
have  to  help  overcome  this  manpower 
need? 

The  health  manpower  shortage  is  a 
growing  problem,  and  is  of  consider- 
able concern  to  the  Commonwealth. 
The  relative  shortage  of  physicians, 
dentists,  nurses  and  other  health  pro- 
fessionals is  increasing  and  will  prob- 
ably continue  to  increase  until  some 
effective  action  is  taken.  The  Com- 
monwealth, in  cooperation  with  two 
voluntary  health  agencies,  is  surveying 
the  health  manpower  need  and  explor- 
ing interim  solutions.  The  State  is  also 
supporting  a significant  amount  of 
professional  and  pre-professional  edu- 
cation. 

The  real  long-term  solution  will 
probably  come  with  a significant  ex- 


I n order  to  maximize  and  balance  our 
support  program,  we  must  improve 
subsistence  grants  while  we  improve 
the  medical  program. 


From  my  point  of  view,  Medicine's  greatest  asset  is  the  physicians'  dedication 
to  their  patients  and  their  practices. 


pansion  of  our  production  of  physi- 
cians, dentists,  nurses  and  other  pro- 
fessionals, or  with  a planned  and  ef- 
fective use  of  many  more  subprofes- 
sionals to  widen  the  service  capabili- 
ties of  the  professionals.  Either  or 
both  of  these  solutions  will  have  to 
be  developed  largely  within  the  private 
sector  of  health  care  and  within  the 
educational  institutions 

It  has  become  evident  that  Con- 
gress is  more  and  more  interested  in 
providing  medical  care  and  health 
programs  for  various  segments  of  the 
population.  The  Congressional  intent 
would  seem  to  indicate  that  these  pro- 
grams should  not  have  “welfare”  con- 
notations attached  to  them.  The  ad- 
ministration of  these  programs  must 
represent  a problem  to  Pennsylvania, 
since  they  presently  are  being  adminis- 
tered by  our  Department  of  Public- 
Welfare.  What  plans  does  your  ad- 
ministration have  to  make  these  pro- 
grams more  health  oriented? 

I have  committed  myself  and  this 
administration  to  the  task  of  reorga- 
nizing and  streamlining  state  govern- 
ment to  the  end  of  improving  our 
services  to  people.  I intend  our  health 
services  to  be  of  the  highest  quality 
possible  and  to  meet  the  standard  of 
excellence  which  I have  set  for  this 
administration.  We  are  currently  re- 
viewing the  administration  of  the  med- 
ical care  and  health  programs  to  which 
you  refer,  to  determine  how  best  to 
attain  and  sustain  quality  care. 

Under  the  Federal  Medicare  Law, 
private  insurance  organizations  have 
been  assigned  a major  role  in  the  ad- 


ministration of  the  Program.  Also,  to 
a limited  extent,  the  hospital  portion 
of  the  Commonwealth’s  “Pennsycare” 
Program  utilizes  the  administrative 
services  of  the  Blue  Cross  Plans  in 
Pennsylvania.  Do  you  favor  extending 
this  concept  to  include  payments  for 
physicians'  services  under  Pennsycare, 
utilizing  the  administrative  services  of 
private  organizations  such  as  Blue 
Shield?  If  so,  would  you  favor  ex- 
tending this  concept  to  include  other 
state  programs  such  as  Vocational  Re- 
habilitation and  State  Workmen’s 
Compensation  Fund? 

I favor  utilizing  private  non-profit 
health  insurance  organizations  as  fiscal 
intermediaries  or  carriers  in  the  pay- 
ment for  health  services  wherever 
feasible. 

The  concept  of  the  payment  of 
physicians’  fees  on  a “reasonable  and 
customary"  basis,  in  lieu  of  a fixed  fee 
schedule,  is  now  widespread  among 
insurance  and  prepayment  carriers. 
This  concept  has  been  endorsed  by 
the  Pennsylvania  Medical  Society  and 
is  the  basis  for  handling  fee  payments 
under  medicare.  In  implementing  the 
Pennsycare  Program  in  Pennsylvania, 
the  Society  has  insisted  that  physicians' 
fees  be  commensurate  with  fees  paid 
under  medicare.  Do  you  support  our 
policy  in  this  regard? 

Payment  of  full  reasonable,  custom- 
ary and  usual  charges  by  the  Com- 
monwealth on  behalf  of  the  medically 
needy  seems  to  me  an  acceptable  goal. 
While  I can  and  do  accept  the  princi- 
pal now,  budgetary  considerations 
would  certainly  dictate  adoption  of 


this  principle  by  paying  less  than  100 
percent  of  usual  fees.  Medicare,  which 
is  not  a program  for  the  medically 
needy,  provides  80  percent  after  the 
deductible.  Our  budget  considerations 
might  not  permit  that  percentage. 

One  consideration  that  the  Com- 
monwealth must  also  bear  in  mind  is 
our  responsibility  for  the  support  of 
the  assistance  recipients.  In  order  to 
maximize  and  balance  our  support 
program,  we  must  improve  subsistence 
grants  while  we  improve  the  medical 
program. 

The  Scranton  administration  under- 
took a study  of  the  various  functions 
and  duties  of  the  Departments  of 
State  Government  with  a goal  of  end- 
ing duplication  and  fragmentation  of 
programs  among  departments.  It  has 
been  our  opinion  that  many  health- 
related  functions  are  in  departments 
with  no  medical  supervision.  What 
plans  does  your  administration  now 
have  to  make  use  of  this  study,  and 
if  used,  what  changes  do  you  antici- 
pate to  correct  the  problems? 

As  I suggested  in  response  to  an 
earlier  question,  I am  reviewing  the 
functions  and  responsibilities  of  the 
several  Departments  now  concerned 
with  health  care.  I intend  that  all 
health  services  shall  be  under  medical 
supervision.  We  will  also  have  to  con- 
tinue our  review  of  the  interrelations 
between  health  services  and  social 
services,  which  should  be  complemen- 
tary. One  possibility  would  be  the 
combinations  of  the  departments  of 
health  and  welfare.  After  reviewing 
the  various  alternatives,  I shall  select 
the  method  which  will  minimize  dup- 
lication and  fragmentation  of  pro- 
grams and  lend  itself  best  to  delivery 
of  effective  services. 


I would  like  to  see  physicians  and 
other  professional  people  take  a much 
more  active  role  in  community  af- 
fairs. 


Along  the  same  line,  several  dif- 
ferent governmental  agencies  are  en- 
gaged in  the  provision  or  financing 
of  health  care  services,  such  as  the 
Department  of  Welfare,  Bureau  of 
Vocational  Rehabilitation,  the  State 
Workmen’s  Insurance  Fund,  and,  to 
a limited  extent,  the  Health  Depart- 
ment. Each  department  has  pursued 
different  policies  with  regard  to  fees 
for  physicians'  services,  however.  Do 
you  plan  any  specific  action  to  bring 
about  some  degree  of  uniformity  be- 
tween departments? 

1 have  a committee  of  able  and 
knowledgeable  people  working  on  this 
problem  of  differential  fee  arrange- 
ments now.  I am  hopeful  that  they 
will  present  me  with  a recommenda- 
tion or  series  of  recommendations  in 
the  very  near  future. 

The  Pennsylvania  Medical  Society, 
through  the  years,  has  witnessed  the 
inability  of  the  State  Board  of  Medi- 
cal Education  and  Licensure  and  the 
enforcement  agencies  of  the  Office  of 
Professional  and  Occupational  Affairs 
to  enforce  the  Medical  Practice  Act 
as  related  to  those  men  clearly  prac- 
ticing medicine  without  a license.  Are 
there  any  plans  by  your  administra- 
tion to  increase  the  number  and  ef- 
fectiveness of  investigators  of  the 
Board  so  those  who  violate  the  various 
practice  acts  can  be  prosecuted? 

The  Secretary  of  the  Common- 
wealth, whose  agency  houses  the  State 
Board  and  the  Office  of  Professional 
and  Occupational  Affairs  is  aware  of 
the  several  problems  relating  to  vio- 
lations of  the  Medical  Practice  Act. 
He  plans  to  increase  the  effectiveness 
of  his  staff  as  rapidly  as  possible. 

The  Coroner  system  has  been  under 
study  by  the  medical  profession  for 
the  past  several  years,  and  the  Penn- 
sylvania Medical  Society  has  con- 
cluded that  creation  of  a Medical 
Examiner  System  for  Pennsylvania 
would  be  more  effective  and  sophis- 
ticated. Does  your  administration  sup- 
port replacement  of  the  present  quasi- 
judicial Coroner  as  a county  officer 
with  a qualified  Medical  Examiner 
whose  function  would  be  scientific  in- 
vestigation and  fact-finding? 

I have  read  your  recommendations 
regarding  the  replacement  of  the  pres- 
ent coroner  with  a qualified  Medical 
Examiner.  I certainly  agree  with  the 
concept  of  a trained  and  qualified 
professional  providing  this  essential 
scientific  service  for  the  citizens  of  the 
Commonwealth. 

The  Governor’s  Hospital  Study 
Commission  has  been  considering  the 
feasibility  of  establishing  minimum 
standards  of  hospitalization  insurance 
below  which  no  insurance  contract 


could  be  sold  in  Pennsylvania.  Would 
you  support  attempts  to  legislate  mini- 
mum standards  of  hospitalization  in- 
surance? 

As  you  suggest  in  your  question, 
the  Governor's  Hospital  Study  Com- 
mission is  currently  considering  the 
feasibility  and  desirability  of  establish- 
ing minimum  standards  for  hospitali- 
zation insurance.  I would  prefer  to 
withhold  comment  on  this  subject  un- 
til 1 have  received  the  recommenda- 
tions from  the  Commission. 

There  is  an  apparent  reluctance  on 
the  part  of  counties  to  accept  the 
idea  of  the  county  health  unit,  es- 
pecially from  a financial  point  of  view. 
The  Department  of  Health  has  indi- 
cated a desire  to  decentralize  activities 
in  this  area.  What  approach  will  be 
emphasized?  How  will  this  approach 
fit  into  programs  under  Comprehen- 
sive Health  Planning,  Appalachia  and 
Regional  Medical  Programs? 

I have  directed  my  Secretary  of 
Health  to  conduct  a study  of  the  feasi- 
bility, advantages  and  disadvantages  of 
district  health  units.  Such  district 
health  units  might  be  multi-county  or 
parti-county.  This  type  of  legislation 
has  been  introduced  to  no  avail  sev- 
eral times  in  the  past.  We  will  have 
to  thoroughly  examine  the  issue  and 
look  at  all  the  possibilities  before  we 
select  a course  of  action.  The  Com- 
prehensive State  Health  Planning  ac- 
tivities which  will  begin  in  a few 
months  may  well  have  the  effect  of 


shifting  some  health  planning  and 
health  service  responsibilities  from  the 
Commonwealth  to  the  local  commu- 
nities. If  we  use  common  geographi- 
cal units  as  the  bases  for  Regional 
Medical  Programs,  Appalachia  and 
Comprehensive  Health  Planning,  the 
programs  should  support  one  another 
and  not  run  collision  courses. 

Pollution  is  an  increasing  problem. 
Do  you  anticipate  the  need  for  more 
legislation  covering  the  legal  aspects 
of  enforcement,  or  do  you  anticipate 
a more  intensive  effort  in  the  research 
and  public  information  fields? 

I suggested  a number  of  specific  ac- 
tions against  the  growing  menace  of 
pollution  in  my  recent  message  to  the 
legislature  on  that  subject.  We  do 
need  additional  legislation  to  prevent 
and  correct  pollution,  we  need  more 
intensive  effort  in  research  and  in 
abatement  activities,  and  we  need 
more  citizen  awareness  of  the  scope 
and  dimensions  of  the  problems. 

Traffic  safety  has  been  said  to  in- 
volve a three-part  approach — the  driv- 
er, the  vehicle  and  the  road.  Do  you 
plan  to  initiate  any  state-level  mecha- 
nism for  the  coordination  of  a state 
safety  program? 

The  Commissioner  of  Traffic  Safe- 
ty is  meeting  with  a committee  of 
traffic  safety  experts  and  representa- 
tives of  various  departments  to  pro- 
ject and  recommend  a state  program 
of  traffic  safety. 


Payment  of  full  reasonable,  customary  and  usual  charges  by  the  Commonwealth 
on  behalf  of  the  medically  needy  seems  to  me  an  acceptable  goal. 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help,'1 
One  such  has  proved  useful  in  clinical  practice. 


“Mediatric  (steroid-nutritional  compound ) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T..  Jr.:  Geriatrics  12: 612  (Oct.)  1957. 


“ Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics  ” 


“ A steroid-nutritional  compound 
( Mediatric ) was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


Morgan.  A.  F. : Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
( B vitamins ) may  not  be  supplied . . .The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“ Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  12: 489  ( May)  1964. 


Mediatric 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood”  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid  , 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 


Each  MEDIATRIC  Tablet  or  Capsule  contains: 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  — MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and  1,000. 


♦Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin 2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


♦Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


Mediatric 

□ steroid-nutritional  compound 

AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017*  Montreal,  Canada 
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AMA  Favors  Medicaid; 
Opposes  Medicare  Expansion 


The  American  Medical  Association 
favors  utilizing  medicaid  instead  of  ex- 
panding medicare. 

Dr.  Charles  Hudson,  AMA  presi- 
dent, outlined  the  Association’s  po- 
sition at  a House  Ways  & Means 
Committee  hearing  on  the  Adminis- 
tration's hill  “Social  Security  Amend- 
ments of  1967“  ( H.R.  5710).  He 
was  accompanied  by  Dr.  Milford  O. 
Rouse,  AMA  president-elect. 

“Available  tax  funds  should  be  used 
to  give  maximum  health  care  to  those 
who  need  help,”  Dr.  Hudson  said. 
“Expenditure  of  public  funds  on  those 
who  do  not  need  help  limits  the  re- 
sources available  to  those  who  do  need 
it.  . . . 

“We  believe  that  a properly  ad- 
ministered Title  XIX  (medicaid)  with 
realistic  criteria  of  eligibility  designed 
for  economically  disadvantaged  per- 
sons, plus  the  encouragement  and  im- 
provement of  voluntary  health  insur- 
ance and  prepayment  plans  for  the 
solvent,  provide  the  best  approach  to 
health  care  financing.” 

Dr.  Hudson  said  AMA  represen- 
tatives would  be  glad  to  meet  with 
the  committee  and  other  interested 
parties  to  hammer  out  a workable 
approach  to  solving  the  many  com- 
plex problems  in  the  Medicare  Pro- 
gram, particularly  as  concerns  its 
Plan  B. 

“Unfortunately,  Part  B did  not  re- 
ceive an  amount  of  public  or  con- 
gressional debate  warranted  by  the  na- 
ture and  scope  of  the  proposal,”  he 
said.  “This  committee  is  now  con- 
fronted with  many  problems  inherent 
in  the  vast  undertaking  of  the  Federal 
government  in  becoming  directly  in- 
volved in  the  total  health  care  of  al- 
most 20  million  persons. 

“We  believe  it  is  possible  for  the 
Congress,  the  medical  profession  and 
others  interested  in  the  subject  to  de- 
velop a new  mechanism  for  delivering 
medical  care  to  people  over  65  that 
would  be  more  consistent  with  existing 
private  sector  mechanisms.  . . .” 

Dr.  Hudson  said  that  carriers,  phy- 
sicians, patients,  and  the  government 


all  are  dissatisfied  for  various  reasons 
with  Part  B.  He  said  one  possible 
solution  might  be  to  substitute  for  the 
Part  B program  a subsidy  to  all  eli- 
gible persons  for  the  purchase  of  pri- 
vate insurance. 

Highlights  of  AMA’s  Testimony 

Section  125,  to  include  the  disabled. 

The  adoption  of  Section  125... 
could  change  the  direction  of  medi- 
care from  a program  for  older  per- 
sons to  one  aimed  at  various  select 
categories.  . . . We  believe  Title  XIX 
should  be  utilized  for  that  purpose. 

We  urge  the  Committee  to  reject 
this  provision. 

Section  127,  including  podiatry. 

While  recognizing  the  usefulness  of 
podiatry  services,  we  are  impelled  to 
note  that  if  the  amendment  is  adopted, 
the  podiatrist  could  assume  responsi- 
bility for  the  care  of  some  of  the 
more  difficult  problems  in  medicine. 
We  believe  this  to  be  unsound. 

Section  130,  creation  of  Part  C of 
Title  XV 11 1. 

This  section  would  provide  a new 
Part  C to  cover  payment  for  hospital 
services  rendered  to  hospital  outpa- 
tients; and  for  diagnostic  specialty 
services  to  both  outpatients  and  in- 
patients of  hospitals. 

The  AMA  opposes  Part  C in 
toto.  . . . 

Section  131,  physician  certification  . . 

The  AMA  endorses  Section  131 
which  would  remove  the  requirement 
of  a physician's  certification  for  inpa- 
tient hospital  care  for  each  medicare 
patient  admitted  to  a general  hospital. 
We  urge  the  Committee  to  consider 
this  amendment  favorably  and  remove 
an  unnecessary  impediment  to  the  op- 
eration of  Part  A. 

We  further  urge  that  the  require- 
ment for  re-certification  be  similarly 
deleted,  since  this  need  should  be  sat- 
isfied as  a result  of  the  work  of  utili- 
zation review  committees. 


Until  re-certification  is  deleted,  we 
suggest  that  the  first  certification  date 
be  the  20th  day  of  hospitalization,  as 
permitted  in  the  existing  law. 

Section  220,  income  maximum  under 
Title  XIX. 

The  AMA  supports  the  concept  of 
limiting  eligibility  for  Title  XIX  bene- 
fits to  persons  who  genuinely  need 
financial  assistance  in  meeting  their 
health  care  needs. 

Section  226,  free  choice  under  Title 
XIX. 

Although  free  choice  is  guaranteed 
for  Title  XVIII  recipients,  a similar 
privilege  was  not  extended  to  Title 
XIX  beneficiaries.  We  believe  this 
was  an  oversight,  and  we  heartily  sup- 
port this  perfecting  amendment  to 
Title  XIX. 

Additional  amendments  proposed  by 
the  AMA . 

First,  the  AMA  recommends  that 
Title  XVIII  be  amended  to  permit 
payment  of  charges  for  professional 
services  on  the  basis  of  a physician’s 
itemized  statement  of  charges  rather 
than  a receipted  bill. 

Second,  we  recommend  that  Title 
XVIII  be  amended  to  remove  the  re- 
quirement for  three  days  of  hospitali- 
zation before  qualifying  for  extended 
care  benefits. 

In  addition,  we  offer  a recommenda- 
tion relating  to  psychiatric  care  under 
Title  VIII. 

Regarding  Title  XIX,  we  offer  six 
amendments. 

First,  that  the  program  permit  pay- 
ment to  the  patient  for  services  ren- 
dered to  him  by  a physician  on  the 
basis  of  the  physician’s  itemized  state- 
ment of  charges. 

Second,  that  the  program  clearly 
provide  for  the  payment  of  physician 
fees  on  the  basis  of  his  usual  and 
customary  charges,  using  the  same  ap- 
proach as  that  applied  under  Title 
XVIII. 

Third,  that  Title  XIX  encourage  the 
use  of  insurance  carriers  in  the  im- 
plementation of  state  programs. 

Fourth,  that  in  the  implementation 
of  Title  XIX  Programs,  there  be  no 
requirement  for  certification  or  re- 
certification. 

Fifth,  that  Title  XIX  permit  all 
state  plans  to  vary  the  eligibility 
standards  within  a state  to  recognize 
the  very  real  differences  in  the  cosl 
of  living  in  a rural  area,  a small  town 
a city  or  a metropolitan  area. 

(Continued  on  page  20.) 
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PENNSYLVANIA  MEDICINI 


IN  EMPHYSEMA 


«\\  * * 'EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4^2  gr.  (0.3  Gm.) 


* 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach-nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE"  DURA-TABS" 

(QUINIDINE  GLUCONATE  5 GR.) 


( Continued  from  page  18.) 

Our  sixth  recommendation  relates 
to  the  fact  that  Title  XIX  benefits 
differ  for  mentally  ill  patients  depend- 
ing on  whether  they  are  above  or 
below  age  65.  We  believe  there  should 
be  no  distinction  in  the  services  avail- 
able to  mentally  ill  patients. 

Physician  coverage  under  Social  Se- 
curity. 

We  believe  that  physicians,  having 
been  brought  under  Social  Security 
coverage,  should  be  accorded  the 
same  privilege  and  opportunity  for 
reaching  a fully  insured  status  as  was 
accorded  other  professional  groups 
when  they  were  included  in  the  pro- 
gram. 

Accordingly,  we  urge  this  Commit- 
tee to  consider  the  adoption  for  phy- 
sicians of  an  “alternative  insured  sta- 
tus” similar  to  that  permitted  by  the 
amendments  of  1954  and  1956  which 
brought  into  the  program  many  new 
groups  of  people  and  professional  self- 
employed  persons,  including  lawyers. 


Medical  Research 
Grants  and  Fellowships 

The  Tife  Insurance  Medical  Re- 
search Fund  has  announced  Septem- 
ber 15,  1967  as  the  deadline  for  re- 
ceipt of  applications  for  Grants  in 
Aid  of  medical  research,  to  become 
effective  July  1,  1968.  These  grants 
are  made  to  non-profit  institutions  for 
support  of  basic  research  in  physiolo- 
gy, biochemistry  and  other  fields  re- 
lated to  medicine.  Further  informa- 
tion and  application  forms  may  be 
obtained  by  interested  investigators 
from  the  Scientific  Director,  Life  In- 
surance Medical  Research  Fund,  1030 
East  Lancaster  Avenue,  Rosemont, 
Pennsylvania  19010. 

The  Fund  also  offers  Medical  Sci- 
entist Fellowships  to  medical  students 
willing  to  prepare  for  careers  in  teach- 
ing and  research  by  securing  both  the 
M.D.,  and  the  Ph.D.  or  its  equivalent. 
The  Fellowships  offer  a maximum  of 
six  years  of  aid;  fellowships  can  be 
activated  at  various  stages  of  the  M.D.- 
Ph.D.  training.  Each  school  of  medi- 
cine is  invited  to  make  two  nomina- 
tions for  aid  to  begin  July  1,  1968. 
Deadline  for  receipt  of  applications 
from  deans’  offices  is  October  15, 
1967.  Further  information  can  be  ob- 
tained from  deans  in  schools  of  medi- 
cine. 


Hershey  Receives  First 
Research  Grant 

The  Pennsylvania  State  University 
College  of  Medicine  at  The  Milton  S. 
Hershey  Medical  Center  has  received 
its  first  research  grant. 

Dr.  Howard  E.  Morgan,  professor 
and  chairman  of  the  Department  of 
Physiology  at  the  new  medical  school, 
has  been  awarded  $29,700  for  re- 
search on  the  regulation  of  heart  me- 
tabolism by  the  Life  Insurance  Medi- 
cal Research  Fund,  Rosemont,  Penn- 
sylvania. The  grant  covers  a three- 
year  period  starting  July  1,  1967. 

Dr.  George  T.  Harrell,  dean  of  the 
College  and  director  of  the  Medical 
Center,  said,  “This  research  grant,  our 
first,  is  a very  significant  step  in  our 
progress  toward  full  operation  as  a 
teaching  and  research  institution.  The 
Life  Insurance  Medical  Research 
Fund  has  been  supporting  part  of  Dr. 
Morgan’s  research  the  past  several 
years  at  Vanderbilt,  and  we  appreciate 
their  vote  of  confidence  in  Dr.  Mor- 
gan and  our  new  facilities  that  he  now 
will  be  using.”  Dr.  Harrell  pointed  out 
that  Dr.  Morgan  is  considered  one  of 
the  world’s  leading  experts  on  the  reg- 
ulation of  heart  metabolism  and  is 
acknowledged  as  the  leader  in  the  de- 
velopment of  current  ideas  and  pro- 
cedures used  for  heart  perfusion. 


Einstein  to  Erect 
Daroff  Memorial 

A $5  million  national  memorial  to 
the  late  Samuel  H.  Daroff  will  be 
built  at  Philadelphia’s  Albert  Einstein 
Medical  Center.  The  memorial,  to  be 
known  as  the  Samuel  H.  Daroff 
Building,  will  house  a heart-lung-kid- 
ney institute.  It  will  be  established 
through  donations  to  the  building 
fund  of  the  Federation  of  Jewish 
Agencies  of  Greater  Philadelphia.  The 
Medical  Center  is  a Federation  con- 
stituent. Frank  L.  Newburger,  presi- 
dent of  the  Federation,  said  funds  for 
the  memorial  will  be  solicited  from 
the  late  Mr.  Daroff's  friends  through- 
out the  world.  The  campaign  is  ex- 
pected to  begin  immediately. 

Mr.  Daroff  was  honorary  president 
of  the  Medical  Center  at  the  time 
of  his  death.  He  helped  form  the 
Medical  Center  in  1952  with  the 
merger  of  three  hospitals  and  a com- 
munity health  service.  He  served  as 
president  of  the  institution  from  1953 
to  1957,  and  as  chairman  of  the  board 
from  1957  to  1962.  Daroff  died 


Tuesday,  Feb.  14,  1967,  at  the  Medi-  I 
cal  Center.  He  was  sixty-six  years  old. 

The  Daroff  Building  will  be  located 
on  the  grounds  of  the  Medical  Cen- 
ter’s Northern  Division,  a 700-bed 
hospital  at  York  and  Tabor  Rds.,  Phil- 
adelphia. Preliminary  drawings  indi- 
cate a six-story  structure.  The  new 
building  will  allow  the  Medical  Center 
to  begin  a heart-lung-kidney  program 
which  will  be  “absolutely  unique  in 
the  United  States.”  Details  of  the 
building  and  the  program  will  be  an- 
nounced when  they  are  completed. 

Daroff  was  recognized  as  one  of  the 
top  leaders  of  the  local  Jewish  com- 
munity and  he  held  national  and  in- 
ternational posts  for  both  Jewish  and 
non-Jewish  causes.  He  had  a reputa- 
tion as  a fundraiser  as  well  as  a con- 
tributor. At  the  time  of  his  death,  al- 
though unannounced,  he  was  planning 
a massive  national  fund-raising  drive 
to  finance  construction  of  the  heart- 
lung-kidney  institute  at  the  Medical 
Center.  He  even  worked  on  the  proj- 
ect from  his  hospital  bed. 

Medical  Films,  Color  TV 
to  be  Features  at 
AMA  Convention 

Medical  motion  pictures  and  color 
television  will  be  a feature  of  the 
Annual  Convention  of  the  American  i 
Medical  Association  again  this  year.  ■ 

The  Convention  is  to  be  held  in 
Atlantic  City  June  18-22,  the  Scientific 
Program  at  Convention  Hall  and  near- 
by hotels  and  the  House  of  Delegates 
at  the  Chalfonte-Haddon  Hall  Hotel. 

Medical  motion  pictures  have  be- 
come an  integral  part  of  the  Annual 
Convention  program.  Movies  are 
carefully  screened  and  selected  for 
quality,  content  and  diversity  of  sub- 
ject matter.  Some  are  chosen  from 
the  AMA  library  of  medical  motion 
pictures  while  others  are  picked  from 
among  films  just  completed.  Several 
new  films  are  usually  shown  for  the 
first  time  at  the  Annual  Convention. 
The  total  movie  program  is  thus  plan- 
ned to  achieve  both  variety  and  cur- 
rency. 

Medical  motion  pictures  will  be  : 
presented  daily.  At  least  five  color  ' 
television  programs  will  be  presented 
live,  on  a closed  circuit  from  a Phila- 
delphia hospital  in  cooperation  with 
the  University  of  Pennsylvania  School 
of  Medicine. 

Several  of  the  Scientific  Sections  will 
participate  in  this  year's  color  tele-  ' 
vision  program. 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


he  ubiquitous  world  of  summer  allergies 


Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
107o  of  the  population  who  have  hay  fever  and  the 
4c/o  who  have  asthma.1  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.” 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Gariy  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.2  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever."  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.3  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy"  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.4 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.5  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.6  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

( Concluded  on  following  page ) 


VLe  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


to  relieve  summer  allergies 

Triammic 

Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 

It’s  a comforting  thing  to  know 

For  product  information  see  following  page 


(Advertisement) 


nightmare  for  the  botanically  uninitiated  in  the 
causes  of  rhus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.7  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.8  It  is  customary  to  write 
"heart  attack"  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let's  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 


nose? 


For  summer  allergies,  summer 
colds, or  nasal  congestiondueto 
almostany cause, you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


what 
time 
is  it? 


For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 
to  tine. 


Tuberculin, 
Tine  jdZiXest 


(Rosenthal) 


Lederle 

Available  in  5's  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6-4046R 


MAY,  1967 


25 


r f-imr 

| <<91  . J'  1 

' ■ V, 

Wf  Ju  W 

:4l 

Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoon  ful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  B,)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  BL,)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  B,;),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs' 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  IVz  grains)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUi-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital, % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Governor  Addresses  Mental 
Health  Conference 

Governor  Raymond  P.  Shafer  made  a major  mental 
health  address  at  the  statewide  Annual  Pennsylvania  Men- 
tal Health  Conference  held  Wednesday,  April  26th,  at 
the  Pittsburgh  Hilton,  Pittsburgh.  Pennsylvania. 

Community  leaders,  members  of  the  mental  health  pro- 
fessions and  interested  citizens  from  all  parts  of  Penn- 
sylvania gathered  at  the  conference  sponsored  by  Penn- 
sylvania Mental  Health,  Inc.,  the  statewide  citizens  or- 
ganization and  its  local  affiliate,  the  United  Mental  Health 
Services  of  Allegheny  County,  Inc. 

The  Governor  spoke  during  the  luncheon  session  on 
Pennsylvania’s  mental  health  program.  The  one-day  con- 
ference was  devoted  to  discussing  various  aspects  of  imple- 
mentation of  The  Pennsylvania  Mental  Health  and 
Mental  Retardation  Act  of  1966.  The  law  mandates  the 
establishment  of  community  mental  health  and  mental 
retardation  services.  Nineteen  speakers  of  national  and 
statewide  reputation  were  included  in  the  program. 

There  were  three  principal  speakers  during  the  morn- 
ing session.  Bertram  S.  Brown,  M.D.,  Deputy  Director, 
National  Institute  of  Mental  Health,  gave  a national  over- 
view of  the  community  mental  health  center.  William 
P.  Camp,  M.D.,  Pennsylvania’s  Commissioner  of  Mental 
Health,  outlined  the  progress  and  problems  related  to  the 
new  law.  Elizabeth  Boggs,  Ph.D.,  past  president.  National 
Association  for  Retarded  Children,  analyzed  the  relation- 
ship of  community  services  for  mental  retardation  to 
mental  health  services. 

Subjects  for  the  four  concurrent  afternoon  sessions  were: 
“Developing  and  Operating  a County  Mental  Health  and 
Mental  Retardation  Program,”  “Role  of  Existing  Health 
and  Welfare  Services  with  Respect  to  the  Law,”  “Mental 
Health  and  Mental  Retardation:  A More  Effective 

Team,”  and  “What’s  in  It  for  Our  Children?” 

Facts  on  Quacks 

A complete  source  book  touching  every  aspect  of  health 
quackery  is  now  off  the  presses.  The  new  publication. 
Facts  on  Quacks,  is  considered  a major  instrument  in  the 
AMA’s  program  of  educating  the  public  to  the  evils  of 
quackery.  Publication  of  “Facts  on  Quacks”  marks  the 
first  time  in  history  that  information  on  all  types  of 
quackery  has  been  consolidated  into  one  book. 

The  thirty-two  page,  two-color,  illustrated  booklet,  writ- 
ten in  question  and  answer  form,  is  beamed  at  the  public 
and  covers  facts  on  health  quackery  in  such  fields  as  arthritis 
and  rheumatism,  cancer,  nutrition  and  weight  reduction, 
over-the-counter  drugs,  alcoholic  nostrums,  health  books 
and  pamphlets,  epilepsy,  mental  health  and  retardation, 
cosmetics,  baldness,  rejuvenation  and  sex  stimulants.  One 
section  advises  the  reader  what  he  should  do  if  he  suspects 
health  quackery  activities  in  his  community. 

The  booklet  is  being  published  by  the  AMA  in  full 
cooperation  with  various  governmental  and  voluntary 
agencies  in  the  health  field  such  as  the  National  Health 
Council,  the  Food  and  Drug  Administration,  the  National 
Better  Business  Bureau,  the  Post  Office  Department,  the 
Federal  Trade  Commission,  the  American  Cancer  Society, 
Inc.  and  The  Arthritis  Foundation. 

Requests  for  “Facts  on  Quacks”  should  be  directed  to 
the  AMA  Order  Department.  Single  copies,  30?:  50-99, 
28 <f;  100-499,  25t,  500-999,  2 3 1,000-over.  20c1. 
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Medical  Examiners  Form  Association 

Formation  of  the  National  Association  of  Medical  Ex- 
aminers to  advance  the  administrative,  career  and  other 
practical  interests  of  the  country’s  medical  examiners  has 
been  announced  by  Milton  Helpern,  M.D.,  Chief  Medical 
Examiner  of  New  York  City  and  Interim  President  of  the 
new  organization.  Joseph  A.  Spelman,  M.D.,  of  Phila- 
delphia is  serving  as  interim  executive  vice-president. 

The  Association  will  seek  to  deal  with  such  problems 
as  the  need  for  greater  understanding  and  support  for 
the  medical  examiner  system  from  the  general  public, 
government  officials  at  all  levels  and  the  medical  and 
legal  professions,  and  the  need  for  a greater  exchange  of 
information  and  opinion  among  medical  examiners. 

If  the  new  organization  receives  adequate  support,  it 
will: 

1.  Publish  a newsletter. 

2.  Establish  and  operate  a central  reference  library  and 
a clearinghouse  of  information  on  the  work  of  the  medical 
examiner. 

3.  Assist,  upon  request,  local  and  state  governments 
seeking  information  and  advice  on  the  best  way  to  estab- 
lish and  maintain  a medical  examiner’s  office. 

4.  Carry  out  projects  designed  to  help  medical  examiners 
in  their  activities. 

The  Association  will  consist  of  Regular  and  Associate 
members.  Regular  members  will  be  physicians  who  carry 
out  the  duties  of  a medical  examiner,  including  the  per- 
formance of  official  medico-legal  autopsies,  the  investiga- 
tion of  sudden,  violent  and  suspicious  deaths  and  the 
certification  of  deaths.  Associate  members  will  be  physi- 
cians who  conduct  official  investigations  and  certify  deaths 
but  are  not  qualified  to  perform  official  medico-legal 
autopsies. 

Dr.  Helpern  said  that  the  Association  does  not  intend 
to  compete  or  conflict  with  any  other  organization,  includ- 
ing the  American  Academy  of  Forensic  Sciences  and  the 
National  Association  of  Coroners.  He  added  that,  while 
it  will  be  composed  of  members  with  scientific  qualifica- 
tions and  attainments,  it  will  not  concern  itself  with 
scientific  matters  per  se. 

The  new  association  will  be  governed  by  an  interim 
steering  committee  of  leading  medical  examiners  until  the 
organization’s  first  annual  meeting,  which  may  be  held 
in  conjunction  with  the  annual  meeting  of  the  American 
Academy  of  Forensic  Sciences  in  1968. 


Legal  Decisions,  Cases, 

Topics  on  Anesthesia 

“Cases  on  Anesthesia,”  a collection  of  court  decisions 
relating  to  physician  or  hospital  liability  arising  out  of 
the  administration  of  anesthesia,  is  now  available  to  any 
physician  upon  request. 

This  most  recent  in  a series  of  collections  of  cases,  pub- 
lished by  the  Department  of  Legal  Research,  Law  Division, 
American  Medical  Association,  covers  such  medical  prob- 
lems as  contraindications,  allergic  reactions,  intubation,  ex- 
plosions or  burns  and  extravasation.  Also  included  are 
legal  topics  such  as  consent,  vicarious  liability  and  statute 
of  limitations. 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  % tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  left  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

"What  can  I do?"  she  asks  when  she  visits  your  office. 
"How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

Ambar2  Extentabs 

methamphetamine  hydrochloride  15  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 

A.  H.  Robins  Co.,  Inc. 

Richmond,  Va.  23220 

AH'ROBINS 


Ambar  is  formulated  to  specifically  meet  both  the 
physical  and  emotional  needs  of  the  woman  who 
is  trying  to  lose  weight.  Methamphetamine  hydro- 
chloride has  a powerful  suppressant  effect  on  the 
appetite  and  also  provides  a gentle  psychic  lift  to 
improve  mood  and  encourage  activity.  The  pheno- 
barbital component,  through  its  classic  calming 
action,  helps  control  irritability  and  anxiety,  and 
helps  counteract  excessive  CNS  stimulation. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 

BRIEF  SUMMARY  / Indications:  Ambar  suppresses  appetite 
and  helps  offset  emotional  reactions  to  dieting.  Side  Eilects: 
Nervousness  or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight  drowsiness  has 
been  reported  rarely.  Precautions:  Administer  with  caution 
in  the  presence  of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sym- 
pathomimetics;  patients  with  advanced  renal  or  hepatic 
disease.  See  package  insert  for  further  details. 


X.ECUTORSHIP-where  complications  can  set  ii 


Before  you  think  seriously  of  placing  the 
obligations  of  executorship  solely  on  a friend  or 
relative,  review  the  hazards  of  such  an  arrangement. 

To  take  one  example:  No  matter  how  capable 
the  person  you  have  in  mind  may  he,  business  or 
professional  duties  or  necessary  absence 
may  interfere  with  his  ability  to  act  when  called 
upon  to  settle  your  estate. 

When  you  appoint  your  bank  executor  or 
co-executor,  such  a conflict  of  interest 
cannot  arise.  The  full-time  attention,  specialized 
knowledge  and  experience  of  the  bank’s 
trust  department  are  constantly  available 
under  either  condition,  relieving  the  burdens 
of  total  responsibility  for  the  individual 
executor  you  may  be  considering. 

Before  your  will  is  drawn  or  revised, 
talk  over  the  vital  question  of 
executorship  with  your  bank's  trust 
department.  Stop  in  for  this 
purpose  with  your  attorney  soon. 


In  peptic  ulcer... 

antacid 


therapy 

a 

new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ the  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Sick  Now,  Pay  Later? 

Should  you,  as  a physician,  accept  the  use  of  your  pa- 
tients’ bank  credit  cards  as  a means  of  paying  or  financing 
their  medical  bills? 

Whether  to  honor  these  new  bank  cards,  now  in  mount- 
ing use  throughout  most  of  the  nation,  has  posed  a serious 
ethical  question  for  physicians. 

Neither  endorsement  nor  disapproval  of  the  bank  card 
system  as  a means  of  financing  medical  expenses  should  be 
given  at  this  time.  This  is  the  opinion  of  the  Judicial 
Council  of  the  American  Medical  Association. 

It  has  stated  that  physician  participation  in  bank  card 
programs  is  not  unethical  in  and  of  itself.  Physicians  may 
ethically  accept  bank  cards  in  the  payment  of  current 
medical  bills  in  lieu  of  cash  or  check. 


However,  the  use  of  bank  cards  in  financing  medical 
fees  must  be  viewed  with  reserve  at  the  present  stage  of 
their  development.  Patients  should  not  be  denied  the  right 
to  determine  matters  of  their  personal  budgeting,  but  phy- 
sicians must  not  encourage  the  use  of  this  financing  method 
if  it  might  compromise  the  ideals  of  the  medical  profession 
or  add  to  the  financial  burden  of  patients. 

The  welfare  of  the  patient  is  the  main  determinate  in 
the  decision.  The  indiscriminate  use  of  the  bank  card 
system,  especially  in  financing  of  larger  medical  bills 
through  banks,  could  result  in  additional  cost  to  patients. 


The  Judicial  Council,  in  determining  a general  and 
uniform  rule  to  guide  the  profession,  recommends  the  fol- 
lowing principles  to  be  implemented  and  applied  as  neces- 
sary by  the  county  medical  society  for  the  guidance  of 
physicians  participating  in  bank  card  programs. 


1.  The  county  medical  society  should  be  satisfied  as  to 
the  financial  and  professional  integrity  of  the  plan.  It 
should  negotiate  with  the  plan  sponsors  to  insure  that 
service  charges  to  the  physician  are  reasonable.  It 
should  insist  that  the  plan  be  open  to  all  physicians 
on  the  same  terms  and  that  it  not  exploit  or  capitalize 
on  physicians’  participation  in  the  plan.  It  should 
advise  the  plan  that  the  listing  of  physicians  in  di- 
rectories of  participating  members  is  contrary  to  the 
ethics  of  the  medical  profession. 

2.  The  individual  physician  may  not,  because  of  his  par- 
ticipation, increase  his  fee  for  medical  service  rendered 
the  patient.  He  may  not  use  the  plan  to  solicit  pa- 
tients. He  may  not  encourage  patients  to  use  the  plan. 
His  position  must  be  that  he  accepts  the  plan  as  a 
convenience  to  patients  who  desire  to  use  it.  Plaques 
or  other  devices  indicating  participation  in  the  plan 
within  the  physician’s  office  shall  be  kept  to  a dis- 
creet and  dignified  minimum.  Plaques,  signs,  or  other 
devices  indicating  such  participation  visible  outside 
the  physician’s  office  are  unacceptable. 

3.  The  use  of  a bank  card  in  connection  with  the  pay- 
ment of  larger  fees — which  might  normally  be  paid 
to  the  physician  in  installments — is  not  to  be  en- 
couraged. All  members  of  the  Association  are  ex- 
pected to  continue  the  traditional  practice  of  per- 
mitting patients  of  limited  means  to  pay  relatively 
large  fees  in  installments  without  interest  or  carry- 
ing charges.  Out  of  respect  for  the  dignity  and  tradi- 
tions of  the  medical  profession,  the  physician  may 
not  relieve  himself  of  his  obligations  “to  render  ser- 
vice to  humanity,  reward  or  financial  gain  being  a 
subordinate  consideration.” 


Tnu'dJiaae 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg, 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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when  he  just;  can’t;  sleep 

Tuinal 

One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  and  3-grain  Pulvules 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal,  comprised  of  equal  parts  of  Seconal® 
Sodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodium 
(sodium  amobarbital,  Lilly),  is  indicated  for  prompt  and 
moderately  long-acting  hypnosis.  Not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  1 Vi  to  3 grains  at  bedtime. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Postgraduate 
Courses 

ALLENTOWN 

Management  of  the  Menopausal  Pa- 
tient; at  Allentown  Hospital,  May 
11.  1967,  10  a.m.  to  1:00  p.m.;  3 
hours  A AGP.  Contact  John  Killough, 
M.D.,  Jefferson  Medical  College,  1025 
Walnut  St.,  Philadelphia. 

Congenital  Malformations;  at  Al- 
lentown Hospital,  June  8,  1967,  10 
a.m.  to  1:00  p.m.;  3 hours  AAGP. 
Contact  John  Killough.  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  St.. 
Philadelphia. 

BETHLEHEM 

Stroke — Restoring  Performance  to 
the  Stroke  Patient;  at  St.  Luke's  Hos- 
pital; May  11,  1967,  9:30  a.m.  to 
12  Noon;  fee  $7.00;  3 hours  AAGP. 
Contact  John  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  St., 
Philadelphia. 

ERIE 

Annual  Meeting,  Wainwright  Tumor 
Clinic  Association  of  Pennsylvania;  at 

Holiday  Inn,  South  Erie,  Pa.;  May  10, 
1967,  9 a.m.  to  4:45  p.m.;  5 hours 
AAGP.  Contact  Hugh  R.  Gilmore, 
Jr.,  M.D.,  Box  90,  Harrisburg,  Pa. 

JOHNSTOWN 

The  Dysglobulinemias;  at  Cone- 
maugh  Valley  Memorial  Hospital; 
May  25,  1967,  7 to  9 p.m.;  2 hours 
AAGP.  Contact  John  Killough,  M.D., 
Jefferson  Medical  College,  1025  Wal- 
nut St.,  Philadelphia. 

PHILADELPHIA 

Annual  Scientific  Session  for  Physi- 
cians; Pa.  Heart  Association  and  Pa. 
Academy  of  General  Practice;  at 
Marriott  Motor  Hotel;  May  5-6,  1967; 
12  hours  AAGP.  Contact  David  H. 
Foster,  Pa.  Heart  Association,  Inc., 
2743  North  Front  Street,  Harrisburg, 
Pa.  17105. 

Second  Annual  Course  in  Ocular 

Cryosurgery;  Wills  Eye  Hospital,  June 
10,  1967.  Fee  $50.00.  Contact  Di- 
rector of  Medical  Education,  Wills 
Eye  Hospital,  1601  Spring  Garden 
Street,  Philadelphia  19130. 


Refresher  Course  in  Pediatrics; 

Children's  Hospital  of  Philadelphia, 
May  1 through  May  5,  1967,  held 
in  the  ballroom  of  the  Warwick  Hotel, 
selected  aspects  of  contemporary  pedi- 
atrics. Contact  The  Children's  Hos- 
pital of  Philadelphia,  Postgraduate 
Education  Committee,  1740  Bain- 
bridge  Street,  Philadelphia  19146. 

Clinical  Electroencephalography; 

sponsored  by  the  American  EEG  So- 
ciety, held  in  Philadelphia  June  5-7, 
1967.  Contact  Donald  W.  Klass, 

M. D..  EEG  Course  Director,  Mayo 
Clinic.  Rochester,  Minnesota. 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Applied  Office  Psychiatry  for  Medi- 
cal Practitioners;  Abington  Memorial 
Hospital,  successive  Tuesday  evenings 
from  7:00  p.m.  to  9:00  p.m.,  March 
7 to  May  23,  1967.  AAGP  category 
I.  contact  William  T.  Donner,  M.D., 
Abington  Memorial  Hospital.  Abing- 
ton 19001.  Fee,  $50. 

Refresher  Course  in  Pediatrics;  Chil- 
dren's Hospital  of  Philadelphia  and 
University  of  Pennsylvania  School  of 
Medicine,  May  1-5,  1967;  AAGP  27 
hours,  fee  $175.  Contact  Post  Grad- 
uate Education  Committee,  Children's 
Hospital  of  Philadelphia,  1740  Bain- 
bridge  Street,  Philadelphia  19146. 

The  New  Immunology;  St.  Chris- 
topher's Hospital  for  Children,  spon- 
sored by  Temple  University  School 
of  Medicine,  May  16-19,  1967.  Con- 
tact John  B.  Bartram,  M.D.,  St.  Chris- 
topher’s Hospital  for  Children,  260 

N.  Lawrence  St.,  Philadelphia  19133. 

PITTSBURGH 

Diseases  Due  to  Immune  Mecha- 
nisms; University  of  Pittsburgh  School 
of  Medicine,  May  22-26.  Contact  Leo 
Criep,  M.D.,  Veterans  Administration 
Hospital,  University  Drive,  Pitts- 
burgh, Pa. 

Intensive  Care  and  Resuscitation 
for  Physicians;  University  of  Pitts- 
burgh School  of  Medicine,  May  18- 
21,  1967.  Fee  $75.00.  Contact 

Campbell  Moses,  M.D.,  Director  of 
Postgraduate  Medicine,  1188  Scaife 
Hall,  Pittsburgh,  Pennsylvania  15213. 

POTTSVILLE 

Surgical  Treatment  of  Coronary  In- 
sufficiency; at  Pottsville  Hospital;  June 


8,  1967;  11:30  a.m.  to  2:00  p.m.;  2 
hours  AAGP.  Contact  John  Killough, 
Jefferson  Medical  College,  1025  Wal- 
nut Street,  Philadelphia. 

Diagnosis  and  Management  of  the 
Common  Cardiac  Arrhythmias;  Potts- 
ville Hospital  School  of  Nursing,  spon- 
sored by  the  Jefferson  Medical  Col- 
lege and  the  Pennsylvania  State  Uni- 
versity, 11:30  a.m.  to  2 p.m..  May  1 1, 
1967.  Contact  Newton  O.  Cattell, 
University  Park,  Pa.  AAGP  2 hours. 

SCRANTON 

Chronic  Pulmonary  Disease;  at 

Mercy  Hospital;  May  17,  1967,  9:30 
a.m.  to  noon;  2 hours  AAGP.  Con- 
tact John  Killough,  M.D.,  Jefferson 
Medical  College,  1025  Walnut  St., 
Philadelphia. 

ST.  DAVIDS 

Current  Concepts  in  Medicine  for 
the  Practicing  Physician;  Bryn  Mawr 
Hospital  and  Montgomery  County 
AAGP:  May  11-13,  1967.  at  the 

Treadway  Inn,  St.  Davids,  Pa.;  15 
hours  AAGP:  Contact  John  T.  Magee, 
M.D.,  The  Bryn  Mawr  Hospital.  Bryn 
Mawr,  Pa.  19010. 

WILKES-BARRE 

Oh-Gyn  Symposium;  at  Wilkes- 
Barre  General  Hospital;  May  18, 
1967,  9 a.m.  to  noon;  3 hours 
AAGP.  Contact  John  Killough.  M.D., 
Jefferson  Medical  College,  1025  Wal- 
nut St.,  Philadelphia. 

WILLIAMSPORT 

Ulcerative  Colitis;  at  Williamsport 
Hospital;  April  19,  1967;  10:00  a.m. 
to  3:30  p.m.;  4 hours  AAGP.  Con- 
tact John  Killough,  M.D.,  1025 

Walnut  St.,  Philadelphia. 

OUT  OF  STATE 

Contact  Lens  Fitting;  Institute  of 
Ophthalmology  of  the  Americas,  May 
7,  1967,  in  the  Gramercy  Park  Hotel, 
New  York,  N.  Y.,  sponsored  by  the 
New  York  Eye  & Ear  Infirmary.  Fee 
$50.  Contact  Jane  Stark,  Registrar, 
New  York  Eye  & Ear  Infirmary,  218 
Second  Avenue,  New  York,  N.  Y. 
10003. 

Clinical  Auscultation  of  the  Heart; 

Georgetown  University  School  of  Med- 
icine, May  8-12,  sponsored  by  the 
American  College  of  Physicians.  Con- 
tact W.  Proctor  Harvey,  M.D..  George- 
town University,  Washington,  D.C. 
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Current  Concepts  in  Etiology  and 
Diagnosis  of  Cancer;  American  Can- 
cer Society  at  the  Sheraton-Dallas 
Hotel,  Dallas,  Texas,  May  3,  1967, 
9 a.m.  to  5 P.M. 


Meetings 


Recent  Advances  in  Clinical  En- 
docrinology; University  of  Washing- 
ton School  of  Medicine,  May  15-19. 
Contact  Robert  H.  Williams,  M.D., 
University  of  Washington,  Seattle, 
Washington. 

Plastic  Surgery;  University  of  Cali- 
fornia School  of  Medicine,  May  26- 
27,  1967.  Contact  William  J.  Morris, 
M.D.,  Plastic  Surgery  Service,  Uni- 
versity of  California  School  of  Medi- 
cine, San  Francisco,  California. 

Clinical  Application  of  Recent  Ad- 
vances in  Electrophysiology  of  the 
Heart;  New  York  University  School 
of  Medicine  and  Medical  Center,  New 
York,  N.  Y.,  May  22-26,  1967.  Con- 
tact Charles  E.  Kossmann,  M.D.,  Di- 
rector, New  York  University  School 
of  Medicine  and  Medical  Center. 

World  Congress  of  Motoring  Medi- 
cine; sponsored  by  the  Vienna  Acad- 
emy of  Medicine,  May  7-13,  1967. 
Contact  the  Vienna  Academy  of  Medi- 
cine, Stadiongrasse  6-8,  A-1010, 
Vienna,  Austria. 

10th  Annual  Conference  of  the 
Austrian  Ophthalmological  Society; 

May  26-27,  1967.  Contact  the  Vienna 
Academy  of  Medicine,  Stadiongrasse 
6-8,  A-1010  Vienna,  Austria. 

11th  Congress  Cruise:  “Blood  Flow 
and  Blood  Clotting  Disturbances.” 

Route:  Kiel-Leningrad  ( Moscow  )- 

Aaland  - Stockholm  - Copenhagen  - Oslo- 
Leigh  (Edinburgh)-Amsterdam,  June 
3-17,1967.  Contact  the  Vienna  Acad- 
emy of  Medicine,  Stadiongrasse  6-8, 
A-1010,  Vienna,  Austria. 

International  Congress  on  Hyper- 
bary  and  Underwater  Physiology; 

sponsored  by  the  National  Centre  of 
Scientific  Research,  Marseilles, 
France,  May  29-June  3,  1967.  Con- 
tact Le  Corbusier,  8eme  Rue,  13 
Marseilles  (8),  France. 


• About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
pass  and  Erford  Road,  Lemoyne  17043. 

Pass  and  Erford  Road,  Lemoyne  17043. 


t 


Ninth  Annual  Meeting  of  the  Ameri- 
can Association  for  the  Study  of 
Headache,  June  17,  1967,  Colony 
Resort,  Atlantic  City,  New  Jer- 
sey. 

99th  Annual  Session,  Pennsylvania 
Dental  Association,  Pittsburgh 
Hilton,  Pittsburgh,  May  11-13, 
1967. 

Annual  Meeting,  American  Associa- 
tion for  Thoracic  Surgery,  St. 
Louis  Missouri,  May  16-19,  1967. 

Annual  Meeting  and  Scientific  Ses- 
sions, American  TB  & Health 
Society,  Pittsburgh,  May  21-24, 
1967. 

Annual  Meeting,  Pennsylvania  Acad- 
emy of  General  Practice,  Pocono 
Manor,  May  24-28. 


66th  Annual  Meeting  of  the  Medical 
Library  Association,  Americana, 
Miami,  Florida,  June  11-16, 
1967. 

Annual  Meeting,  American  Rheuma- 
tism Association,  New  York 
Hilton,  New  York,  June  15-16, 
1967. 

201st  Annual  Meeting  of  the  Medical 
Society  of  New  Jersey,  May  13- 
17,  1967,  Haddon  Hall,  Atlantic 
City,  New  Jersey. 

Annual  Meeting,  Pennsylvania  Aca- 
demy of  Ophthalmology  and  Oto- 
laryngology, May  17-20,  1967, 
Bedford  Springs  Hotel,  Bedford 
Springs,  Pennsylvania. 

Third  Hemispheric  Cancer  Cytology 
Congress;  May  7-11,  1967,  Wal- 
dorf Astoria  Hotel,  New  York 
City. 


The  Clinical  Cancer  Training  Group  of 
Jefferson  Medical  College 
and  Hospital 

Presents  Its 

FIRST  ANNUAL 

SYMPOSIUM  ON  BREAST  CANCER 

McClellan  Hall 
Jefferson  Medical  College 
1025  WALNUT  STREET 
PHILADELPHIA,  PENNSYLVANIA 

May  18  and  19,  1967 


MAY,  1967 
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Sinus 

frontalis 


special  formula 
for  a 

special  problem 

specifically  formulated 

V ' V' 

for  symptomatic 
relief  of  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 

It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 

It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARNER-CHIL.COTT 

Morris  Plains,  N.J. 

SINUTAB* 

for  sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  phenyltoloxamine 
citrate. 
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Write  Now 


Booklets:  Part  /,  Public  Health  Service  Grants  and  Awards, 
Fiscal  Year  1966  Funds,  available  from  the  U.S.  Govern- 
ment Printing  Office.Washington,  D.C.  20401  at  $2.00 
per  copy.  . . . Cancer  Questions,  free  of  charge  from 
the  Public  Health  Service.  Washington,  D.C.  20201.  . . . 
Health  Resources  Statistics,  1965,  available  from  the  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402,  at 
$1.25  per  copy. 

Films:  Bold  New  Approach,  depicts  a revolutionary  ap- 
proach to  the  prevention  and  treatment  of  mental  illness, 
available  for  sale  and  rental  from  the  Mental  Health  Film 
Board,  Inc.,  New  York,  or  on  free  loan  through  the  Public 
Health  Service  Audiovisual  Facility.  Communicable  Disease 
Center,  Atlanta,  Georgia.  . . . 


War  on  Measles 

Probably  more  than  two  million  American  youngsters 
suffered  measles  during  1966.  This  still-common  child- 
hood disease  that  should  be  uncommon,  causes  about 
five  hundred  deaths  a year,  leaves  many  of  its  victims 
with  deafness  or  mental  defects  and  triggers  secondary 
diseases  such  as  pneumonia  and  encephalitis. 

Yet  all  of  these  cases  could  have  been  prevented  through 
the  use  of  safe,  effective  measles  vaccines,  one  of  which 
has  been  available  since  the  spring  of  1963. 

The  same  is  true  of  the  three  hundred  cases  of  tetanus, 
164  cases  of  diphtheria  and  the  seventy-two  cases  of 
polio  which  were  reported  in  1965  by  the  United  States 
Public  Health  Service.  These  three  diseases,  a year  earlier, 
caused  238  deaths. 

The  American  Medical  Association  has  called  upon  the 
nation's  medical  societies  and  individual  physicians  to  lead 
the  battle  to  eradicate  these  easily  preventable  diseases 
by  conducting  intensive  local  immunization  campaigns  in 
cooperation  with  public  health  departments,  specialty  so- 
cieties, health  agencies  and  health  educators. 

To  encourage  such  local  efforts,  the  AMA  has  developed 
a comprehensive  kit  of  basic  communications  materials 
and  guidelines  designed  to  serve  as  the  backbone  for 
whatever  type  of  immunization  program  is  deemed  de- 
sirable locally. 

One  of  these  kits,  each  containing  approximately  twenty- 
five  basic  communications  tools  ranging  from  a letter  to 
mothers  (in  pamphlet  form)  to  materials  created  for  use 
in  the  mass  media,  has  been  sent  (March,  1967)  to 
executive  secretaries  and  secretaries  of  the  nearly  two 
thousand  state  and  local  medical  societies.  The  AMA  has 
paved  the  way  for  local  campaigns  by  issuing  timely 
releases  on  immunization  needs  to  newspapers  across  the 
nation  and  by  providing  spot  announcements  to  more  than 
five  hundred  television  stations  and  approximately  two 
thousand  radio  stations. 

Materials  contained  in  the  kit  are  keyed  toward  en- 
couraging individuals  to  obtain  immunization  from  their 
personal  physician,  but  can  also  be  adapted  by  local 
medical  societies  wishing  to  conduct  promotions  of  other 
types.  Physicians  officially  designated  to  organize  local 
programs  can  obtain  a kit  by  writing  the  Health  Educa- 
tion Department,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 


VALIUM* 

(diazepam)Roche® 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 


Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  ehlordiazepox- 
ide  HC1. 


Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d. ; severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg ; bottles  of  50  and  500. 


Roclie  Laboratories 

Division  of 

Hoffmann  - LaRoche  Inc. 
Nutley,  N.J.  07110 


IMPORTANT  NEW  INSIGHTS  INTO  HUMA1N 
RESPONSE  TO  EMOTIONAL  STRESS: 


Impressive  new  confirmation  of  the  effectiveness  of 
Valium®  (diazepam) 


Ask  your  Roche  representative  to  arrange  a 
presentation  of  this  important  and  fascinating 
new  technique  of  research  in  emotional  stress 
in  a new  methodology. . .quantitative,  objective 
measurement  with  double-blind  controls. 


tPlease  see  opposite  page  for  important 
prescribing  information. 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator) 
and  cerebral  stimulation  for  the 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert. 


iged  and  debilitated 


less  confused  and  moody.  Personal  care,  memory, 
emotional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications : There  are  no  known  contraindica- 
tions. 

Precautions : Exercise  caution  when  treating  patients 
with  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.&  Digest  Treat.  11 :617  (July)  1960. 


“First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


B*I|  Deaths 

O Edward  J.  Cook,  Shenandoah; 
University  of  Pennsylvania  School  of 
Medicine,  1922;  age  68;  died  February 
23,  1967.  Dr.  Cook  was  on  the  staff 
of  Locust  Mountain  State  Hospital  and 
a former  chairman  of  the  Board  of 
Censors  and  Board  of  Directors  of  the 
Schuylkill  County  Medical  Society. 
He  is  survived  by  his  wife,  three 
daughters  and  a son. 

John  H.  Doane,  Dallas;  University 
of  Pennsylvania  School  of  Medicine, 
1912;  age  79;  died  February  21, 
1967.  Dr.  Doane  was  the  first  medical 
director  of  the  Veterans  Administra- 
tion regional  office  in  Wilkes-Barre 
and  served  in  both  World  Wars 
as  a surgeon.  He  was  later  promoted 
to  the  rank  of  brigadier  general  in 
recognition  of  his  many  years  of  serv- 
ice. He  is  survived  by  his  wife,  three 
sons,  a daughter,  a brother  and  two 
sisters. 

O William  H.  Earnest,  Spartans- 
burg;  Medical  College  of  Virginia, 
1928;  age  67;  died  February  18,  1967. 
Dr.  Earnest  was  on  the  staff  of  Cory 
Memorial  Hospital.  He  is  survived  by 
two  sisters. 

Harry  M.  Goehring,  Pittsburgh;  Pa- 
cific Medical  College,  Los  Angeles; 
age  80;  died  November  8,  1966.  Dr. 
Goehring  is  survived  by  his  wife. 

O John  B.  Klopp,  Chester;  Hahne- 
mann Medical  College,  1925;  age  65; 
died  March  2,  1967.  Dr.  Klopp  was 
medical  director  for  the  Chester  pub- 
lic schools  for  thirty-five  years.  He 
is  survived  by  his  wife. 

O Charles  L.  Kuhn,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1936;  age  55;  died  February 
26,  1967.  Dr.  Kuhn  was  a member 
of  the  American  Board  of  Surgery 
and  a fellow  in  the  American  College 
of  Surgeons.  His  wife,  two  sons,  his 
mother  and  a brother  survive. 

O William  C.  Martin,  Union,  N.J.; 
University  of  Pittsburgh  School  of 
Medicine,  1905;  age  88;  died  Febru- 
ary 12,  1967.  Dr.  Martin  served  as 
president  of  the  Sewickley  Board  of 
Health  for  many  years  and  was  medi- 
cal inspector  for  the  Sewickley  schools. 
He  is  survived  by  his  wife,  his  daugh- 
ter, two  granddaughters  and  two  great- 
grandchildren. 


Albert  Schafenacker,  Ambler;  Hah- 
nemann Medical  College,  1921;  age 
72;  died  February  11,  1967.  Dr. 
Schafenacker  was  the  North  Wales 
school  physician  for  many  years  and 
was  associated  with  Montgomery  Hos- 
pital, Norristown.  He  is  survived  by 
one  daughter,  a son,  a sister  and  a 
brother. 

O Aaron  D,  Weaver,  Macungie; 
University  of  Pennsylvania  School  of 
Medicine,  1913;  age  79;  died  Febru- 
ary 8,  1967.  Dr.  Weaver  served  as 
president  of  the  Macungie  Board  of 
Health  for  a number  of  years  and 
was  a deputy  Lehigh  County  coroner 
in  the  1950’s.  He  is  survived  by  a 
niece  and  several  nephews. 

O Morris  N.  Kallen,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1927;  age  65;  died  February  8, 
1967.  Dr.  Kallen  was  on  the  staff  of 
St.  Agnes  and  Haverford  Hospitals. 
He  served  with  the  Medical  Corps 
during  World  War  II  and  was  a mem- 
ber of  the  American  Academy  of 
General  Practice.  Survivors  include 
a son,  a brother  and  four  sisters. 

O Ralph  E,  Fennell,  Sandy  Lake; 
Jefferson  Medical  College,  1933;  age 
60;  died  February  4,  1967.  Dr.  Fen- 
nell was  a member  of  the  staff  of 
Grove  City  Hospital.  He  is  survived 
by  his  wife,  a son,  a daughter  and 
two  sisters. 

Joseph  D’Alessio,  Monessen;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1918;  age  78;  died  February  7, 
1967.  Dr.  D’Alessio  was  chief  cardi- 
ologist at  Charleroi-Monessen  Hospi- 
tal. He  is  survived  by  his  wife,  two 
sons,  three  sisters  and  one  brother. 

O George  F.  Burkhardt,  Hazleton; 
University  of  Pennsylvania  School  of 
Medicine,  1911;  age  85;  died  Febru- 
ary 8,  1967.  Dr.  Burkhardt  was  an 
active  member  of  the  staff  of  Hazleton 
State  General  Hospital  and  directed 
the  Hazleton  Tuberculosis  Clinic.  Sur- 
viving is  a brother. 

O Samuel  I.  Adelman,  Upper  Dar- 
by; Temple  University  School  of  Med- 
icine, 1936;  age  55;  died  March  14, 
1967.  Dr.  Adelman  was  affiliated 
with  the  Philadelphia  State  Hospital 
and  the  Veterans  Administration  Hos- 
pital, Wilmington,  Delaware.  He  is 
survived  by  two  sisters,  and  two 
brothers. 


O Charles  T.  Russell,  Jr.,  Phila- 
delphia; Temple  University  School  of 
Medicine,  1908;  age  79;  died  February 
22,1967.  His  wife  survives. 

O Goldie  Fink,  Philadelphia;  Wom- 
an's Medical  College,  1924;  age  67; 
died  March  10,  1967.  Dr.  Fink  was 
on  the  staff  of  Roxborough  Memorial 
Hospital.  She  is  survived  by  her  son 
and  husband. 

O Francis  E.  Goodman,  Altoona; 
Jefferson  Medical  College,  1932;  age 
60;  died  March  3,  1967.  Surviving 
are  his  wife,  a daughter  and  two 
grandchildren. 

O T.  Lyle  Hazlett,  Coral  Gables, 
Florida;  University  of  Pittsburgh 
School  of  Medicine,  1912;  age  81; 
died  March  8,  1967.  Dr.  Hazlett  was 
head  of  the  department  of  industrial 
hygiene  at  the  University  of  Pitts- 
burgh for  fifteen  years  and  on  the 
staff  of  Braddock  General  Hospital 
and  the  Pittsburgh  Diagnostic  Clinic. 
He  was  a fellow  of  the  American  Col- 
lege of  Physicians  and  co-author  of 
Industrial  Medicine  in  Western  Penn- 
sylvania, 1935-1950.  Survivors  include 
his  wife,  two  sons  and  seven  grand- 
children. 

O Samuel  G.  Smith,  Darby;  Temple 
University  School  of  Medicine,  1923; 
age  72;  died  February  14,  1967.  Dr. 
Smith  was  a former  health  officer  and 
Board  of  Health  physician  of  Darby 
Township.  Surviving  are  his  wife  and 
two  daughters. 

O George  C.  Stamm,  Scottdale; 
Northwestern  University  School  of 
Medicine,  1931;  age  66;  died  March 
18,  1967.  Dr.  Stamm  was  a member 
of  the  staff  of  Connellsville  State  Gen- 
eral Hospital.  He  is  survived  by  a 
sister. 

O Lloyd  E.  Wurster,  Williamsport; 
University  of  Pennsylvania  School  of 
Medicine,  1914;  age  79;  died  March 
10,  1967.  Dr.  Wurster  was  consultant 
in  radiology  at  Williamsport  Hospital, 
a fellow  of  the  American  College  of 
Radiology,  past  president  of  the  Penn- 
sylvania Radiological  Society  and  a 
member  of  the  Radiological  Society  of 
North  America.  Surviving  are  three 
sons,  a daughter  and  a foster  sister. 
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PENNSYLVANIA  MEDICINE 


“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax, 

a gentle  persuasion 


DU  •430'? 


Geigy 


why  wonder  about  a drug 


when  you  know 

BECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE 

is  effective  b.Ld. 


one 

300  mg  Tablet  i 
mid-morning 


one 

300  mg  Tablet 
mid-evening 


It’s  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

) Contraindication  — History  of  hypersensitivity  to  demethyl- 
H chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
^excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
i and,  if  therapy  is  prolonged,  serum  level  determinations 
j may  be  advisable.  A photodynamic  reaction  to  natural  or 
| artificial  sunlight  has  been  observed.  Small  amounts  of 

(drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
, . toallergic  reactions  have  been  reported.  Patients  should 
I avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
- the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
fttible  organisms  may  occur.  Constant  observation  is  essen- 

I 


tial.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed,  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HC.I. 


iLEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


417-6— 407ft 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


M.D.’s  in 
The  News 

Stephen  R.  Murray,  M.D.,  Easton, 
has  been  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology  as 
a diplomate  of  the  board. 

Samuel  Harbison,  M.D.,  of  the 

University  of  Pittsburgh’s  graduate 
school  of  health,  has  been  named  Man 
of  the  Year  in  Medicine  by  the  Pitts- 
burgh Academy  of  Medicine. 

John  W.  McDonnell,  M.D.,  Sun- 
bury,  Emily  Shipman,  M.D.,  Allen- 
town, and  I.  E.  Smigelsky,  M.D.,  Mt. 
Carmel  were  awarded  plaques  in  hon- 
or of  their  fifty  years  of  service  as 
physicians  by  the  Northumberland 
County  Medical  Society. 

Donald  E.  Burkett,  M.D.,  Portage, 
is  the  recipient  of  the  Cambria  Coun- 
ty Medical  Society’s  General  Practi- 
tioner of  the  Year  award. 

Carol  Maurer,  M.D.,  Warren,  is  in- 
cluded in  Outstanding  Young  Women 
of  America,  1966  edition.  Dr.  Maurer 
is  resident  in  psychiatry  at  Warren 
State  Hospital. 

Max  J.  Trummer,  M.D.,  Springfield, 
is  the  author  of  a book  which  will 
be  published  this  spring.  The  book. 
Transplantation  of  the  Lung,  is  based 
on  seven  years  of  research  carried  out 
at  U.S.  Naval  Hospitals  in  St.  Albans, 
New  York  and  Philadelphia,  and  at 
Wyeth  Laboratories. 

Donald  J.  Jolly,  M.D.,  has  been  ap- 
pointed Pennsylvania  Commissioner 
for  Mental  Retardation.  Dr.  Jolly’s 
appointment  fills  a vacancy  created  re- 
cently when  Gerald  R.  Clark,  M.D. 
returned  to  his  position  as  head  of  the 
Elwyn  Institute  in  Delaware  County. 

George  T.  Harrell,  M.D.,  dean  of 
the  College  of  Medicine  of  the  Penn- 
sylvania State  University,  was  guest 
clinician  on  a taped-TV  program  pro- 
duced by  the  department  of  postgrad- 
uate education  of  the  Medical  College 
of  South  Carolina.  The  program 
“taught”  a class  composed  of  medical 
students  and  practicing  physicians  and 
students  at  other  medical  schools 
throughout  the  country. 

William  J.  Short,  M.D.,  had  been 
named  a physician  on  the  staff  of  the 
Ritenour  Health  Center  at  The  Penn- 
sylvania State  University.  Dr.  Short 
was  in  private  practice  in  Newville 
prior  to  his  appointment. 


Joseph  A.  Wagner,  M.D.,  Bryn 
Mawr,  is  the  recipient  of  a research 
grant  from  the  U.S.  Public  Health 
Service.  The  grant,  in  the  amount  of 
$57,000,  is  to  be  used  to  discover 
whether  drugs  can  lower  the  death 
rate  in  patients  who  have  survived  one 
or  more  heart  attacks. 

L.  W.  Earley,  M.D.,  Pittsburgh,  W. 
Benson  Harer,  M.D,,  Upper  Darby, 
Charles  L.  Leedham,  M.D.,  Harris- 
burg. Malcolm  W.  Miller,  M.D.,  Phila- 
delphia, and  Robert  I.  Wise,  M.D., 
Ph.D.,  Philadelphia,  participated  in 
the  Third  National  AMA-ANA  Con- 
ference held  recently  in  Coronado, 
California. 

Nicholas  R.  Varano,  M.D.,  Phila- 
delphia, was  reelected  for  the  third 
term  as  president  of  staff,  St.  Joseph’s 
Hospital,  Philadelphia. 

Gilson  Colby  Engle,  M.D.,  Phila- 
delphia, has  been  reappointed  a mem- 
ber of  the  Council  on  Scientific  As- 
sembly of  the  AMA.  The  Council 
is  responsible  for  scientific  programs 
and  exhibits  at  the  annual  and  clinical 
conventions  of  the  AMA. 

Sheldon  G.  Cohen,  M.l).,  Wilkes- 
Barre,  has  been  elected  historian  of 
the  American  Academy  of  Allergy. 

John  J.  Ross,  M.D.,  Philadelphia, 
has  been  installed  as  a fellow  of  the 
American  College  of  Obstetricians  and 
Gynecologists  at  its  Annual  Meeting 
in  Washington.  D.C. 

Clayton  T.  Beecham,  M.D.,  direc- 
tor of  the  department  of  gynecology 
and  obstetrics  at  Geisinger  Medical 
Center  and  currently  president-elect 
of  the  American  Association  of  Ob- 
stetricians and  Gynecologists,  was  one 
of  twenty-four  speakers  from  teaching 
centers  throughout  the  nation  par- 
ticipating in  a postgraduate  clinic  for 
general  practitioners  recently. 

Archibald  Laird,  M.D.,  Wellsboro, 
is  the  author  of  a book  entitled 
Twentieth  Century  Wildcats,  which 
deals  with  the  history  of  the  Tioga 
County  medical  units  in  the  Pennsyl- 
vania National  Guard  and  contains 
pictures  of  commanders  of  the  103rd 
Medical  Regiment  and  103rd  Medical 
Battalion  of  the  28th  Infantry  Division 
from  1920  through  1963. 

A.  Herbert  Marbach,  M.D.,  an  Al- 
bert Einstein  Medical  Center  staff  phy- 
sician, spoke  before  national  profes- 
sional meetings  of  obstetricians  and 
gynecologists  last  month  in  Washing- 
ton D.C. 


George  Macgovern,  M.D.,  Pitts- 
burgh, A.  Herbert  Marbach,  M.D., 
Philadelphia,  and  John  Joyce  III, 
M.D.,  Philadelphia  participated  in  the 
Thirty-second  Annual  Congress  of  the 
North  American  Federation,  Interna- 
tional College  of  Surgeons,  held  at 
Bal  Harbour,  Florida. 

Ernest  M.  Brown,  Jr.,  M.D.,  has 

been  elected  president  of  the  Phila- 
delphia Rheumatism  Society.  Other 
officers  elected  were:  Charles  D. 

Tourtellotte,  M.D.,  vice-president;  and 
Ronald  A.  Restifo,  M.D.,  secretary- 
treasurer. 

Dean  W.  Roberts,  M.D.,  M.P.H., 

has  been  named  director  of  the  Hahne- 
mann Medical  College  and  Hospital, 
Division  of  the  Regional  Medical  Pro- 
gram, and  professor,  community  medi- 
cine. 

Katharine  Boucot  Sturgis,  M.D., 

Philadelphia,  has  been  named  the  1967 
Penn  State  Woman  of  the  Year  by 
The  Pennsylvania  State  University.  Dr. 
Sturgis  is  president-elect  of  the  Phila- 
delphia County  Medical  Society. 

The  Albert  Einstein  Medical  Center 
has  received  a five-year  federal  grant 
of  $220,000  to 
support  a re- 
search investiga- 
tion into  the  role 
various  body  or- 
gans play  in  the 
development  of 
virus-caused  leu- 
kemia. The  in- 
vestigation will 
be  conducted  by 
Richard  Siegler, 

Bernard  C.  Gettes,  M.D.,  Cynwyd, 
has  been  appointed  to  the  position  of 
attending  surgeon  at  the  Wills  Eye 
Hospital  and  Research  Institute,  Phila- 
delphia. Dr.  Gettes  has  been  affiliated 
with  the  Wills  Hospital  since  1940  and 
has  served  as  the  director  of  the  de- 
partment of  visual  physiology. 

Harold  Lefkoe,  M.D.,  Philadelphia, 
has  been  made  visiting  consultant  in 
orthopaedic  surgery  to  the  John  F. 
Kennedy  Memorial  Hospital  in  Strat- 
ford, N.J.  He  is  an  associate  in  the 
department  of  physical  medicine  and 
rehabilitation  at  Philadelphia  General 
Hospital  and  is  a member  of  the  fac- 
ulty of  the  University  of  Pennsylvania 
School  of  Medicine. 


DR.  SIEGLER 


M.D. 
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c/ IMA  '116th  Annual  Convention- (Atlantic  City),  New  Jersey • June  18-22 ,1967 


Come  to  Atlantic  City — one  of  America’s  favorite  by  the-sea  playgrounds — and 
join  your  colleagues  at  the  AMA's  116th  ANNUAL  CONVENTION! 

Fine  hotels  and  motels,  excellent  restaurants,  plus  all  the  advantages  of  a lively 
resort  make  this  year’s  Convention  a must  for  you  and  your  family.  Atlantic  City 
provides  a superb  setting  for  a summer  classroom  and  all  the  latest  techniques 
of  modern  medicine.  Plan  to  be  one  of  the  participants  in  this  rewarding  four 
day  postgraduate  education  program. 

• Four  general  scientific  sessions  • 23  section  programs  • 575  scientific  and 
industrial  exhibits.  Lectures,  panel  discussions,  motion  pictures,  and  color  tele- 
vision. Plan  to  attend — continue  your  postgraduate  education. 

RESERVE  NOW  for  the  SCIENTIFIC  AWARDS  DINNER  in  honor  of  the  Scientific 
Award  Winners — Wednesday,  June  21,  1967.  Since  space  is  limited,  we  suggest 
you  make  your  reservations  before  June  1,  1967.  Tickets  are  $10.00  each,  pay- 
able in  advance. 

See  JAMA  May  8,  1967  for  complete  scientific  program — forms  for  advance 
registration  and  hotel  accommodations. 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  —which  provide  the 
combined  action  of  both  low-dosage  proges- 
togen and  estrogen  for  the  full  treatment  cycle 
— offer  multiple  contraceptive  action  that 
helps  explain  their  unexcelled  record  of 
effectiveness.  This  report  explores  the  sec- 
ondary protective  mechanisms  against 
unwanted  pregnancy  offered  by  combined 
hormonal  administration  and  the  importance 
of  the  progestational  agent  in  making  such 
multiple  contraceptive  action  possible. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  an 
adverse  effect  on  the  motility  and  survival 
of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  reverses  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  inhibits 
sperm  from  reaching  the  ovum  should  one  be 
released.  The  inset  in  the  adjoining  photo- 
graph shows  immobile  spermatozoa  as  they 
appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the 

estrogen-opposing  action 
of  NorinYl-1  creates  a 
hostile  cervical  mucus 


Normally  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of 
cervical  mucus.  The  mucus  at  this  time  is  profuse  and  watery  — allowing  maximum  sperm 
motility  and  promoting  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of 
mucus  decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus 
barrier  that  diminishes  the  vitality  of  the  sperm  and  impairs  its  powers  of  penetration. 

How  hostile  cervical  mucus  supports  contraceptive  action 

The  importance  of  these  observations  to  the  effectiveness  of  Norinyl-1  has  been  noted 

in  a report  on  89  patients  taking  this  medication.*  In  all  instances,  cervical  mucus  obtained 

from  cycle  day  5 to  cycle  day  29  appeared  scant  and  thick  and  exhibited 

little  or  no  Spinnbarkeit.  In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus 

may  be  sufficient  to  prevent  conception.  ‘Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  19G5. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
permits  sperm  motility... 
promotes  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Hostile  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
impairs  sperm  vitality . . . 
inhibits  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  hostile  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


An  endometrium 
unreceptive  to  nidation- 
another  supporting 
contraceptive 
action  of  NorinyM 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier?  Should  this  come  about, 
one  additional  action  of  Norinyl-1  may  protect  the  patient  from 
unwanted  pregnancy — progestogen  intake  makes  endometrial 
tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Unreceptive 
endometrium  produced 
by  Norinyl-1  _ 


When  Norinyl-1  is  administered  its  progestogen  com- 
ponent—norethindrone— accelerates  the  secretory 
phase,  suppressing  glandular  development.  From  day 
1 1 on,  secretory  action  is  no  longer  present.  The  result 
is  that  during  the  latter  half  of  the  cycle  the  endo- 
metrium becomes  unreceptive  to  egg  implantation. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


for  multiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/ mestranol 
combination 

lower  cost 


(norethindrone  lmg.  c mestranol  0.05mg.) 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  v aqinam , nonfunctional  causes  should  be 
in  mind.  In  cases  of  undiagnosed  vaginal 
< ding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hyper  menorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data , see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post 
partum  woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.) — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  an  original  steroid  from 


SYNTEXE3 


LABORATORIES  INC. .PALO  ALTO.  CALIF. 


In  Pennsylvania . . . 

These  Syntex  men  serve  the  physician 


Robert  Calvert 

Mechanicsburg,  Pennsylvania 
677-2723 


Eugene  Caporaletti 
Drexel  Hill,  Pennsylvania 
259-3947 


Uri  Carpenter 

Allison  Park,  Pennsylvania 
466-0853 


Michael  Catena 
Pittsburgh,  Pennsylvania 
653-5948 


William  Gery 

Willow  Grove,  Pennsylvania 
659-5939 


John  Leahy 

Cinnaminson,  New  Jersey 
829-9507 


John  Henry  Masters,  Jr. 
Allentown,  Pennsylvania 
433-5538 


Michael  Miglioranzi 
Tonawanda,  New  York 
694-2449 


Robert  Petruzzo 
Blue  Bell,  Pennsylvania 
646-1671 


Anthony  Muscarella 
Williamsville,  New  York 
633-8587 


INFLAMMATION 


0 

0 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  oj  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  ( after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHjOH 


Hydrocortisone 


CHs0H 

to 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the. 
acetonide  at  the  16-a. 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1*4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone —show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1-1  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 

Iflammatory  dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 

Itory  of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 

(pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 
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Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

* Complete  bibliography  on  request.  T Expressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide— an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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The  Irritable  Colon 

A discussion  of  the  relationship  between  the  psychodynamics  and  vis- 
ceral responses  associated  with  this  rather  common  intestinal  disorder 


HARRIS  R.  CLEARFIELD,  M.I). 

Philadelphia,  Pennsylvania 

Various  rare  diseases  are  receiving 
considerable  attention,  while 
many  aspects  of  the  ever-present 
irritable  colon  syndrome  go  relatively 
unnoticed.  The  protean  clinical  fea- 
tures, the  associated  emotional  dis- 
turbances, and  the  lack  of  specific 
therapeutic  agents  contribute  to  the 
air  of  confusion  surrounding  function- 
al colonic  disease  and  indicate  the 
need  for  interval  reevaluation. 

The  irritable  colon  syndrome  may 
be  defined  as  a group  of  disturbances 
of  motility  and  secretory  functions  of 
the  colon  in  the  absence  of  organic 
colonic  disease.  When  diarrhea  is  the 
predominant  symptom  the  designa- 
tion of  “functional”  diarrhea  is  oc- 
casionally used.  The  term  “mucous 
colitis”  does  not  seem  particularly  use- 
ful since  excessive  mucus  secretion  us- 
ually occurs  in  combination  with  other 
symptoms  of  the  irritable  colon  syn- 
drome. 


■ Dr.  Clearfield  is  instructor  in  medi- 
cine at  the  University  of  Pennsylvania 
School  of  Medicine  and  assistant  phy- 
sician at  the  Graduate  Hospital  of  the 
University  of  Pennsylvania,  Philadel- 
phia. 


These  functional  abnormalities  are 
a result  of  disordered  autonomic  ner- 
vous system  stimulation.  The  hypoth- 
alamus transmits  impulses  through  the 
parasympathetic  nerves  to  the  myen- 
teric plexuses  (which  regulate  contrac- 
tility) and  submucous  plexuses  (which 
control  mucus  secretion).  The  vagus 
nerve  innervates  the  gastrointestinal 
tract  down  to  a locus  in  the  mid- 
transverse  colon  known  as  Cannon's 
point,  beyond  which  the  parasympa- 
thetic stimulation  is  derived  from  the 
sacral  nerves.  This  may  explain  why 
the  proximal  colon  behaves  somewhat 
differently  than  the  distal  colon  in  re- 
sponse to  certain  drug  and  neural 

stimuli.  . . , 

Incidence 

Women  present  with  irritable  colon 
symptoms  approximately  twice  as  of- 
ten as  men.  The  age  spread  is  gen- 
erally between  twenty  and  sixty  in 
large  series,  with  25  percent  having 
more  than  a ten  year  history.  It  is 
important  to  note  that  functional 
colonic  disease  rarely  has  its  onset 
after  the  age  of  sixty,  so  that  patients 
in  this  age  group  with  the  initial  ap- 
pearance of  persistent  diarrhea,  con- 
stipation, or  abdominal  pain  usually 
have  some  organic  basis  for  their 
symptoms. 

Symptoms 

The  symptoms  may  be  traced  back 
to  a traumatic  emotional  or  physical 
event,  to  a bout  of  bacterial  or  viral 
enteritis,  or  to  the  use  of  laxatives. 
Women  occasionally  develop  their 
bowel  problems  during  menopause. 
In  many  instances,  however,  the  pa- 
tient has  no  clear  recollection  of  when 
symptoms  began,  often  stating  that 
he's  had  a “nervous  stomach”  since 
childhood. 


The  pain  pattern  varies  somewhat 
with  the  location  of  the  hypertonic 
area.  The  most  common  site  is  lower 
abdominal,  often  in  the  left  lower 
quadrant,  and  occasionally  radiating  to 
the  rectum.  This  presumably  repre- 
sents sigmoidal  spasm.  The  pain  is 
described  variously  as  crampy,  ach- 
ing, and  less  often  as  sharp.  Defeca- 
tion tends  to  relieve  the  lower  ab- 
dominal pain,  although  in  some  in- 
stances the  discomfort  may  be  exacer- 
bated by  a bowel  movement.  Con- 
stipation is  present  in  approximately 
75  percent  of  patients.  The  stools  may 
be  pencil  shaped  or  scybalous  and  of- 
ten contain  varying  amounts  of  mu- 
cus. Diarrhea  occurs  in  50  percent 
of  this  group  and  alternating  bouts 
of  diarrhea  and  constipation  are  also 
quite  common. 

Pain  may  result  from  disordered 
motility  of  the  cecum  and  ascending 
colon,  thus  producing  right  lower  and 
perhaps  right  upper  quadrant  distress. 
This  may  be  misinterpreted  as  gall- 
bladder or  ovarian  disease.  The  so- 
called  “Post-cholecystectomy  synd- 
drome,”  often  represents  the  persis- 
tence of  irritable  bowel  symptoms  af- 
ter the  removal  of  a normal  or  dis- 
eased gall  bladder. 

Spasm  in  the  proximal  descending 
colon  may  cause  gas  to  become  trapped 
in  the  splenic  flexure.  The  resulting 
inability  of  the  transverse  colon  to 
force  its  contents  through  the  distended 
and  sharply  angled  splenic  flexure  may 
produce  pain  in  the  left  upper  quad- 
rant, precordial  area,  or  shoulder. 
Some  exacerbation  after  meals  is 
noted,  due  to  concommitant  gastric 
distension  exerting  pressure  on  the 
splenic  flexure,  and  relief  may  be  ob- 
tained by  belching  or  passing  flatus. 
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Aerophagic  symptoms  can  be  elic- 
ited from  the  majority  of  patients  and 
may  constitute  the  major  complaint. 
Since  the  irritable  colon  syndrome  is 
only  part  of  the  patient’s  reaction  to 
stress,  other  symptoms  related  to 
chronic  anxiety  are  frequently  pres- 
ent, such  as  tension  headaches,  sigh- 
ing respiration,  hyperventilation  and 
insomnia. 

Physical  Examination 

The  appearance  and  behaviour 
which  we  associate  with  anxiety  or 
depression  are  often  apparent.  The 
abdominal  examination  frequently  re- 
veals a palpable  and  tender  descend- 
ing and  sigmoid  colon,  occasionally 
simulating  the  ropelike  colon  of  ul- 
cerative colitis.  The  cecum  also  may 
be  palpated  but  generally  is  not  tender. 
Sphincter  tone  is  usually  normal  and 
the  rectum  does  not  contain  feces,  in 
contrast  to  those  patients  with  simple 
constipation. 

Functional  Diarrhea 

The  construction  of  a separate 
grouping  for  patients  with  functional 
diarrhea  is  somewhat  artificial,  since 
other  symptoms  of  the  irritable  colon 
may  be  present.  The  pattern  of  fre- 
quent loose  stools,  however,  often  in 
the  morning  and  after  meals,  which 
do  not  awaken  the  patient  from  sleep 
at  night,  is  quite  characteristic.  Diar- 
rhea may  alternate  with  constipation 
or  with  normal  stools,  and  may  per- 
sist continuously  for  months  or  years. 
These  patients  do  not  present  with 
signs  of  chronic  disease.  There  is  no 
weight  loss,  fever,  anemia,  or  other 
symptoms  of  malabsorption.  Fear  of 
a bowel  accident  while  away  from 
home  is  sometimes  incapacitating  and 
may  account  for  occasional  instances 
of  paregoric  addiction. 

X-ray  Findings 

Gastrointestinal  x-rays  are  frequent- 
ly abnormal  in  patients  with  functional 
bowel  disease,  but  are  rarely  diagnos- 
tic. The  colon  may  be  contracted  so 
that  comparatively  small  amounts  of 
barium  fill  it  and  cause  regurgitation 
into  the  distal  ileal  loops.  The  instil- 
lation of  the  barium  may  reproduce 
the  patient’s  symptoms.  In  addition, 
one  finds  segmental  zones  of  narrow- 
ing and  occasionally  a loss  of  frustra- 
tions in  the  distal  colon  that  resembles 
the  picture  of  ulcerative  colitis  except 
that  the  mucosal  pattern  after  evacua- 
tion is  normal.  Fleischner  et  al.1  re- 
ported that  the  spastic  phenomena 
present  in  the  irritable  colon  may  lead 
severe  irreversible  changes  within 


the  colonic  wall  resulting  in  the  heap- 
ing up  of  large  muscular  folds  and 
narrowing  of  the  lumen.  These 
changes  may  thus  predispose  to  the 
formation  of  diverticula,  primarily  in 
the  descending  and  sigmoid  colon. 

The  progress  barium  meal  examina- 
tion may  show  evidence  of  hypermo- 
tility with  barium  arriving  at  the  right 
colon  in  less  than  an  hour.  In  those 
with  functional  diarrhea,  an  initial 
rush  of  the  barium  meal  occurs  with 
some  portion  of  the  barium  rapidly 
entering  the  colon.  The  body  of  the 
meal,  however,  remains  in  the  small 
bowel  for  a normal  period  of  time 
and  thus  accounts  for  the  lack  of  mal- 
absorption in  these  patients. 

There  is  no  good  correlation  be- 
tween the  x-ray  findings  and  the  clini- 
cal picture.  We  have  seen  perfectly 
normal  studies  in  patients  with  severe 
symptoms  and  occasionally  encounter 
markedly  “irritable  colons”  by  x-ray 
in  asymptomatic  individuals.  The 
diagnosis,  therefore,  of  the  irritable 
colon  syndrome  should  not  be  based 
solely  upon  the  x-ray  findings. 

Sigmoidoscopy 

Sigmoidoscopic  examination  in  pa- 
tients with  the  irritable  colon  syn- 
drome may  show  an  excess  mucus 
secretion  but  the  mucosa  is  usually 
normal.  It  is  difficult  to  pass  the  in- 
strument full  length  in  some  patients 
because  of  the  intense  spasm  at  the 
rectosigmoid  area,  while  air  insuffla- 
tion may  reproduce  the  patient’s  pain. 

Emotions  and  the  Colon 

Since  it  is  generally  agreed  that  the 
irritable  colon  syndrome  is  a mani- 
festation of  psychic  disturbance,  at- 
tempts to  correlate  symptoms  with 
various  emotional  states  and  personal- 
ity patterns  would  seem  a fruitful  ap- 
proach. Unfortunately,  the  results 
have  not  been  very  useful.  Various 
studies  have  served  only  to  establish 
broad  characterizations  which  are  not 
of  particular  value  in  the  treatment 
of  the  individual  case. 

Depression  seems  to  be  a common 
finding,  often  stemming  from  tension, 
resentment  or  guilt.  Many  patients 
have  obsessive-compulsive  personality 
types.  They  may  be  overly  conscien- 
tious, somewhat  rigid  and  vitally  con- 
cerned with  presenting  a conventional 
and  socially  acceptable  appearance. 
Oftentimes  they  feel  unable  to  achieve 
their  own  excessively  high  standards.2 
Symptoms  are  frequently  compounded 
by  a marked  fear  of  cancer.  Although 
we  would  expect  that  the  chronicity 
of  their  complaints  would  dispel  their 


fears,  the  cancerophobia  is  often  deep 
seated,  so  that  casual  persuasion  is 
usually  ineffective.  In  addition,  the  pa- 
tient occasionally  is  told  that  he  has 
“colitis”  and  associates  this  with  ul- 
cerative colitis  and  its  morbidity.  For 
this  reason,  in  addition  to  those  of 
more  academic  concern,  the  term 
“colitis”  should  only  be  used  in  ref- 
erence to  definite  inflammatory  pro- 
cesses in  the  colon. 

Colonic  Motility 

The  most  important  contribution  to 
our  understanding  of  the  irritable 
colon’s  pathophysiology  has  been  the 
measurement  of  colonic  motility. 
Water  filled  balloons,  and  the  more 
recent  use  of  fluid  filled  open-end 
catheters,  have  been  inserted  into  the 
sigmoid  colon,  with  continuous  record- 
ing of  contractions  and  basal  tone. 
Catheters  also  have  been  placed  in  the 
right  colon  to  provide  additional  in- 
formation. The  following  are  some  of 
the  significant  observations  recorded: 

1.  Contractions  and  increased  basal 
tone  of  the  sigmoid  colon  do  NOT 
serve  to  propel  colonic  content  dis- 
tally,  but  tend  to  retard  the  move- 
ment of  stool.  The  constipation  as- 
sociated with  the  irritable  colon  is  re- 
lated to  sigmoid  hyperactivity.3  Con- 
stipation found  in  older  patients  with 
a chronic  laxative  habit  is  often  as- 
sociated with  hypoactive  colonic  ac- 
tivity. 

2.  Patients  with  functional  diarrhea, 
if  measured  while  symptomatic,  have 
less  sigmoid  colonic  activity  than  nor- 
mal subjects.  Decreased  sigmoid  ac- 
tivity is  also  noted  in  subjects  with 
chronic  ulcerative  colitis.3  Therefore, 
the  important  factor  in  these  diarrheal 
states  is  the  loss  of  the  normal  seg- 
menting contractions  of  the  sigmoid 
colon  which  tend  to  delay  the  trans- 
port of  stool  distally.  The  normal 
mass  movement  phenomenon  is  char- 
acterized by  contractions  of  the  proxi- 
mal colon  and  relaxation  of  the  distal 
colon. 

3.  The  administration  of  metha- 
choline  chloride  (Mecholyl)  produces 
proximal  colonic  activity  with  relaxa- 
tion of  the  descending  and  sigmoid 
colon.4  Bethanechol  chloride  (Ure- 
cholineR),*  which  is  not  hydrolyzed  by 
cholinesterase,  produces  equal  activity 
in  both  portions  of  the  colon.  This 
may  indicate  that  the  left  colon  has 
a higher  concentration  of  cholinester- 
ase than  the  proximal  colon.  Patients 
with  the  irritable  bowel  syndrome 
tend  to  have  a resting  pattern  of  sig- 

* Urecholine,  Merck,  Sharp  & Dohme 
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moid  hyperactivity.  The  same  picture 
can  be  produced  in  normal  patients 
after  the  administration  of  prostig- 
mine.  Marked  hyperactivity  results  if 
prostigmine  is  given  to  patients  with 
the  irritable  colon  syndrome,  suggest- 
ing that  these  patients  may  have  a 
high  level  of  parasympathetic  activity 
or  that  their  colons  overreact  to  nor- 
mal parasympathetic  stimulation.5  Pa- 
tients with  ulcerative  colitis  react  nor- 
mally to  prostigmine,  indicating  that 
their  symptoms  are  not  related  to  in- 
creased parasympathetic  activity. 

4.  Food  normally  stimulates  peris- 
talsis in  the  small  and  large  intestine. 
There  is,  however,  no  general  correla- 
tion between  the  type  of  food  and  the 
resulting  motility  pattern.  Those  pa- 
tients who  develop  postprandial  irri- 
table bowel  symptoms  usually  have  a 
high  level  of  motility  under  resting 
conditions.6  Exaggerated  activity  is 
produced  by  the  effect  of  the  gastro- 
ileo-colic  reflex  in  these  patients.  Al- 
though we  speak  of  the  irritable  colon, 
it  is  important  to  remember  that  the 
small  bowel  participates  in  the  pro- 
duction of  symptoms  as  well.  In  ad- 
dition, pyloroduodenal  irritability  may 
occur,  resulting  in  epigastric  distress 
and  vomiting  which  may  be  misinter- 
preted as  ulcer  disease. 

Diagnosis 

It  is  fair  to  state  that  the  diagnosis 
of  the  irritable  colon  syndrome  is 
largely  one  of  exclusion.  A careful 
history  and  physical  examination  is 
axiomatic.  Detailed  gastrointestinal 
films,  sigmoidoscopy,  and  stool  ex- 
amination for  ova  and  parasites  are 
essential.  The  use  of  newer  tech- 
niques has  permitted  a specific  diag- 
nosis to  be  established  in  patients 
previously  labeled  as  “functional.” 

A significant  percentage  of  patients 
with  recurrent  abdominal  cramps,  dis- 
tension, and  diarrhea  have  been  found 
to  be  deficient  in  intestinal  lactase.7 
A lactose  tolerance  test  is  useful  in 
determining  whether  a strict  trial  of 
milk  product  restriction  might  prove 
beneficial  in  functional  diarrheal 
states. 

Older  patients  with  intermittent  ab- 
dominal pain,  often  after  meals, 
should  be  suspected  of  having  arterial 
insufficiency  of  the  mesenteric  vessels, 
or  intestinal  angina.8  The  presence  of 
an  abdominal  bruit,  weight  loss,  or  an 
abnormal  small  bowel  pattern  on 
barium  meal  examination  should  sug- 
gest the  possibility  of  mesenteric  vas- 
cular disease.  Percutaneous  selective 
arteriography  with  visualization  of 
major  aortic  branches,  in  the  hands 


of  experienced  personnel,  is  a safe 
and  essential  procedure  for  the  diag- 
nosis of  intestinal  angina. 

Nausea,  vomiting,  abdominal 
cramps,  and  diarrhea  may  also  be 
produced  by  hyperserotonemia,  either 
as  part  of  the  functioning  carcinoid 
syndrome  or  after  intravenous  admini- 
stration of  5-hydroxytryptophan,  a 
serotonin  precursor.  Some  patients 
with  the  diagnosis  of  functional  bowel 
disease  have  been  found  to  have  in- 
creased blood  serotonin  levels  and  de- 
creased excretion  of  urinary  5-hy- 
droxyindoleacetic  acid  (5-HIAA), 
possibly  due  to  a block  in  the  con- 
version of  serotonin  to  5HIAA9  A 
significant  improvement  in  this  small 
group  of  patients  was  accomplished 
with  the  use  of  anti-serotonin  agents 
such  as  cyproheptadine. 

Treatment 

Almy  10  has  emphasized  the  fact  that 
the  fundamental  abnormality  in  these 
patients  lies  not  so  much  in  their  col- 
onic behavior  but  in  their  susceptibil- 
ity to  stress-producing  life  situa- 
tions. Therefore,  the  aim  of  therapy 
is  to  tide  the  patient  over  difficult 
times  until  a more  favorable  emotion- 
al state  develops. 

In  a sense,  a thorough  investiga- 
tion may  be  the  most  important  form 
of  therapy  in  many  cases.  It  serves 
to  convince  the  patient  that  cancer 
or  other  organic  diseases  are  not  pres- 
ent and  also  indicates  that  the  phy- 
sician is  taking  the  patient’s  com- 
plaints seriously.  Reassurance  without 
adequate  studies  often  fails  to  elimi- 
nate the  patient's  fears  and  frequently 
results  in  loss  of  confidence.  In  the 
same  light,  if  formal  psychiatric  ther- 
apy is  suggested  instead  of  a com- 
plete investigation,  hostility  is  often 
encountered.  Once  the  negativity  of 
the  studies  has  been  thoroughly  im- 
pressed upon  the  patient,  superficial 
office  psychotherapy  is  usually  suffi- 
cient. 

One  of  the  most  difficult  problems 
has  been  the  study  of  drug  efficacy. 
Considering  the  vast  number  of  agents 
claimed  to  be  of  value  in  the  treat- 
ment of  the  irritable  colon  syndrome, 
the  number  of  well-controlled  clinical 
experiments  is  pitifully  small.  It  is 
often  difficult  to  judge  from  most  stu- 
dies whether  symptomatic  improve- 
ment resulted  from  the  positive  en- 
forcement given  by  the  physician  or 
from  the  pharmacologic  effect  of  the 
agent.  A reevaluation  of  currently 
available  drugs  using  placebos  and 
double-blind  techniques  is  imperative. 


Sedative  drugs  are  often  useful, 
with  the  choice  of  the  agent  depend- 
ing upon  whether  agitation  or  depres- 
sion is  predominant.  Antidepressants, 
such  as  imipramine,  have  been  parti- 
cularly useful.  Anticholinergic  thera- 
py must  be  given  almost  to  the  point 
of  tolerance  if  any  effect  on  the  bowel 
is  expected.  The  accompanying  symp- 
toms, however,  of  dry  mouth,  blurred 
vision,  and  perhaps  urinary  retention 
only  serve  to  increase  anxiety.  Al- 
though a trial  of  anticholinergics  is 
occasionally  worthwhile,  they  should 
be  stopped  if  no  improvement  occurs. 
There  are  many  widely  used  combina- 
tion sedative-anticholinergic  drugs 
available.  It  is  preferable  to  administer 
agents  individually  so  that  maximum 
effect  can  be  achieved  with  flexibility. 

A rational  approach  to  dietary  man- 
agement should  be  pursued.  There  is 
no  general  agreement  as  to  what  con- 
stitutes roughage,  let  alone  what 
roughage  does  to  the  irritable  colon. 
Nevertheless,  it  seems  prudent  to  re- 
strict the  diet  in  symptomatic  patients, 
although  these  restrictions  should  be 
relaxed  when  improvement  occurs. 
One  frequently  hears  the  patients  state 
that  they  can  eat  anything  when 
they’re  well,  and  no  doubt  they  are 
correct.  Should  symptoms  recur  the 
low  roughage  diet  can  be  reinstituted. 

Laxative  abuse  often  compounds 
the  problems  by  superimposing  hyper- 
motility on  an  already  spastic  intes- 
tinal tract.  Frequent  enemas  and  sup- 
positories may  also  induce  sigmoidal 
spasm.  Therefore,  the  aim  of  treat- 
ment for  constipation  in  patients  with 
the  irritable  colon  syndrome  should 
be  to  produce  a normal  bowl  rhythm 
with  a minimum  of  irritant  drugs.  In- 
creased fluid  intake  and  the  use  of 
hydrophils  help  to  increase  the  stool 
water  content  and  thus  makes  them 
softer  and  less  scybalous.  Dioctyl 
sodium  sufosuccinate  is  of  value  in 
patients  with  ano-rectal  disease,  and 
diphenoxylate  hydrochloride  (Lomo- 
til®)* therapy  has  been  a significant 
advance  in  the  treatment  of  functional 
diarrhea. 

Conclusions 

The  study  of  colonic  motility  has 
greatly  added  to  our  understanding  of 
the  irritable  colon’s  pathophysiology. 
We  have  not  yet  even  scratched  the 
surface  of  the  relationship  between  the 
psychodynamics  and  the  visceral  re- 
sponses, however.  We  have  very  little 
data  to  show  specifically  the  effects 
of  various  foods  on  colonic  motility 
and  symptoms.  The  discovery  of  lac- 

* Lomotil,  G.  D.  Searle  & Co. 
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tase  deficiency  suggests  that  perhaps 
other  as  yet  unknown  enzyme  defi- 
ciencies play  a significant  role.  V ari- 
ous  drugs  have  been  promoted  en- 
thusiastically without  adequately  con- 
trolled clinical  studies  to  support  their 
efficacy  and  supposed  superiority. 
Hopefully,  a combined  approach  by 
psychiatrists,  physiologists,  and  in- 
ternists will  discover  an  organic  basis 
for  the  irritable  colon  in  patients  in 
whom  it  is  presently  labelled  as  func- 
tional, and  will  provide  an  effective 
therapeutic  program  for  the  re- 
mainder. 
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Sex  Education  Expert 
to  be  Featured  Speaker 
at  AMA  Auxiliary 
Convention 

Mary  Calderone,  M.D.,  noted  pro- 
ponent of  sex  education,  will  be  one 
of  the  speakers  at  the  44th  Annual 
Convention  of  the  Woman’s  Auxiliary 
to  the  AMA,  June  18-22,  in  Atlantic 
City.  Convention  headquarters  will  be 
the  Shelburne  Hotel. 

Dr.  Calderone’s  talk,  “Sex  Educa- 
tion: Goals  and  Means,”  is  sched- 


uled for  Tuesday  morning,  June  20, 
according  to  Mrs.  Asher  Yaguda, 
Newark,  N.  J.,  Auxiliary  president. 

Also  speaking  on  Tuesday  will  be 
Charles  L.  Hudson,  M.D.,  AMA 
president.  Dr.  Hudson’s  talk  will  be 
made  at  the  luncheon  honoring  Auxili- 
ary past  presidents  and  AMA  officers 
and  trustees.  The  Auxiliary’s  contri- 
bution to  AMA-ERF  will  be  presented 
at  that  time,  as  well  as  awards  to 
county  and  state  AMA-ERF  winners. 

Mrs.  Yaguda  and  Mrs.  Karl  F. 
Ritter,  Lima,  Ohio,  president-elect, 
will  be  honored  at  a reception  Sun- 
day, June  18.  Mrs.  Ritter  will  be  in- 
stalled Wednesday,  June  21. 


Other  convention  highlights  will  be 
"The  Little  Workshop,”  a question- 
and-answer  session  on  Auxiliary  pro- 
grams, and  reports  on  community  ser- 
vice, international  health  activities, 
health  careers,  legislation,  mental  and 
rural  health  and  safety-disaster  pre- 
paredness projects.  State  auxiliary 
presidents  will  discuss  outstanding 
local  programs  at  the  Monday  and 
Tuesday  sessions. 

The  Auxiliary  will  also  sponsor  a 
teen-age  program  for  children  of  phy- 
sicians and  guests  attending  AMA  con- 
vention, held  concurrently  with  the 
Auxiliary  meeting.  A Sunday  after- 
noon mixer  and  pool  party  are  among 
the  events  planned. 
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in 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6  — 3614 


wien  me  battle  with  bacteria  is  in  the  G.  u.  tract 


Artist's  conception  of  acute  infection 

showing  G.U.  pathogens  with  predominance  of  E.  coli. 


consider  Gantanoi  (sulfamethoxazole) 


For  vigorous  treatment  of 
G.U.  infections  before  the  in- 
vaders become  entrenched  . . . 

Gantanoi  (sulfamethoxazole) 
offers  a comprehensive  spec- 
trum of  antibacterial  effec- 
tiveness against  most  com- 
mon gram-negative  as  well  as 
gram-positive  invaders.  In  ad- 
dition, it  provides  satisfactory 
concentrations  in  the  blood 
and  urine  with  ready  diffusion 
into  interstitial  fluids  for  antibacterial  activity  at  foci 
of  bacterial  invasion. 

High  antibacterial  activity  against  E.  coli  and  other 
common  urinary  pathogens. ..A  review  of  153  cases  of 

acute  G.U.  infections  reported  in  the  literature  shows 


that  90%  responded  to  Gantanoi  (sulfamethoxazole), 
with  over  one-half  of  these  patients  showing  excellent 
relief  of  symptoms.1'2  Even  in  stubborn  chronic  G.U. 
infections,  almost  60%  of  450  patients  improved  on 
Gantanoi  (sulfamethoxazole),  including  many  who  had 
not  responded  to  other  antibacterials.1'6 

Generally  uncomplicated  therapy  enhances  the  favor- 
able clinical  results. ..Of  the  total  686  patients  from  the 
studies  cited,1'6  only  three  discontinued  therapy  be- 
cause of  side  effects.  Most  of  the  side  effects  reported 
(approximately  3%)  were  mild  and  included  nausea 
and/or  vomiting,  skin  rash,  dizziness,  headache,  gas- 
tritis, generalized  uneasiness  and  itching.1'6 

1.  Peters,  J.  H.:  J.  Urol.,  87:747,  1962.  2.  Draper,  J.  W.,  et  al.:  South. 
M.  J.,  57:920,  1964.  3.  Stewart,  B.  L.:  J.  Urol.,  87:491,  1962.  4.  Hag- 
strom,  R.  S.:  Rocky  Mountain  M.  J.,  59: (2) , 37,  1962.  5.  Arnold,  J.  H.: 
Clin.  Med.,  71: 552,  1964.  6.  Nelson,  C.  G.:  Colorado  GP,  3: (3) , 2,  1961. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindicated  in  sulfonamide-sensitive  patients, 
pregnant  females  at  term,  premature  infants,  or  new- 
born infants  during  first  three  months  of  life. 

Warnings:  Use  only  after  critical  appraisal  in  patients 
with  liver  damage,  renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  If  toxic  or  hypersensitivity  reac- 
tions or  blood  dyscrasias  occur,  discontinue  therapy.  In 
ntermittent  or  prolonged  therapy,  blood  counts  and 
iver  and  kidney  function  tests  should  be  performed. 

Precautions:  Observe  usual  sulfonamide  therapy  pre- 
cautions, including  maintenance  of  an  adequate  fluid 
ntake.  Use  with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with  impaired  renal 
(unction  should  be  followed  closely  since  renal  impair- 
ment may  cause  excessive  drug  accumulation.  Occa- 
sional failures  may  occur  due  to  resistant  microorgan- 
sms.  Not  effective  in  virus  or  rickettsial  infections. 

Averse  Reactions:  Headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancreatitis,  blood  dyscra- 
sias, neuropathy,  drug  fever,  skin  rash,  Stevens-John- 


son  syndrome,  injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  or  crystalluria  may  oc- 
cur, in  which  case  the  dosage  should  be  decreased  or 
the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d. 
or  t.i.d.  depending  upon  severity  of  infection.  Children 
— 1 tablet/20  lbs  initially,  followed  by  V2  tablet/ 20  lbs 
b.i.d. 


How  Supplied:  Tablets,  0.5  Gm, 
bottles  of  50. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


when  there  are  bacterial  invaders  in 
the  bladder,  prostate  or  kidneys 


Gantanoi 

( sulfamethoxazole ) 


seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 


SEARLE 


Research  in  the  Service  of  Medicine 


Did  Dorothy  Larson  show  you 
her  ankles  in  private? 

Now  she  shows  them  in  public. 


Your  office  examination  would  have  confirmed 
that  Mrs.  Larson  was  up  to  her  knees  in  edema.  Her 
heart  was  beginning  to  fail.  And  her  ankles  had 
disappeared  under  an  inch  of  salty  water. 

Along  with  digitalis,  you  might  have  prescribed 
Hygroton.  To  get  rid  of  the  edema.  And  to  keep  it 
from  coming  back.  And  you  prescribe  Hygroton  the 
same  way  you  usually  prescribe  digitalis:  just  once 
a day. 

Tablet  for  tablet,  Hygroton  is  just  about  the  most 
effective  diuretic  going.  And  it  costs  a fraction  of 
what  Mrs.  Larson  would  have  to  spend  for  equiva- 
lent therapy  with  short-acting  diuretics. 

In  fact,  Hygroton  is  an  awfully  nice  way  to  treat  the 
Mrs.  Larsons  in  your  practice.  Just  tell  them  you 
can  get  their  ankles  back  at  half  price. 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 
Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 


Warning  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 


tensive agents  by  at  least  one-half.  Discontinue  i 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electro  I 
imbalance  and  potassium  depletion  may  occur:  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  disc 


in  patients  receiving  corticosteroids,  ACTH,  or  digi-  postural  hypotension,  constipation,  leukopenia,  throm- 
>.  Salt  restriction  is  not  recommended.  bocytopenia,  agranulocytosis,  impotence,  dysuria.  tran- 

3 Effects:  Dizziness,  weakness,  nausea,  vomiting.  sient  myopia,  skin  reactions,  including  urticaria  and 

erglycemia.  hyperuricemia,  headache,  muscle  cramps,  purpura,  epigastric  pain,  or  G.l.  symptoms  after 

prolonged  administration. 


Average  Dosage  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  1 00  mg  6524-V(B) 

For  full  details,  see  prescribing  information. 


. . .so  you  might  say 
Hygroton 

is  good  public  relations 
for  Mrs.  Larson 


Because  it  gets  her  out  in  public  in  the  first  place. 

At  43,  Mrs.  Larson  worries  about  appearances  and 
swollen  ankles  don't  help. 

But  Hygroton's  cosmetic  effect  is  only  half  the 
story.  Hygroton  and  digitalis  therapy  helps  her  get 
back  in  the  swing  of  things.  Gives  her  a second 
wind  Gets  rid  of  the  extra  pillow  she  needed  for  a 
good  night's  sleep.  Now  she  even  likes  to  take 
walks.  Justforthefun  of  it! 

When  hertroubles  began,  Mrs.  Larson  thoughtthey 
were  the  signs  of  the  change  of  life.  It's  a change 
all  right,  but  one  you  can  treat.  And  you  can  count 
on  Hygroton  to  help  keep  her  in  public  instead  of 
in  the  hospital. 

See  preceding  pages  for  brief  summary 
of  prescribing  information. 
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Sickle  Cell  Disease  and  Pregnancy 

Documentation  is  offered  for  the  deleterious  effect  of  pregnancy  on 
the  course  of  sickle  cell  disease 


RUSSELL  K.  LAROS,  M.D. 

Philadelphia,  Pennsylvania 

In  the  past  ten  years  several  reports 
have  appeared  suggesting  that  preg- 
nancy will  frequently  terminate  fa- 
tally for  women  with  sickle  cell  (SC) 
disease.  This  report  on  a series  of 
prenatal  patients  screened  for  SC  dis- 
ease analyzes  the  fetal  and  maternal 
outcome  of  patients  found  to  have  this 
hemoglobinopathy. 

Materials  and  Methods 

In  the  spring  of  1962,  the  follow- 
ing screening  program  was  instituted: 
(1)  all  Negro  patients  registering  in 
the  prenatal  clinic  had  a sickle  cell 
preparation  done  at  their  first  visit; 
(2)  an  attempt  was  made  to  perform 
a hemoglobin  electrophoresis  on  each 
patient  with  a positive  sickle  cell  prep- 
aration; (3)  patients  found  to  have 
SC  disease  were  cautioned  as  to  pos- 
sible complications.  These  patients 
were  followed  closely,  and  hospital 
admission  was  prescribed  for  any  pre- 
natal complication.  The  sickle  cell 
preparations  and  the  hemoglobin  elec- 
trophoreses for  this  study  were  done 
on  a routine  basis  by  the  hospital  hem- 
atology laboratory. 

All  prenatal  patients,  including 
those  found  to  have  SC  disease,  were 
given  a prenatal  vitamin  preparation 
and  oral  ferrous  sulfate  in  a dose  of 


■ Dr.  Laros  is  associated  with  the 
department  of  obstetrics  and  gyne- 
cology at  Temple  University  School 
of  Medicine  and  Hospital,  Philadel- 
phia. At  the  present  time  he  is  in 
military  service. 


200  mg.  t.i.d.  The  only  other  medi- 
cations given  to  patients  with  SC  dis- 
ease were  those  appropriate  for  treat- 
ment of  subsequent  prenatal  complica- 
tions. 

The  records  of  all  patients  with  SC 
disease  discovered  in  the  screening 
program  were  analyzed  in  detail  for 
maternal  and  fetal  outcome.  The  rec- 
ords of  a second  group  of  women 
with  SC  disease  were  also  analyzed. 
In  this  latter  group,  the  diagnosis  of 
SC  disease  was  made  because  of  a 
complication  of  the  hemoglobinopathy 
rather  than  by  the  screening  program. 

Results 

As  a result  of  the  screening  pro- 
gram. sickle  cell  preparations  were 
performed  on  3,701  prenatal  patients. 
There  were  some  prenatal  patients 
who  escaped  screening,  and  every  pos- 
itive sickle  preparation  was  not  eval- 
uated by  a hemoglobin  electro- 
phoresis. 

TABLE  I details  the  results  of  the 
screening  program.  The  incidence  of 
hemoglobin  S in  this  group  of  pa- 
tients was  9 percent,  which  compares 
favorably  with  previously  reported  in- 
cidences.1- 2>  3> 4 

Seven  patients  were  found  to  have 
SC  disease;  their  histories  are  detailed 
in  TABLE  n.  This  is  an  incidence 
of  0.0189  percent,  which  is  also  in 
agreement  with  previous  reports.5  Be- 
cause sixty-three  patients  with  positive 
sickle  preparations  did  not  have  elec- 
trophoreses done,  it  is  possible  that 
the  incidence  of  SC  disease  might 


have  been  slightly  higher.  None  of 
these  seven  patients  was  aware  of  her 
hemoglobinopathy  prior  to  being 
screened.  In  case  14,  however,  the 
diagnosis  had  been  made  in  1960  dur- 
ing investigation  of  puerperal  anemia, 
bone  pain,  and  pneumonia. 

These  seven  women  had  a total  of 
thirty-five  pregnancies  yielding  thirty- 
three  live  births  (thirty-two  living  chil- 
dren, one  neonatal  death  in  a pre- 
mature twin).  There  were  two  abor- 
tions, one  stillbirth,  and  one  intra- 
uterine fetal  death  secondary  to  ma- 
ternal demise.  Other  than  abortion 
and  fetal  death  there  were  nineteen 
significant  maternal  complications  in 
the  thirty-five  pregnancies — a com- 
plication rate  of  54.4  percent.  Anemia, 
bone  and  joint  pain,  and  urinary  tract 
infection  were  the  most  frequent 
complications.  The  one  episode  of 
anemic  crisis  (patient  No.  7)  was  a 
hemolytic  crisis  precipitated  by  sulfo- 
namide therapy;  this  patient  had  a co- 
incidental glucose-6-phosphate  dehy- 
drogenase deficiency.  One  maternal 
death  occurred  among  these  seven  pa- 
tients, yielding  a maternal  mortality 
of  14.3  percent.  This  case  is  reported 
in  detail  below. 

The  histories  of  seven  additional 
women  with  SC  disease  who  had  had 
pregnancies  are  summarized  in 
TABLE  III.  Three  diagnoses  (cases  1, 
9 and  13)  were  made  during  preg- 
nancy or  in  the  puerperium  because 
of  a complication  of  SC  disease.  The 
remaining  four  had  the  diagnosis  of 
SC  disease  made  in  the  non-pregnant 
state.  These  women  had  a total  of 


FABLE  I 

Screening  for  SC  Disease  on  3,701  Prenatal  Patients 
(Positive  sickle  preparations) 


Sickle  Prep  Positive 

Hemoglobin  Type 

A+S 

S-Thal. 

ss  SC 

A+S?* 

333 

257 

3 

3 7 

63 

9% 

6.9% 

0.008% 

0.008%  0.0189% 

1.76% 

* — sickle 

prep  positive  but 

not  followed 

by  electrophoresis 
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TABLE  II 

Results  of  Pregnancy  in  Patients  Discovered  by  Screening  Program  to  have  SC  Disease 
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Symptoms  During  Pregnancy  Comments 

4 5 6 7 8 9 10  11  12  13  14  15 


10 

245866 

38 

15 

14 

13 

0 

0* 

0* 

s*  0* 

0*  0* 

0*  X*  0*  0*  u u 

0 A B 

4 

189554 

32 

8 

8 

8 

0 

0* 

0* 

0 0* 

A P 

A A 
U P 

6 

295843 

23 

3 

4 

3 

0 
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0 

A 

2 

297863 

27 

4 

3 

3 

p 

P 

p 

P P 

X 

7 

300052 

21 

1 

1 

1 

P,A 

P 

Anemia  at  first 

A 

visit;  UTI 

C 

treated  with 

U 

sulfa;  crisis 
ppt.  by  sulfa; 
G6PDH  Def. 

12 

H-5429 

22 

1 

0 

0 

0 

Z 

p 

Maternal  death 
at  32  weeks — 
see  text 

14 

215685 

27 

3 

3 

3 

P,A 

A 

A 

A 

Y 

Z 

U 

A — anemia-Hct.  30%  or  less;  B — 3rd  trimester  bleeding;  C — crisis-  rapid  fall  in  Hct.  usually  associated  with  bone  pain;  H — postpartum 
hemorrhage;  M — megaloblastic  anemia;  0 — none;  P — bone  pain;  S — stillbirth;  T — toxemia;  U — upper  and  lower  urinary  tract  infection;  X — 
abortion;  Y — hematuria;  Z — pneumonia. 

*— delivery  elsewhere,  symptoms  by  history  only. 

** — Temple  University  Medical  Center 


TABLE  III 

Results  of  Pregnancy  in  Patients  with  SC  Disease — Diagnosis  Not  Made  During  Screening  Program 
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Symptoms  During 
Pregnancy 

2 3 4 5 6 7 8 


Comments 


1 

291310 

30 

5 

5 

4 

5 

3121465 

18 

1 

1 

1 

9 

274531 

34 

8 

6 

6 

13 

260212 

23 

4 

4 

4 

3 

323204 

29 

6 

5 

5 

8 

173644 

24 

2 

2 
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311160 

24 

4 

3 

3 

P 0*  0*  Z*  0 P 
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0* 

X* 

A* 

X* 

0*  A*  A 

C 

M 

0 

0* 

A 

A 

A 

P 

0* 

0* 

A* 

X* 

A* 

0 

0* 

0* 

0 

A* 

A*  A*  A* 

Not  screened;  uncomplicated  course 
till  38  weeks;  bone  pain  and  anemic 
crises  felt  to  be  a megaloblastic  crisis 
Diagnosis  while  admitted  with  infec- 
tious hepatitis  three  years  after  preg- 
nancy 

Unregistered;  admitted  in  labor  with 
marked  anemia;  diagnosis  at  that  time 
— megaloblastic  anemia 
Diagnosed  postpartum 
Tubal  ligation  after  sixth  pregnancy; 
diagnosed  on  medical  admission  for 
evaluation  of  anemia 
Diagnosed  incidentally  (on  orthopedic 
admission  for  aseptic  necrosis  of  fe- 
moral head) 

Ruptured  ectopic  pregnancy  during 
fourth  pregnancy;  diagnosis  at  that 
time 


c ......  .^  ,aZ  B -rd  tr,lPester  bleeding;  C — crisis;  H — postpartum  hemorrhage;  M — megaloblastic  anemia;  0 — none:  P — bone  and  joint  pain: 

- stillbirth;  T— toxemia;  U— urinary  tract  infection;  X— abortion;  Y— hematuria;  /.—pneumonia. 

*— delivery  elsewhere. 

** — Temple  University  Medical  Center 
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thirty  pregnancies  which  resulted  in 
twenty-six  live  births,  three  abortions 
and  one  ectopic  pregnancy.  Fourteen 
pregnancies  (46.6  percent)  were  com- 
plicated; again  anemia  was  the  major 
complication.  The  two  anemic  crises 
(cases  1 and  9)  were  megaloblastic 
rather  than  specifically  due  to  the  pres- 
ence of  SC  hemoglobin. 

If  the  fourteen  patients  are  con- 
sidered collectively,  the  maternal  mor- 
tality is  7.1  percent.  Thirty-three 
pregnancies  were  complicated  (exclud- 
ing abortion,  stillbirth  and  ectopic 
pregnancy)  giving  a 50.8  percent 
complication  rate. 


Case  Report 

The  maternal  death  (case  12)  oc- 
curred in  a twenty-two-year  old  primi- 
gravida  who  registered  in  the  clinic 
during  the  twenty-second  week  of 
gestation.  Her  past  medical  history 
was  unremarkable.  Physical  exami- 
nation was  normal  and  compatible 
with  a twenty-two-week  intra-uterine 
gestation.  Laboratory  studies  re- 
vealed: Hemoglobin  (Hgb.)  13;  hem- 
atocrit (Hct.)  37  percent;  white  blood 
count  (WBC)  6,500;  serology — non- 
reactive; urinalysis — normal  with  spe- 
cific gravity  of  1,014;  blood  type — 
A+;  Chest — normal;  cytology — class 


2,  sickle  cell  preparation — positive; 
electrophoresis — S-46.5  percent,  C- 
53.5  percent,  F-2.3  percent. 

The  patient  made  four  prenatal  vis- 
its and  was  found  to  be  progressing 
normally  on  each  occasion.  She  was 
last  seen  in  clinic  during  the  thirtieth 
week  of  gestation,  five  days  prior  to 
her  death.  History  obtained  from  her 
family  indicates  that  she  was  well  un- 
til thirty-six  hours  prior  to  her  death, 
at  which  time  she  developed  fever, 
chills  and  dyspnea.  She  was  seen  by 
a local  physician  who  prescribed  an 
injection  of  antibiotics.  She  died  at 
home  twenty-four  hours  later. 


TABLE  IV 

Number  of  Maternal 


Reference 

Patients 

Maternal  Results 

Fetal  Results 

Death 

Abrams,  et  al 17 

3 

all  3 — mild  anemia;  1 mild  and  2 severe  anemic 
crisis;  1 CVA 

no  mortality 

0 

Alper,  et  al 18 

1 

postpartum  anemic  crisis  with  fever  and  coma; 
complete  recovery 

no  mortality 

0 

Anderson,  et  al 19 

7 

total  of  17  pregnancies;  2 — mild  joint  pain;  1 — 
splenic  infarction 

not  reported 

0 

Burchmore,  et  al 20 

1 

anemia;  chest  pain;  pneumonia 

no  mortality 

0 

Curtis  13 

16 

by  history,  43  pregnancies;  mild  anemia  in  greater 
than  one  half;  5 — anemic  crisis;  18 — bone  pain; 
10 — infarction  or  embolization 

52%  fetal 
survival 

4 

Edington  15 

3 

3 maternal  deaths 

not  reported 

3 

Fullerton,  et  al 12 

190 

megaloblastic  anemia;  severe  acute  anemia  with- 
out apparent  cause  (?  sequestration);  bone  marrow 
and  fat  emboli 

not  reported 

17 

Henderson,  et  al 18 

3 

1 — bone  pain,  anemia,  and  pyelonephritis;  2 — 
anemic  crisis 

2 normal  fetuses 
1 intrauterine 
demise 

2 

McCurdy  1 

14 

significant  increase  in  pyelonephritis  and  post- 
partum hemorrhage 

not  reported 

0 

Rivers,  et  al 10 

25 

87  pregnancies — 14  complications:  pneumonia — 
1;  bleeding — 1;  toxemia — 1;  hematuria — 3;  jaun- 
dice— 1;  severe  bone  pain — 2;  anemia — 5 

69 — living 
3 — stillborns 
17 — abortions 

0 

Rywlin,  et  al 14 

1 

anemia,  bone  pain,  coma  and  pulmonary 

intrauterine 

death 

1 

Snacker,  et  al 21 

4 

19  pregnancies:  osteomyelitis — 1;  hematuria — 1; 
anemic  crisis — 2;  pneumonia — 1 

not  reported 

0 

Molina,  et  al 22 

1 

anemic  crisis 

not  reported 

1 

present  series 

14 

67  pregnancies — 33  complications 
See  Tables  I and  II 

59  living 
5 — abortions 

1 

1 — ectopic 
1 stillborn 
1 — unknown  death 
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Post  mortem  examination  was  per- 
formed with  the  following  significant 
findings: 

On  gross  examination  the  right  lung 
weighed  220  gms,  the  left  390  gms. 
The  parenchyma  of  both  lower  lobes 
had  the  consistency  of  liver.  On  sec- 
tioning, the  color  was  red-purple  with 
the  cut  surfaces  bulging  upward  and 
having  a granular,  dry  appearance. 
The  upper  lobes  bilaterally  and  the 
right  middle  lobe  showed  increased 
firmness,  decreased  crepitus,  dark  red 
mottling,  and  a copious  amount  of 
frothy  fluid  oozed  from  the  cut  sur- 
faces. The  reproductive  system  was 
normal;  the  uterus  containing  a fe- 
male fetus,  40  cms  in  length  and  1150 
gms  in  weight.  The  membranes  were 
intact  and  the  placenta  normal.  There 
were  no  apparent  congenital  anoma- 
lies. The  spleen  was  abnormally  firm 
and  weighed  545  gms. 

On  microscopic  examination,  sec- 
tions of  the  bronchi  showed  dilatation 
of  vessels  by  erythrocytes,  but  no 
other  significant  abnormalities.  The 
vessels  of  the  lungs  were  dilated  with 
erythrocytes,  most  of  which  were  in 
a sickled  shape.  The  alveoli  of  the 
upper  lobes  contained  granular  and 
homogeneous  eosinophilic  material 
and  a few  lipid  and  pigment-laden 
macrophages.  The  alveoli  of  the  lower 
lobes  were  packed  with  fibrillary, 
eosinophilia  material,  polymorphonu- 
clear leukocytes,  lymphocytes,  and 
amorphous  debris.  There  were  areas 
of  confluent  necrosis  of  the  aveolar 
walls  in  both  lower  lobes.  There  were 
no  emboli  of  fat  or  bone  marrow. 
The  sinusoids  of  the  spleen  were 
markedly  dilated  with  sickled  erythro- 
cytes and  some  interstitial  hemorrhage 
was  noted.  The  placenta  was  normal 
except  for  the  presence  of  sickled 
erythrocytes  in  the  intervillous  spaces. 
The  cause  of  death  was  felt  to  be 
lobar  pneumonia,  both  lower  lobes,  of 
undetermined  etiology.  Bacteriologic 
and  viral  studies  were  not  performed. 

Discussion 

In  1953  Smith  and  Conely 4 sug- 
gested that  pregnancy  may  exert  a 
deleterious  effect  on  the  woman  with 
SC  disease.  Since  that  time  there  have 
been  reports  dealing  with  one  or  more 
pregnancies  in  269  women  with  SC 
disease.  This  report  adds  fourteen  ad- 
ditional patients. 

TABLE  IV  summarizes  the  results 
of  pregnancy  in  these  283  women. 
It  can  be  seen  that  mild  anemia,  ane- 
mic crisis,  megaloblastic  anemia,  bone 
and  joint  pain,  and  bone  marrow  in- 
farction and  embolization  have  been 


frequent  maternal  complications.  The 
severe  and  life-threatening  complica- 
tions have  largely  occurred  during  the 
third  trimester  or  in  the  puerperium. 
The  combination  of  bone  pain  and 
anemic  crisis  in  late  pregnancy  ap- 
pears to  be  a very  foreboding  sign. 

Twenty-nine  deaths  occurred  during 
pregnancy  in  the  283  women  sur- 
veyed. This  is  a maternal  mortality 
of  10.3  percent:  a formidable  figure. 

TABLE  V details  the  causes  of 
death  in  the  twenty-nine  mortalities. 
Bone  marrow  infarction  with  marrow 
and  fat  embolization  was  the  most 
frequent  cause  of  death,  with  megalo- 
blastic anemia  a close  second.  Bone 
marrow  infarction  with  embolization 
has  been  occasionally  reported  in  sick- 
le cell  disease 8 but  it  now  appears 
that  this  is  a far  more  common  oc- 
currence. It  is  significant  that  no 
cases  of  marrow  infarction  with  death 
have  been  reported  in  SC  disease  ex- 
cept in  association  with  pregnancy. 


The  exact  pathophysiology  of  SC 
disease  during  pregnancy  is  not  clear. 
It  has  been  suggested  that  in  addition 
to  decreased  oxygen  tension  and  de- 
creased pH,  leukocytosis,  hyperther- 
mia, bacteremia,  venous  stasis,  and  in- 
creased metabolism  predispose  to 
tactoid  formation.7-  8 Hemoglobin  C, 
in  contrast  to  hemoglobin  A,  signifi- 
cantly augments  the  tactoid  formation 
of  hemoglobin  S.  Many  of  the  above 
factors  which  alter  the  in  vivo  and 
in  vitro  behavior  of  SC  hemoglobin 
are  normally  present  during  preg- 
nancy, and  they  in  part  may  be  re- 
sponsible for  the  altered  course  of  SC 
disease  during  pregnancy. 

The  frequent  finding  of  a slightly 
elevated  reticulocyte  count,9  a normal 


to  mildly  elevated  serum  bilirubin,10 
and  an  increased  urine  and  fecal 
urobilinogen  excretion  8 is  evidence  of 
a chronic,  low-grade  hemolytic  process 
in  SC  disease.  Movitt  11  suggests  that 
the  average  red  cell  life  span  is  thirty 
days,  which  would  indicate  a hemo- 
globin turnover  five  times  greater  than 
normal.  Theoretically,  this  would  re- 
quire an  increase  in  folic  acid  metabo- 
lism. 

Fullerton’s  clinical  findings  in  190 
patients  with  SC  disease  indicate  an 
increased  folic  acid  requirement.  He 
was  impressed  with  the  increased  inci- 
dence of  megaloblastic  anemia  in  his 
patients  and  felt  that  the  use  of  thera- 
peutic doses  of  folic  acid  reduced 
maternal  morbidity  and  mortality.12 
He  describes  two  groups  of  patients: 
those  cared  for  before  and  after  the 
institution  of  routine  folic  acid  for  all 
pregnant  women  with  SC  disease  and 
anticoagulation  for  patients  developing 
bone  and  joint  pain  during  pregnancy. 


In  the  first  group  there  was  a 14.1 
percent  maternal  mortality,  while  in 
the  second,  this  was  reduced  to  4.9 
percent.  There  was  also  a marked 
reduction  in  the  incidence  of  megalo- 
blastic anemia  in  the  second  group. 

Summary  and  Conclusions 

Our  experience,  combined  with  that 
in  the  literature,  leaves  little  doubt 
that  pregnancy  exerts  a deleterious  ef- 
fect on  the  course  of  SC  disease.  The 
incidence  of  maternal  death  was  7.15 
percent  in  our  combined  scries  (or 
14.3  percent  in  the  series  of  screened 
patients).  This  is  indeed  a formidable 
figure. 

Approximately  50  percent  of  our 
patients’  pregnancies  were  compli- 


TABLE  V 

Causes  of  Maternal  Death  in  Women  with  SC  Disease 


Number 

References 

Bone  marrow  infarction  with  marrow 

9 

13,  12,  14, 

and  fat  emboli 

9,  18 

Amniotic  fluid  embolus 

1 

13 

Right  heart  failure  with  pulmonary  edema 

3 

15,  16 

Megaloblastic  Anemia 

7 

12 

Acute  sequestration 

2 

12,  16 

Hepatitis 

1 

12 

Eclampsia 

1 

12 

Sepsis 

1 

12 

Hepatic  coma 

1 

12 

Pneumonia 

1 

present  study 

Unknown 

2 

8.  15 

Total 

29 

76 
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cated.  The  most  frequent  complica- 
tions were  anemia,  bone  and  joint 
pain,  and  urinary  tract  infection.  We 
find  no  adverse  affect  on  fetal  out- 
come or  in  the  incidence  of  abortion. 

Of  the  three  cases  of  anemic  crisis 
(cases  1,  7 and  9),  two  were  on  the 
basis  of  megaloblastic  anemia  and  one 
secondary  to  a glucose-6-phosphate 
dehydrogenase  deficiency.  This  em- 
phasizes the  importance  of  not  label- 
ling an  anemic  crisis  as  hemolytic 
secondary  to  SC  hemoglobin  without 
careful  investigation. 

The  normally  increased  demand  for 
hemoglobin  synthesis  in  patients  with 
SC  disease,  and  the  tendency  for  preg- 
nant women  to  develop  folic  acid  de- 
ficiency, gives  rationale  to  the  routine 
use  of  folic  acid  in  these  patients  dur- 
ing pregnancy.  Fullerton’s  results  and 
the  occurrence  of  megaloblastic  ane- 
nia  in  two  of  our  patients  tend  to 
bear  this  out. 

Routine  screening  for  SC  disease  is 
indicated  in  all  Negro  women,  espe- 
cially during  pregnancy.  These  pa- 
tients should  be  made  aware  of  the 
maternal  risk  involved  and  should  re- 
ceive meticulous  prenatal  care. 
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Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy, 
Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 

'As  shown  by  in  vitro  studies. 

1.  Cmnden.  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 

65:311  (Feb.)  1953. 
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Hazards  of  Elective  Surgery  in 
Idiopathic  Thrombocytopenic  Purpura 

A case  report  emphasizes  the  advisability  of  splenectomy  prior  to 
elective  surgery  in  chronic  ITP  patients  to  avoid  excessive  blood  loss 

FRANCIS  H.  STERN,  M.D.,  NORMAN  W.  HENRY,  M.D.,  and  EDWARD  A.  BARBIERI,  M.D. 

Philadelphia,  Pennsylvania 


This  report  describes  the  manage- 
ment of  a case  of  chronic  idio- 
pathic thrombocytopenic  pur- 
pura (ITP)  with  supporting  laboratory 
data  and  spleen  pathology.  The  severe 
episodes  of  bleeding  extending  over 
nineteen  years  emphasize  the  hazards 
of  elective  surgery  prior  to  splenecto- 
my. 

Case  Report 

The  patient,  a twenty-four-year-old 
white  woman,  first  presented  on  May 
10,  1965  with  excessive  bleeding  fol- 
lowing a tooth  extraction  three  days 
earlier.  She  was  a known  bleeder 
since  early  childhood.  At  age  five  a 
tonsillectomy  was  postponed  three 
times  because  of  prolonged  bleeding 
time  and  blood  clotting  time.  At  age 
seventeen,  following  the  delivery  of  a 
female  child,  she  bled  for  almost  two 
and  one-half  weeks,  and  was  given 
three  units  of  blood.  In  1962  she  had 
dilatation  and  curettage  for  hyper- 
menorrhea.  Shortly  after  this  a second 
uterine  cavity  curettage  was  performed 
to  control  menorrhagia  and  metro- 
rrhagia. This  also  was  followed  by 
severe  uterine  bleeding  and  coincident 
purpura  of  the  extremities  which  per- 
sisted for  two  days.  Subsequently, 
sulfonamide  therapy  for  a respiratory 
condition  was  associated  with  purpura 
of  several  days  duration. 

The  familial  history  indicates  the 
possibility  of  an  hereditary  connec- 
tion; a paternal  grandfather  who  died 
at  age  seventy-five  was  a known 
bleeder,  and  a paternal  aunt  had  a 
splenectomy  in  1939  for  episodes  of 

■ Dr.  Stern  is  in  private  practice, 
specializing  in  internal  medicine,  car- 
diology and  geriatrics. 

Dr.  Barbieri  is  instructor  in  surgery 
at  the  University  of  Pennsylvania 
School  of  Medicine  and  senior  attend- 
ing surgeon  at  St.  Joseph’s  Hospital, 
where  Dr.  Henry  is  director  of  the 
department  of  pathology. 


bleeding.  The  aunt,  now  age  seventy, 
is  living  and  apparently  well. 

Physical  examination  revealed  a ro- 
bust woman  with  a smooth  milky- 
white  skin.  Her  weight  was  149%  lbs. 
Blood  pressure  was  102/64.  There 
was  no  bleeding  from  mucous  mem- 
branes of  the  nose  or  gums,  but  there 
was  persistent  oozing  from  the  site  of 
a 2nd  molar  extraction  in  the  right 
lower  jaw.  Purpuric  eruptions  were 
noted  on  the  lower  extremities.  The 
spleen  was  not  palpable.  Pertinent 
hematologic  data  and  other  laboratory 
determinations  are  shown  in  the 
TABLE. 

Thorough  questioning  excluded  the 
possibility  of  symptomatic  purpura 
caused  by  chemical,  vegetable,  animal 
or  physical  agents  with  the  exception 
of  the  sulfonamide  episode.  Nothing 
in  the  history  suggested  leukemia, 
anemia  or  splenic  disorder.  There  was 
no  history  of  infections  or  other  condi- 
tions that  would  produce  symptomatic 
purpura.  A bone  marrow  aspiration 
was  advised  but  the  patient  refused. 

A single  intramuscular  (IM)  injec- 
tion of  80  units  of  corticotropin  was 
given  and  16  mg.  methylprednisolone 
daily  (4  mg.  q.i.d.)  was  prescribed. 
On  May  1 1 there  was  still  slight  ooz- 
ing from  the  tooth  extraction  site.  On 
May  13  the  bleeding  had  ceased  com- 
pletely and  the  purpura  had  disap- 
peared. Platelet  count  on  this  date 
was  145,000/cu.mm,  with  a bleeding 
time  of  5 minutes.  The  tourniquet 
test  was  still  positive.  Methylpred- 
nisolone dosage  was  reduced  to  4 mg. 
daily.  The  diagnosis  on  this  date  was 
ITP. 

On  May  17  there  was  no  purpura 
or  bleeding  from  the  gums,  nose, 
vagina  or  rectum.  On  May  24  the 
thrombocyte  count  had  increased  to 
240.000/ cu.mm.  Methylprednisolone, 
4 mg.  daily,  was  continued. 

On  June  24,  without  consent  and 
contrary  to  our  advice,  a 3rd  molar 


was  extracted  from  the  right  upper 
jaw  and  again  there  was  excessive 
bleeding.  The  following  day,  the 
bleeding  time  was  6'  40",  the  platelet 
count  was  220,000/cu.mm,  and  there 
was  no  clot  retraction  after  twenty- 
four  hours.  Eighty  units  of  corti- 
cotropin IM  was  given  and  40  mg. 
oral  hydrocortisone  daily  prescribed 
(10  mg.  q.i.d.).  By  July  1,  the  bleed- 
ing had  stopped. 

On  July  5 the  patient  sustained  2nd 
degree  sunburn  to  both  thighs  and 
ankles,  with  pitting  edema  over  the 
dorsum  and  ankles  of  both  feet.  A 
tourniquet  test  was  positive.  There 
was  a scattering  of  purpuric  eruptions 
on  the  right  thigh.  The  therapy  was 
conservative  and  the  patient  responded 
well  in  five  days. 

The  patient  was  in  an  automobile 
accident  on  July  26  and  received  soft 
tissue  injuries  of  the  right  hip,  right 
lumbosacral  area  and  neck.  Roent- 
genograms showed  no  fractures  or  dis- 
locations. Purpuric  eruptions  on  the 
patient’s  abdomen,  thighs  and  right 
wrist  were  not  associated  with  the 
direct  trauma  of  the  accident.  Lab- 
oratory determinations  showed:  bleed- 
ing, 4'  50";  platelet  count,  200,000/ 
cu.mm.,  and  clot  retraction  still  absent 
after  twenty-four  hours.  Three  50  mg. 
IV  injections  of  hydrocortisone  21- 
phosphate  were  given  (6  hour  inter- 
vals) to  produce  a rapid  adrenocorti- 
cal response.  Methylprednisolone  dos- 
age was  increased  to  12  mg.  daily  (4 
mg.  t.i.d.).  The  purpura  on  the  ab- 
domen and  thighs  persisted  until 
August  13. 

On  August  30,  hypermenorrhea  be- 
gan and  persisted  for  two  and  one- 
half  weeks.  Laboratory  findings  dur- 
ing this  time  were:  hematocrit,  37%; 
red  blood  count  (RBC),  4,225.000, 
and  white  blood  count  (WBC),  6,000 
to  8,300  with  normal  differential.  The 
patient  was  advised  that  because  of 
her  ITP  no  uterine  cavity  curettage 
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TABLE 


Laboratory  Determinations 

Normal  Values 

1965 

1966 

May  10 

Jan.  6 

Feb.  1 

Apr.  14 

Tourniquet  test 

Negative 

Positive 

Negative 

Negative 

Bleeding  time  (Duke) 

1-3' 

5'  10" 

2'  20" 

2'  10" 

2'  5" 

Coagulation-venous  (Lee  & White) 

6-10' 

8'  30" 

6' 

Platelet  count — cu.mm. 

250-500,000 

110,000 

223,000 

245,000 

405,000 

Clot  retraction 

Pres  2-4  hrs 

Abs  24  hrs 

Abs  24  hrs 

Pres  4 hrs 

Pres  2 hrs 

Prothrombin  time  (Quick) 

10"-20" 

12" 

23" 

12" 

Prothrombin  consumption 

above  20-25" 

normal 

normal 

Thromboplastin  generation 

9"-16" 

normal 

12.3" 

normal 

Fibrinogen 

above  125  mg 

130  mg 

Bone  Marrow  aspiration 

Abnormal 

Hematocrit 

36-47% 

36% 

40%  42% 

Red  Blood  count 

4.3-5.5  x 1 0'1 

4,800,000 

4,750,000  4,790,000 

White  Blood  count 

5-10,000 

6,600-norm 

6,600-norm  6,050-norm 

Urinalysis — sp  gr 

1.015-1.025 

1.024 

1.020 

1.022 

PH 

4.7-8.0 

6 

5 

6 

Glucose 

Negative 

Negative 

Negative  Negative 

Protein 

Negative 

Negative 

Negative  Negative 

or  other  surgical  procedure  should  be 
performed  before  splenectomy  because 
the  resultant  bleeding  would  probably 
be  severe. 

Another  episode  of  severe  hyper- 
menorrhea  began  on  December  22  and 
on  January  5 the  patient  was  admitted 
to  St.  Joseph’s  Hospital.  Laboratory 
studies  performed  at  admission  are 
shown  in  the  TABLE.  Laboratory 
studies  of  a sternal  bone  marrow  as- 
piration disclosed  abnormalities  typi- 
cal of  ITP  as  described  in  the  recent 
publication  by  the  Council  of  Hema- 
tology of  the  American  Society  of 
Clinical  Pathology.1 

On  the  basis  of  history,  clinical  find- 
ings and  laboratory  data,  a splenec- 
tomy was  performed  on  January  10. 
The  patient  did  not  require  platelet 
transfusions  or  fresh  whole  blood 
either  pre-  or  post-operatively.  A gen- 
eral anesthetic  was  used  with  careful 
intubation  of  the  trachea  to  avoid 
tracheobronchial  bleeding. 

The  spleen  weighed  160  gm.  and 
measured  1 1 cm.  x 6.5  cm.  x 4 cm. 
The  capsule  was  intact  and  was 
opaque  dull-gray  with  a large,  old  in- 
farcted  area  in  the  midportion.  The 
cut  surface  revealed  a wedgeshaped 
lesion  which  was  firm,  tan-white  and 
sharply  demarcated.  The  borders  of 
this  lesion  were  yellow  with  a dark 
red  margin.  The  remaining  paren- 
chyma was  firm,  moist  and  purplish- 
red. 


Microscopic  examination  of  the 
lesion  revealed  a characteristic  infarct 
having  a shadowy  resemblance  of  the 
original  architecture  bordered  by  a 
fibrous  connective  tissue  reaction  and 
focal  hemosiderin  deposition  in  phag- 
ocytic cells. 

The  architecture  of  the  red  pulp 
was  not  unusual  with  the  exception  of 
the  increase  of  scattered  eosinophils. 
The  most  important  feature  was  in 
the  white  pulp  with  a partial-to-com- 
plete  replacement  of  the  lymphoblasts 
and  monocytes  by  clusters  and  sheets 
of  reticulum  cells.  Interspersed  be- 
tween these  were  masses  or  eosino- 
philic or  hyalin-staining  material,  pos- 
sibly a globulin  protein.  The  central 
arterioles  revealed  moderate  endothe- 
lial cell  proliferation  and  thickened 
walls. 

Characteristic  spleen  pathology  in 
ITP  shows  either  normal  histologic 
architecture  or  mild  reticulum  cell 
hyperplasia.  This  case  showed  the  ef- 
fects of  chronicity  and  the  histologic 
findings  in  the  malpighian  bodies — 
splenic  follicles  constituting  the  white 
pulp. 

Uterine  bleeding  ceased  almost 
within  1 hour  post-operatively.  After 
an  uneventful  recovery,  the  patient 
was  discharged  from  the  hospital  on 
January  20. 

On  February  1,  the  patient  reported 
that  she  had  had  a menstrual  period 


which  lasted  three  days.  She  required 
only  three  sanitary  pads  daily  whereas 
before  splenectomy,  she  used  12-15 
pads  daily.  Laboratory  determinations 
(TABLE)  were  normal.  No  medication 
was  prescribed  and  the  patient  was 
clinically  well. 

On  February  11,  she  had  a clot 
retraction  time  of  four  hours.  On 
February  12,  the  first  post-operative 
tooth  extraction  was  performed.  This 
was  uneventful  and  free  from  bleed- 
ing. 

Laboratory  studies  of  the  patient’s 
six  and  one-half-year-old  daughter 
February  19,  1966  were  within  normal 
values:  hematocrit,  40%;  hemoglobin, 
13  gm.;  RBC,  4,600.000/cu.mm.; 
WBC,  9,100  with  normal  differential; 
platelet  count,  395,000/ cu.mm.;  bleed- 
ing time,  2'  2";  coagulation,  5'  40"; 
prothrombin  time,  10";  clot  retraction 
— present  1 hr.  10".  Apparently  this 
child  shows  no  indication  of  following 
the  familial  pattern  at  this  time. 

Summary 

This  case  report  emphasizes  that 
splenectomy  is  advised  in  chronic  ITP 
patients  prior  to  elective  surgery  to 
avoid  the  hazards  of  severe  and  pro- 
longed bleeding. 
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Modern  Management  of  the  Menopause 

This  deficiency  disease,  caused  by  lack  of  ovarian  hormone,  should  be 
treated  throughout  life  by  estrogen  replacement  therapy 

MARIO  A.  CASTALLO,  M.D. 

Philadelphia,  Pennsylvania 


There  are  many  terms  applied  to 
that  time  of  life  when  ovarian 
function  ceases.  Menopause, 
climacteric  and  “change  of  life”  are 
the  most  commonly  used. 

The  word  climacteric  is  derived 
from  the  Greek  word  “klimacterikos,” 
meaning  the  steps  of  a staircase,  and 
suggests  critical  periods  of  human  life, 
in  which  great  changes  are  supposed 
to  take  place  in  the  human  constitu- 
tion. That  is  where  the  saying  “change 
of  life”  most  likely  has  its  derivation. 

One  must  think  of  the  menopause 
as  being  less  and  less  of  bleeding:  less 
frequent  periods,  and  less  volume  of 
bleeding.  Any  “plus”  in  this  age  pe- 
riod, that  is,  more  bleeding,  more  fre- 
quent bleeding,  bleeding  between  pe- 
riods, the  return  of  periods,  or  any 
signs  of  abnormality  of  bleeding 
should  be  investigated,  not  only  by 
vaginal  and  pelvic  examination,  but 
also  by  dilation  and  curettage,  to  rule 
out  any  changes  in  the  endometrium, 
especially  cancer.  The  Papanicolaou 
smear  does  not  rule  out  carcinoma 
of  the  endometrium.  The  test  is  a 
study  of  cells  found  in  the  cervix  and 
vagina;  the  cells  of  endometrial  car- 
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cinoma  seldom  are  found  in  the 
vagina. 

During  this  time  about  25  percent 
women  have  symptoms.  Vaso- 
motor phenomena  occur  in  the  major- 
ity, headache  in  one  third;  and  the 
remainder  have  insomnia.  In  explain- 
ing these  phenomena  to  our  patients, 
we  try  to  make  them  realize  that  a 
series  of  adjustments  occur  through- 
out one's  entire  lifetime.  The  first  is 
the  adjustment  to  adolescence  and  its 
mixed  emotions;  the  second  is  the  ad- 
justment to  marriage  and  the  multi- 
faceted problems  of  sexuality,  co- 
existance,  and  confinement;  the  third 
is  the  adjustment  to  rearing  children, 
and  the  fourth  is  the  adjustment  to 
aging. 

The  title  “Modern  Management  of 
the  Menopause”  was  chosen  because 
it  has  been  proved  that  the  vulvar, 
vaginal  and  urethral  atrophic  changes, 
the  cardiovascular  problems  and  the 
occurrence  of  osteoporosis  in  the  older 
female  population  are  directly  due  to 
estrogen  deficiency.  These  changes 
have  become  more  apparent  in  the 
last  thirty  years,  because  at  the  present 
time  the  average  woman  in  the  United 
States  has  a life  expectancy  of  75.2 
years.  An  average  of  nearly  thirty 
years  of  her  life  is  spent  in  an  ovarian 
hormone  deficiency  state  after  the 
menopause  has  been  established. 

It  has  been  shown  by  M.  E.  Davis 
et  al.1  that  estrogens  given  over  a long 
time  will  prevent  atherosclerosis  in  the 
menopausal  patient.  These  findings 
were  corroborated  by  Higano  et  al.3  in 
a study  of  one  hundred  and  two 
women  who  had  been  subjected  to 
bilateral  oophorectomy,  without  re- 
placement estrogen  therapy.  They 
found  that  twenty-six,  or  approxi- 
mately 25  percent  of  this  group,  had 
developed  cardiovascular  disease  with- 
in two  years  of  removal  of  their 
ovaries.  In  forty-five  patients  who  also 
had  bilateral  oophorectomy,  but  who 
had  adequate  estrogen  replacement, 
only  three  patients  developed  cardio- 
vascular disease  over  a similar  period 


of  time.  From  these  and  many  other 
reports  in  the  current  literature,  it 
appears  that  after  the  cessation  of 
ovarian  activity,  coronary  artery  dis- 
ease and  cardiovascular  disease  may 
be  a major  affliction  in  women  when 
estrogens  are  not  replaced. 

In  a report  entitled  Estrogens  and 
The  Aging  Process,  M.  Edward 
Davis  2 and  his  associated  radiologists 
showed  that  osteoporosis  was  present 
in  25  percent  of  menopausal  women. 
These  investigators  have  developed 
new  and  simple  instruments  to  mea- 
sure bone  changes,  and  have  definitely 
proved  that  post-menopausal  osteo- 
porosis is  prevented  or  retarded  by 
estrogen  replacement,  as  compared  to 
a control  group  not  receiving  estrogen. 
Lack  of  estrogens  causes  local  skin 
changes  of  great  magnitude,  as  in 
atrophic  vaginitis,  and  changes  in  the 
labia  majora  and  minora,  and  can 
also  be  a factor  in  causing  stenosis 
of  the  urethra. 

Diethylstilbestrol  was  introduced  in 
the  United  States  in  1938,  and 
Premarin®*  in  1942.  These  drugs 
are  inexpensive,  and  give  us  the  oppor- 
tunity to  practice  preventive  medicine 
in  post-menopausal  women,  as  has 
been  authenticated  above. 

Some  twenty  years  ago  we  began 
giving  cyclic  estrogen  therapy  to 
women  at  the  menopause  to  allay 
symptoms,  and  to  cure  and  prevent 
local  vaginal  atrophic  changes.  We 
have  continued  this  treatment  as  a I 
preventive  measure  in  several  thou- 
sand women.  We  were  successful  in 
controlling  symptoms,  but  we  were  j 
not  aware  of  the  profound  anatomical 
and  physiological  good  which  we  were 
doing  at  the  same  time,  until  the  recent 
published  surveys,  only  a few  of  which 
are  mentioned  in  this  presentation. 
The  usual  dosage  we  prescribe  for  our 
patients  is  0. 1 milligram  of  Stilbestrol 
daily  for  ten  days  of  the  month,  and 
then  adjust  the  dosage  from  five  to 
twenty  days  of  the  month  according 
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to  the  vaginal  and  physiological  re- 
sponse. 

The  accumulation  of  clinical  reports 
that  have  appeared  in  the  literature 
should  allay  the  doubts  of  those  who 
fear  that  the  use  of  estrogenic  sub- 
stances over  a period  of  years  may 
cause  cancer.  F.  T.  Rhoades,  M.D.4  of 
Detroit  reported  to  the  American 
Medical  Association  in  June  of  1966 
that  a compilation  of  five  separate 
studies  comprising  more  than  1,400 
women  who  took  estrogens  for  as  long 
as  twenty-five  years,  only  five  genital 
cancers  occurred,  although  the  pro- 
jected expectation  was  ninety-six  cases 
in  the  regular  population.  A lower 
incidence  of  endometrial  cancer  may 
be  expected  in  years  to  come  accord- 
ing to  certain  investigators.  Studies 
reported  by  Kistner  et  al.5  entitled 
“Carcinoma  of  the  Endometrium — A 
Preventable  Disease?”  prove  that  dur- 
ing hormone  cyclical  therapy,  atypi- 
cal endometrium  is  transformed  to  a 
normal  pattern. 

Reported  undesirable  effects  of 
estrogen  therapy,  such  as  breast  ten- 
derness, nausea,  gastrointestinal  upset, 
pelvic  congestion,  and  uterine  bleed- 
ing can  be  controlled  by  the  careful 
adjustment  of  drugs,  dosage,  and  the 
use  of  enteric  coated  pills.  We  have 
found  that  the  infinitesimal  dosages  of 
Stilbestrol  which  we  employ  have  been 
adequate  to  accomplish  the  desired 
effect.  In  a few  isolated  cases  injec- 


tion therapy  is  used,  but  these  are 
exceptions  to  the  rule. 

We  are  convinced  that  the  extremely 
large  cyclic  doses  of  hormones  power- 
ful enough  to  bring  on  menstruation 
in  this  group  are  unnecessary.  In  our 
practice  small  dosages  of  estrogenic 
substances  are  adequate,  in  most  in- 
stances, to  maintain  the  patient  in  a 
physiologically  normal  condition.  We 
do  not  routinely  take  vaginal  smears 
to  ascertain  estrogen  response.  This 
is  usually  easily  ascertained  by  clinical 
observation,  although  a smear  is  easily 
obtained. 

We  advocate  a complete  physical 
examination  of  women  at  definite  six 
month  intervals  during  the  menopaus- 
al period,  at  which  time  the  doctor 
should  discuss  with  them  their  many 
problems,  which  are  often  far  beyond 
the  local  manifestations  of  estrogen 
deficiency  and  cessation  of  menstrua- 
tion. This  is  where  the  gynecologist 
and  family  doctor  can  do  so  much 
prophylactically  in  the  psychosomatic 
aspects  of  the  aging  process.  This  is 
why  in  our  practice  we  see  obstetrical 
and  gynecological  patients  during  the 
same  office  hours,  that  we  might  al- 
low the  gynecological  patient  with 
problems  the  time  to  sit  and  “talk 
out”  her  frustrations  and  fears.  It  is 
the  responsibility  of  her  personal  phy- 
sician to  take  care  of  the  entire 
woman,  not  only  as  a counselor  but 
also  in  the  management  of  the  meno- 


pause and  for  the  next  thirty  or  more 
years  of  her  life  to  assist  her  in  adjust- 
ing to  the  aging  process,  with  all  of 
its  implications. 

Summary 

Since  the  life  span  of  woman  ex- 
tends approximately  30  years  beyond 
cessation  of  ovarian  function,  it  has 
been  proved  by  many  surveys  that  the 
lack  of  estrogens  not  only  produces 
local  vaginal  changes,  but  also  bone 
and  cardiovascular  changes.  Small 
doses  of  estrogens  should  be  given  in 
a cyclical  manner  to  every  woman  as 
a prophylactic  replacement  measure 
unless  contraindicated.  This  de- 
ficiency disease,  due  to  lack  of  ovarian 
hormone,  should  be  treated  through- 
out her  lifetime  by  replacement  ther- 
apy, just  as  diabetes  is  treated  as  a 
deficiency  disease  of  the  pancreas. 

The  dangers  of  cyclical  estrogen  re- 
placement have  been  dispelled  by 
many  studies  appearing  during  the 
past  several  years. 
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Parents  Education  at 
Children's  Hospital 

“We  have  proven  our  belief  that 
parents,  in  most  cases,  are  essential 
to  their  child’s  recovery  from  illness,” 
states  Mrs.  Edith  L.  Amend,  R.N., 
coordinator  of  the  Parents  Education 
Department  of  The  Children’s  Hospi- 
tal of  Philadelphia. 

The  Department  of  Parent  Educa- 
tion, one  of  the  hospital’s  newer  de- 
partments, was  established  in  1961.  It 
was  developed  because  the  nursing 
staff  believed  that  parents  are  a vital 
part  of  the  medical  and  professional 
team  who  all  work  together  to  make 
a child  well. 

“Frequent  comments  by  medical, 
surgical  and  administrative  staff  veri- 
fy the  values  of  the  program,”  Mrs. 
Amend  said.  “In  addition,  personnel 
on  nursing  units  have  observed  the 


lessening  of  parental  anxieties.  These 
factors,  I think,  substantiate  the  worth 
of,  and  need  for,  the  Parent  Educa- 
tion Program. 

“Objectives  of  the  program  are:  to 
make  hospitalization  as  beneficial  as 
possible  for  both  children  and  parents; 
promote  effective  parent-child-nurse 
relationships;  help  the  nursing  staff 
become  more  aware  of  the  problems 
and  feelings  of  parents,  and  assist  the 
nursing  staff  in  teaching  parents.” 

“Parents  are  told  what  to  expect 
during  hospitalization.  The  child  also 
must  learn  what  to  expect.  The  older 
child  is  told  not  only  what  will  happen 
to  him  but  also  why  certain  proce- 
dures will  be  used.” 

“To  a youngster,  hospitalization  can 
be  a traumatic  experience,”  Mrs. 
Amend  continued.  “This  is  especially 
true  for  one  who  is  too  young  to 
understand  an  explanation  or  whose 


parents  are  unable,  perhaps  because 
of  their  own  anxieties,  to  prepare  him 
for  what  he  is  to  undergo. 

“It  has  been  learned  that,  with  pre- 
admission orientation,  both  parents 
and  patients  become  less  apprehensive 
because  of  better  understanding,”  Mrs. 
Amend  said. 

Before  admission  of  a child,  par- 
ents, accompanied  by  the  patient-to- 
be,  attend  a conference  with  Mrs. 
Amend. 

Conferences  cover  every  known  de- 
tail of  the  specific  hospitalization:  ad- 
mission procedures,  hospital  routines 
and  regulations,  medications,  anesthe- 
sia, pre-  and  postoperative  care,  ex- 
pected bleeding,  patient  activity,  phy- 
sical features  of  the  hospital,  dis- 
charge of  the  patient  and  home  care 
to  be  followed  after  his  discharge. 

The  hospital  has  received  many  let- 
ters from  parents  expressing  their  ap- 
preciation of  the  program. 
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The  "Difficult"  Patient 

Unless  a patient’s  hidden  anxieties  and  needs  are  recognized,  the  diffi- 
cult situation  is  the  end  result  of  the  physician-patient  interaction 


O.  EUGENE  BAUM,  M.I). 

Philadelphia,  Pennsylvania 

Recently,  in  thinking  about  the 
problem  of  how  to  handle  the 
"difficult”  patient,1  I wondered 
who  the  “good”  patients  were.  Among 
them  were  those  who  established  im- 
mediate rapport,  communicated  easily, 
revealed  chief  complaints  and  perti- 
nent history,  cooperated  readily  with 
physical  and  laboratory  studies,  and 
accepted  the  diagnosis  with  mimimum 
to  do.  They  then  proceeded  to  follow 
therapy  instructions,  got  well  within  a 
reasonable  time  table,  cooperated  in 
the  follow-up,  gratefully  acknowl- 
edged the  “good”  care  they  got  and 
paid  the  bill  on  time.  If  in  addition 
the  patients  were  attractive,  educated, 
had  an  interesting  vocation,  and  social 
prestige,  this  added  “frosting  to  the 
cake.”  An  extra  bonus  was  their 
spreading  the  word  around  as  to  how 
marvelous  we  were  personally  and  pro- 
fessionally. With  that  the  phantasy 
ended. 

Rapport  and  communication  is  a 
two-way  process;  “it  takes  two  to  tan- 
go.” It  is  important  to  keep  in  mind 
that  the  ideal  patient  is  a phantasy. 
People  vary  in  intelligence,  education, 
personality,  the  degree  to  which  they 
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can  trust  and  communicate,  and  their 
ability  to  understand  what  is  planned 
for  and  communicated  to  them.  In 
addition,  there  is  a certain  amount  of 
expectation  on  their  part  as  to  what 
will  be  found  and  what  will  be  done 
which  will  affect  their  response.  The 
doctor,  therefore,  has  to  be  very  skill- 
ful, flexible,  perceptive,  adept,  patient, 
and  an  understanding  person  in  order 
to  be  able  to  “tango”  smoothly,  as 
opposed  to  “tangling”  unsmoothly  with 
so  many  different  kinds  of  people. 
The  art  of  medicine  is  not  learned  in 
the  laboratory,  a textbook,  or  even 
in  an  article  such  as  this,  but  is  de- 
pendent on  the  personality,  experience, 
maturity  and  security  of  the  physi- 
cian. The  degree  to  which  he  under- 
stands people  and  their  psychological 
defenses,  and  his  ability  to  observe  on 
all  levels  will  enhance  this  skill. 

Rapport,  and  the  therapeutic  bridge 
between  the  doctor  and  the  patient,  is 
affected  by  many  factors.  Let’s  take  a 
look  at  some  of  them.  The  patient 
may  be  frightened,  and  unintentional- 
ly leave  out  certain  significant  parts 
of  his  history.  He  may  misinterpret 
the  questions.  His  manner  may  ex- 
press annoyance,  or  sweetness  and  in- 
gratiation, defiance  or  agreeableness, 
passivity  or  need  to  control,  accord- 
ing to  his  usual  defensive  makeup 
when  he  is  anxious.  He  may  have  a 
“chip  on  his  shoulder”  because  an- 
other member  of  the  family  had  a 
poor  experience  with  doctors,  or  he 
may  sit  back  and  wait  for  magical, 
omniscient  words  of  wisdom  because 
of  the  doctor’s  fine  reputation.  The 
patient  may  be  seductive,  or  react  as 
if  the  doctor  is  getting  too  intimate 
or  fresh.  Any  of  these  reactions  will, 
of  course,  color  his  responses  and 
what  he  “gives”  to  the  doctor. 

What  about  the  physician?  If  he 
is  tired  and  discontent  because  of  ex- 
tra professional  problems,  he  will  be 
more  sensitive,  and  his  own  defences 
will  be  mobilized.  If  he  reacts  nega- 
tively in  any  way,  or  is  too  charmed 
by  the  patient,  his  objectivity  and  per- 
ceptiveness will  be  diminished.  The 


less  he  understands  about  the  problem, 
the  more  difficulty  he  will  have  in 
being  flexible  and  helping  overcome 
the  communication  block. 

Two  clinical  vignettes  at  this  point 
may  be  of  interest.  A man  in  his 
early  forties  proved  to  be  a “difficult” 
patient  for  his  internist  and  for  me. 
Over  a period  of  months  he  had  been 
having  increasing  difficulty  sleeping, 
getting  up  very  early  and  going  to 
work  hours  ahead  of  the  usual  time. 
Then  one  day  he  developed  chest  pains 
and  he  and  his  family,  fearing  a heart 
attack,  tried  to  get  the  doctor.  Mean- 
while, the  anxiety  mounted.  Another 
doctor  and  the  police  emergency 
squad  were  also  called.  Finally  his 
own  internist  got  to  him;  hospitaliza- 
tion resulted.  Physical  and  lab  studies 
were  negative,  but  the  chest  discom- 
fort and  the  anxiety  persisted.  A 
psychiatric  consultation  was  requested. 
This  revealed  a moderately  severe 
state  of  anxiety  and  depression,  fear 
of  loss  of  control  and  many  areas  of 
conflict.  The  chest  discomfort  was 
later  found  to  be  partially  due  to  dia- 
phragmatic hernia  and  also  identifica- 
tion with  the  father  who  had  had  a 
heart  attack.  Nevertheless,  it  was 
some  time  before  he  was  ready  to 
“give  up”  those  somatic  symptoms. 

The  patient  was  very  fearful  of  psy- 
chological probing  (fear  of  loss  of 
control  and  going  out  of  his  mind). 
To  him,  and  to  his  family,  psychiatric 
treatment  was  to  be  avoided  at  all 
costs.  I made  it  clear,  however,  that 
it  was  the  only  approach.  After  the 
second  visit  he  refused  to  return,  ex- 
pressing resentment  about  psychiatric 
treatment;  it  was  too  upsetting.  At 
the  same  time,  the  internist  was  bom- 
barded by  other  members  of  the  fam- 
ily who  were  also  his  patients.  A 
brief  discussion  between  the  internist 
and  the  psychiatrist  took  place.  For- 
tunately, the  internist  had  enough  con- 
fidence in  the  consultant  to  support 
the  psychiatric  treatment  indication 
but  wisely  agreed  to  see  the  patient 
supportively  in  the  meantime.  The  pa- 
tient was  given  an  “out,”  if  he  wished 
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— he  could  see  another  psychiatrist. 
A week  later,  the  patient  called  me 
on  his  own  and  asked  for  another 
appointment.  He  resisted  psychother- 
apy and  found  it  “rough”  for  awhile, 
and  the  family  continued  to  interfere, 
but  gradually  a therapeutic  relation- 
ship was  achieved  and  treatment  pro- 
ceeded successfully.  Anxiety  and  de- 
pression were  the  primary  problems. 
Actually,  this  “difficult”  patient  turned 
out  to  be  an  interesting  challenge  for 
both  internist  and  psychiatrist. 

A woman  in  her  early  forties  had 
finally  become  engaged  to  be  married. 
This  is  a very  significant  event  for 
anyone  but  particularly  so  at  this  age. 
Her  personality  was  such,  however, 
that  one  could  never  tell  from  her 
manifest  behavior  what  her  underly- 
ing feelings  were.  Intelligent,  edu- 
cated, attractive,  she  seemed  always 
to  be  in  control  of  things,  never  at  a 
loss  for  words,  and  with  a perpetually 
lingering  smile.  Earlier  in  the  year, 
before  the  engagement,  in  a routine 
gynecologic  exam,  a small  uterine  fi- 
broid tumor  had  been  found.  Return- 
ing now  for  a follow-up  and  a pre- 
marital check  up,  the  doctor,  highly 
competent  and  with  a very  busy  prac- 
tice, informed  her  that  the  tumor  was 
about  the  size  of  a three  months’  preg- 
nancy. In  her  usual  flip,  smiling  way 
she  joked  about  being  “pregnant  out 
of  wedlock  at  her  age.”  The  doctor, 
not  recognizing  the  grief,  tears,  fears, 
the  mobilization  of  phantasies  about 
motherhood,  and  the  threat  to  her 


feminity  at  this  crucial  time,  glibly 
and  matter-of-factly  told  her  to  go  on 
her  honeymoon  and  return  for  a hys- 
terectomy. 

She  called  me  in  a panic;  her  acute 
anxiety  was  dealt  with  on  the  phone. 
When  she  came  to  me  she  wore  her 
usual  smile,  but  the  panic  and  depres- 
sion poured  out.  In  addition  to  han- 
dling the  psychological  problems,  I 
encouraged  her  to  talk  to  her  family 
doctor,  who  set  up  an  appointment 
for  her  with  another  gynecologist. 

He  handled  the  consultation  on  a 
human,  interpersonal  level  in  response 
to  the  patient’s  total  needs  and  made 
a cooperative  patient  out  of  her,  with- 
out jeopardizing  the  clinical  situation 
in  any  way. 

Patients  are  human  beings.  They 
have  hopes  and  fears,  and  over  the 
years  they  have  learned  to  cope  adap- 
tively both  with  their  inner  needs  and 
the  external  social  world.  The  glib 
smile  may  mask  deep  fear  and  depres- 
sion. The  intellectual,  verbal  facility 
may  deny  a deep  need  for  support 
and  fear  of  loss  of  emotional  control. 
Independent,  defiant  behavior  is  often 
a cloak  for  loneliness  and  a wish  for 
acceptance  and  fear  of  rejection.  Ap- 
parent apathy  and  indifference  may 
cover  up  intense  desires  for  closeness 
and  understanding.  The  perceptive 
physician  tunes  in.  He  is  able  to  em- 
pathize with  the  patient’s  real  needs: 
those  below  the  surface. 

Personally,  I don’t  like  the  label 
“difficult  patient,”  unless  we  recognize 


its  true  implications.  The  term  has  a 
moral  and  judgmental  tone.  In  reality, 
a patient  who  is  “difficult”  for  us  may 
not  be  difficult  for  another  doctor.  I 
can  think  of  a number  of  instances 
where  I was  able  to  work  with  the 
“difficult”  patients  of  others  and  where 
other  doctors  were  able  to  work  with 
my  “difficult”  ones.  The  term  implies 
that  the  patient  is  bad,  ornery,  and  un- 
pleasant. 

Symptoms,  and  illnesses,  are  diffi- 
cult to  treat  if  we  don’t  understand 
what  is  going  on  and,  therefore,  don’t 
know  how  to  approach  the  problem. 
Similarly,  patients  are  “difficult”  if  we 
are  unable  to  understand  them  and 
how  to  work  with  them.  Looking  at 
it  in  this  way,  the  limitation  is  ours. 
Just  as  we  react  to  patients  according 
to  their  personalities  and  our  expecta- 
tions of  them,  so  patients  react  to  us. 
The  end  result  of  this  total  interaction 
is  the  “difficult”  situation.  Admitted- 
ly, a few  patients  will  tax  the  best  of 
us  and  we  will  not  know  how  to  deal 
with  them,  but  the  majority  of  so- 
called  “difficult”  patients  reflect  our 
own  shortcomings  and  it  behooves  us 
to  take  a further  look  at  ourselves  and 
our  approach  to  them. 
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Philadelphia,  Pennsylvania 

In  1888,  the  year  Carl  V.  S.  Pat- 
terson was  born,  Wilhelm  Roent- 
gen was  professor  of  physics  and 
director  of  the  Institute  of  Physics  at 
the  University  of  Wurzburg,  Germany. 
It  was  there,  seven  years  later,  that 
Roentgen  discovered  the  mysterious 
rays  that  were  to  be  named  after  him. 

In  that  year  (1895)  Carl  Patterson, 
who  was  destined  to  play  a large  role 
in  helping  medicine  make  use  of 
roentgen  rays,  was  a schoolboy  living 
on  his  family’s  farm  among  the  rolling 
hills  near  Towanda,  a small  town  in 
northeast  Pennsylvania.  Carl  was  the 
only  son  of  J.  Frank  and  Mary  Reed 
Patterson.  When  Carl  was  about  nine 
years  old,  his  parents  gave  up  farm- 
ing and  moved  into  Towanda. 

Carl  was  graduated  from  Towanda 
High  School  in  1907.  In  September 
of  that  year  he  journeyed  to  Phila- 
delphia, where  he  enrolled  in  the 
University  of  Pennsylvania.  In  1911 
he  was  graduated  with  a bachelor’s 
degree  in  chemical  engineering. 

After  several  months  in  his  first  job, 
as  an  analytical  chemist  with  a Ten- 
nessee cement  firm,  Carl  returned  to 
the  University  of  Pennsylvania  cam- 
pus to  work  on  a project  being  car- 
ried out  for  the  U.S.  Pure  Food 
Commission. 

In  June  1912,  Carl  began  his  ca- 
reer in  radiology.  He  was  hired  by 
the  Snook  Roentgen  Manufacturing 
Company,  Philadelphia,  to  help  the 
firm  learn  more  about  fluorescents, 
chemical  substances  whose  value  had 
increased  enormously  because  of  their 
use  in  x-ray  procedures. 

Various  kinds  of  fluorescents  were 
being  used  in  the  manufacture  of  X- 
ray  intensifying  screens.  An  intensify- 
ing screen,  essentially,  is  a piece  of 
cardboard  coated  with  fluorescent  ma- 
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terial,  and  placed  in  contact  with  an 
X-ray  film.  When  X rays  pass  through 
the  film  and  the  screen,  they  cause 
the  screen  to  fluoresce.  The  fluores- 
cent light  supplements  the  effect  of 
the  x-rays  on  the  film  and  reduces 
the  exposure  time.  This  is  a very  im- 
portant contribution,  because  it  pro- 
vides the  opportunity  to  record  mov- 
ing parts  and  to  limit  unnecessary  x- 
ray  exposure. 

The  Snook  Company  hoped  to  find 
a compound  that  would  result  in  an 
improved  intensifying  screen.  During 
his  year  with  the  company,  Mr.  Pat- 
terson developed  what  came  to  be 
known  as  the,  “Snook  Lagless  Intensi- 
fying Screen.”  This,  the  second  Amer- 
ican-made intensifying  screen,  fol- 
lowed an  earlier  screen  brought  forth 
by  Dr.  H.  Threlkeld  Edwards,  of 
Bethlehem,  Pennsylvania. 

Mr.  Patterson  resigned  from  the 
Snook  firm  in  1913.  Why  so  soon, 
and  after  such  early  success?  The 
answer  may  lie  in  a report  that  Dr. 
Clyde  Snook,  president  of  the  firm, 
was  a poor  business  man  and  that 
“unsatisfactory  business  relations”  oc- 
curred between  him  and  Mr.  Patter- 
son. When  Mr.  Patterson  said  good- 
bye, he  left  the  company  his  complete 
research  and  technical  data. 

Mr.  Patterson  returned  to  Towanda 
and  continued  to  experiment.  He  suc- 
ceeded in  making  a screen  of  a new 
material,  crystaline  cadmium  tung- 
state. Then  he  decided  to  see  what 
the  outside  world  thought  about  it. 
He  took  the  screen  to  Philadelphia, 
where  his  consultants  remarked  favor- 
ably on  it.  He  went  on  to  New  York. 
There  he  met  only  discouragement. 
One  roentgenologist  told  him  that  a 
satisfactory  fluoroscopic  screen  al- 
ready existed,  and  advised  Patterson 
to  apply  his  talents  elsewhere. 

Undeterred,  Patterson  went  back  to 
Towanda  and  continued  to  work.  His 
persistence  paid  off  in  the  form  of  a 
much  brighter  screen,  one  that  before 
long  was  being  accepted  and  used  by 
radiologists  all  over  the  world. 

“Prior  to  the  development  of  the 
Patterson  fluoroscopic  screen,  most  of 
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the  x-ray  work  was  done  by  making 
multiple  exposures  on  single  coated 
glass  plates.  After  Mr.  Patterson's 
contribution,  radiologists  were  able  to 
study  the  dynamics  of  several  organ 
systems  in  health  and  disease  with 
greater  ease  and  accuracy. 

In  1915,  the  Patterson  Screen  Com- 
pany was  formed.  As  his  partner  Mr. 
Patterson  chose  Frederic  W.  Reuter 
(mechanical  engineering,  1911)  of 
Philadelphia,  a classmate  from  the 
University  of  Pennsylvania. 

The  ambitious  young  pair  started 
up  their  business  in  a second  floor 
apartment  facing  Towanda’s  lower 
Main  Street.  In  the  beginning  the  two 
men  shouldered  all  of  the  burdens 
themselves.  They  swept  the  floors, 
manufactured  their  own  chemicals  and 
screens  and  packed  the  screens  for  I 
shipment. 

Mr.  Reuter's  wife  recalled  that,  I 
“The  boys  used  to  clutter  up  my  kitch- 
en and  the  big  old  coal  stove  with 
little  pots  and  kettles  of  chemicals, 
which  it  would  be  my  job  to  stir 
every  so  often.  And  woe  betide  me 
if  1 allowed  a speck  of  dust  to  get 
near  them.  It  was  a happy  day  for 
me  when  they  could  afford  to  install 
their  own  heat — and  incidentally  make 
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room  for  our  twins’  diapers,  which 
soon  replaced  the  chemicals.  No  au- 
tomatic washers  and  driers  in  those 
days.” 

From  the  start,  Patterson  screens 
sold  fast.  The  World  War  increased 
the  demand.  Mr.  Patterson  and  Mr. 
Reuter  worked  hard  to  improve  their 
products,  and  their  business  grew 
swiftly.  In  1920,  the  company  moved 
to  larger  quarters  at  the  corner  of 
Main  and  Elizabeth  Streets. 

In  1925,  Patterson  Screen  pur- 
chased the  business  of  Dr.  Edwards, 
the  Bethlehem,  Pennsylvania,  manu- 
facturer who  had  been  the  first  Ameri- 
can to  produce  an  intensifying  screen. 
In  that  same  year,  the  Patterson  Screen 
Company  was  formally  incorporated. 

The  years  brought  steadily  increas- 
ing sales.  For  added  elbow  room,  the 
company  bought  the  old  Bryant  Car- 
riage Works  and  converted  it  into  a 
modern  research  laboratory. 

In  the  middle  1930s,  the  Patterson 
Screen  Company  set  its  sights  on  a 
new  field:  the  production  of  phos- 

phors, used  in  neon  and  fluorescent 
lights.  For  a place  to  manufacture 
these  phosphors,  Mr.  Patterson  built 
a new  plant,  at  Franklin  and  Main 
Streets.  His  biggest  customer  was  the 
Sylvania  Company. 

In  1941,  Sylvania  bought  the  Pat- 
terson phosphors  operation,  and  Syl- 
vania thereafter  carried  on  its  own 
manufacture  of  these  chemical  ele- 
ments. This  purchase  was  the  begin- 
ning of  what  is  now  Sylvania’s  1,000- 
employee  Towanda  plant. 

In  July  1943,  the  Patterson  Screen 
Company  was  sold  to  E.  I.  du  Pont 
de  Nemours  & Company.  Du  Pont 
consolidated  the  Patterson  operation 
into  its  Photo  Products  Department, 
as  the  Patterson  Screen  Division.  Mr. 
Patterson  was  appointed  division  man- 
ager. and  Mr.  Reuter  was  named  as- 
sistant division  manager. 

Mr.  Reuter  retired  in  1949.  A year 
later  Mr.  Patterson  himself  retired. 

Towanda  was  lucky  that,  instead  of 
settling  elsewhere,  Mr.  Patterson  chose 
to  return  to  his  home  town  and  there 
establish  his  company.  The  benefits 
that  came  to  Towanda  because  of  Mr. 
Patterson  and  his  energies  cannot  be 
easily  calculated.  The  Patterson  Screen 
Company,  and  later  the  Sylvania  Com- 
pany, made  a vital  impact  on  the 
economic  life  of  the  area.  Towanda 
also  felt  Mr.  Patterson’s  influence  as 


a civic,  cultural,  and  religious  leader. 
He  exerted  this  influence  in  a quiet 
way,  without  beating  any  drums  and 
without  attempting  to  advance  his  own 
standing  or  reputation.  Mr.  Patterson 
was  a quiet,  diffident  man,  but  with 
a warmth  and  sense  of  humor  that 
drew  people  to  him. 

Mr.  Patterson  was  a charter  mem- 
ber of  the  Towanda  Rotary  Club,  or- 
ganized in  1920,  and  was  the  last  liv- 
ing charter  member  of  that  Club.  He 
also  helped  to  found  the  Towanda 
Country  Club. 

Until  his  health  began  to  fail,  he 
derived  a great  deal  of  enjoyment 
from  hobbies  that  included  photog- 
raphy, gardening,  fishing  and  stamp 
collecting. 

Mr.  Patterson  maintained  a lifelong 
enthusiasm  for  the  Boy  Scouts.  He 
held  the  Silver  Beaver  Award,  the 
highest  recognition  a civilian  can  re- 
ceive for  scouting  services.  For  twelve 
years — from  1928  through  1940 — Mr. 
Patterson  was  an  officer  of  the  General 
Sullivan  Council.  He  helped  to  found 
Camp  Brule,  and  later  carried  the 
camp  through  a number  of  financial 
and  organizational  crises. 

Mr.  Patterson  began  his  long  Ma- 
sonic affiliation  early  in  life;  on  July 
30,  1910,  he  was  initiated  into  Union 
Lodge  No.  108.  He  was  also  a mem- 
ber of  Union  Royal  Arch  Chapter  No. 
161;  Northern  Commandery  No.  16, 
Knights  Templar;  and  the  Scottish 
Rite  Bodies  of  Towanda,  4th  to  the 
18th  degree.  In  1923  he  became  the 
first  president  of  the  Union  Masonic 
Club  in  Towanda. 

Nowhere  was  his  presence  felt  more 
than  at  the  Robert  Packer  Hospital, 
Sayre,  Pennsylvania,  where  he  served 
as  trustee  from  1926  until  his  death. 
Mr.  Patterson  was  president  of  the 
Board  of  Trustees  from  1952  to  1960 
and  was  a member  of  the  institution’s 
executive  committee  from  1938  to 
1963.  In  his  will,  Mr.  Patterson  pro- 
vided the  Hospital’s  School  of  Nurs- 
ing with  funds  to  build  a new  nurses 
education  unit.  The  building,  to  be 
situated  on  the  south  side  of  the  pres- 
ent nurses  residence,  will  provide  class- 
rooms, science  laboratories,  meeting 
and  demonstration  rooms,  and  a li- 
brary. It  will  also  house  faculty  and 
administrative  offices,  an  auditorium, 
and  living  quarters  for  twenty-two  ad- 
ditional students. 


In  addition,  Mr.  Patterson  signifi- 
cantly endowed  the  Hospital’s  new  de- 
partment of  radiology,  which  now 
bears  his  name. 

In  1963  the  Pennsylvania  Radiolog- 
ical Society  recognized  Mr.  Patterson’s 
contributions  to  x-ray  development 
by  naming  him  an  honorary  member 
of  their  Society. 

The  greatest  honor  and  most  im- 
portant affiliation  of  Mr.  Patterson’s 
life  occurred  on  June  26,  1918,  when 
he  married  Miss  Katherine  Allen  of 
Towanda.  From  this  marriage  came 
two  daughters,  Mary  (Mrs.  Jack  R. 
Cobb)  and  Elizabeth  (Mrs.  Paul  S. 
Forsyth),  and  a son,  John  Frank  Pat- 
terson, who  was  killed  in  action  in 
Italy  in  1944  at  the  age  of  19,  while 
serving  as  a combat  infantryman. 

In  the  final  years  of  his  life,  Mr. 
and  Mrs.  Patterson  spent  the  winter 
months  in  Fort  Lauderdale,  Florida. 

Mr.  Patterson  died  on  Saturday 
morning,  April  17,  1965  at  his  home, 
9 Huston  Street,  Towanda.  He  was 
seventy-six. 

In  July  1965,  the  University  of 
Pennsylvania  established  the  Carl  V. 
S.  Patterson  Chair  in  Chemical  En- 
gineering. This  professorship,  to  be 
supported  by  a bequest  from  Mr.  Pat- 
terson, became  the  University’s  first 
fully  endowed  chair  of  chemical  en- 
gineering. 

One  of  Mr.  Patterson’s  closest 
friends  was  J.  Maxwell  Shuster.  He 
was  an  x-ray  film  salesman  for  the 
E.  I.  du  Pont  Company  in  1935, 
when  he  first  met  Mr.  Patterson  and 
their  long  friendship  began.  Not  many 
months  after  Mr.  Patterson’s  death, 
Mr.  Shuster  looked  back  over  the 
years  and  said: 

“Carl  was  a natural,  an  expert  in 
the  art  of  making  friends.  He  did  not 
hesitate  to  help  the  young  film  rep- 
resentatives and  young  radiologists 
through  his  desire  to  share  his  knowl- 
edge and  enthusiasm  for  quality  prod- 
ucts and  quality  results. 

“He  was  a master  at  entertaining — 
at  his  cottage  in  Towanda,  at  con- 
ventions, or  when  visiting  his  dealer 
friends  throughout  the  country. 

“To  sum  up  my  association  with 
Carl  Patterson,  I would  say  that  he 
was  one  of  the  finest  men  that  I have 
ever  had  the  pleasure  of  knowing.” 
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Cardiovascular  Briefs 


The  Coronary  Care  Unit 

Part  II  - Patient  Management 


What  is  the  routine  management  of 
the  patient  with  myocardial  infarction 
admitted  to  the  coronary  care  unit? 

The  patient  is  treated  with  the  usual 
therapeutic  procedures  under  the  su- 
pervision of  the  attending  physician. 
Constant  surveillance  for  the  appear- 
ance of  any  premonitory  signs  of  life- 
threatening  complications  are  empha- 
sized. Specifically,  he  is  monitored  for 
the  detection  of  arrhythmias  that  may 
themselves  endanger  life  or  are  com- 
mon forerunners  of  a lethal  event. 
Close  observation  is  maintained  for 
signs  that  may  indicate  impending  cen- 
tral or  peripheral  failure. 

When  do  you  use  digitalis? 

Digitalis,  or  a glycoside,  is  used 
immediately  upon  the  appearance  of 
congestive  failure.  It  is  used  in  full 
digitalizing  dose  when  we  have  clear 
evidence  of  an  early  compromise  of 
left  ventricular  function.  Frequent 
blood  pressure  and  pulse  recordings 
are  made.  When  a rising  pulse  rate 
and  steadily  narrowing  pulse  pressure 
are  noted,  the  patient  is  digitalized, 
since  these  findings  indicate  that  left 
ventricular  function  is  compromised 
and  compensatory  mechanisms  are  al- 
ready in  operation.  Here,  obviously, 
assistance  is  needed.  Prompt  digitali- 
zation may  then  prevent  the  impend- 
ing emergency  of  pulmonary  edema 
and  possibly  associated  peripheral  vas- 
cular failure.  We  also  use  digitalis  to 
control  the  atrial  arrhythmias  that  are 
not  digitalis-produced.  This,  however, 
is  a matter  of  personal  choice. 

Do  you  believe  that  early  digitaliza- 
tion prevents  the  development  of 
shock  in  the  coronary  patient? 

In  my  opinion,  the  early  recogni- 
tion and  treatment  of  left  ventricular 


weakness  is  an  important  factor  in 
avoiding  the  development  of  cardio- 
genic shock.  The  early  and  indis- 
criminate use  of  vasopressor  drugs, 
without  first  assuring  central  compen- 
sation, may  only  exaggerate  central 
failure  and  render  an  associated  peri- 
pheral failure  irreversible. 

Do  you  use  vasopressor  drugs? 

Yes.  There  has  been  some  contro- 
versy regarding  the  value  of  these 
agents  in  the  treatment  of  shock  as 
it  is  seen  in  the  patient  with  myo- 
cardial infarction.  We  believe,  how- 
ever, that  there  is  a place  for  the 
vasopressor  drugs  in  our  armamen- 
tarium and  we  use  these  preparations 
without  hesitation  in  patients  who  are 
centrally  compensated  and  show  a 
progressive  fall  of  blood  pressure 
levels  with  associated  evidences  of 
circulatory  incompetence.  These  drugs 
contribute  to  life-saving  efforts  when 
used  discretely. 

Do  you  treat  patients  for  premature 
ventricular  contractions  or  just  ob- 
serve them  more  closely? 

Ventricular  premature  contractions 
may  well  be  premonitory  to  ventri- 
cular tachycardia,  fibrillation  and 
death,  and  are,  therefore,  treated.  The 
closer  the  ectopic  focus  is  to  the  pre- 
ceding T-Wave,  the  more  urgent  is  the 
need.  Procaine  amide  or  quinidine  is 
often  used  for  this  purpose.  However, 
we  prefer  to  use  pronestyl  hydrochlo- 
ride in  500  mg.  doses  every  six  hours, 
and,  if  necessary,  adjust  the  dose  up- 
ward. 

What  drug  do  you  prefer  in  treating 
ventricular  tachycardia? 

Lidocaine  is  fast  becoming  the  fa- 
vorite. This  preparation  (50  mg.)  is 


an  immediate  step  that  may  promptly 
end  the  paroxysm,  and  in  this  amount 
does  not  have  a significant  hypoten- 
sive effect.  Using  this  drug  as  an  I.  V. 
drip,  procaine  amide  or  quinidine  may 
be  given  subsequently  to  forestall  re- 
currences. Antazoline  has  also  been 
used  beneficially  at  times,  but  it  has 
no  distinct  advantage  over  other  prep- 
arations. 

What  are  the  most  urgent  situations 
met  in  the  unit? 

Acute  fulminating  pulmonary 
edema  and  peripheral  vascular  col- 
lapse are  always  extremely  urgent 
situations.  In  the  coronary  care  unit, 
however,  the  problems  usually 
watched  for  are  ventricular  fibrilla- 
tion and  cardiac  arrest.  Both  require 
the  most  prompt,  efficient  and  defini- 
tive management.  In  ventricular  fi- 
brillation immediate,  adequate  ventila- 
tion and  D.C.  defibrillation  are  nec- 
essary. Cardiac  arrest  calls  for  im- 
mediate, adequate  ventilation  and  ex- 
ternal cardiac  stimulation.  The  coro- 
nary care  unit  has  fully  trained  teams 
to  act  at  once  upon  the  occurrence 
of  these  catastrophes. 

■ William  G.  Leaman,  Jr.,  M.D. 
questions  Charles  J.  Schreader,  M.D., 
Director,  Cardiovascular  Department, 
Nazareth  Hospital,  Philadelphia,  Penn- 
sylvania. 

D William  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Cardiol- 
ogy of  the  American  Heart  Associa- 
tion, edited  this  Brief  for  the  Council 
on  Scientific  Advancement,  in  coop- 
eration with  the  Pennsylvania  Heart 
Association. 
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PENNSYLVANIA  MEDICINE 


A Practical  Investment  Formula 

Financial  Planning 

Life  insurance  and  mutual  funds  can  be  combined  to  provide  prema- 
ture death  protection  and  retirement  income,  according  to  the  author 


F.  KENNETH  STEPHENSON,  JR. 

Philadelphia,  Pennsylvania 

For  years  insurance  men  and  in- 
vestment specialists  have  debated 
the  question:  Life  insurance  or 

mutual  funds?  Which  points  the  way 
toward  sound  family  financial  plan- 
ning? Or  is  there  some  happy  com- 
bination of  the  two? 

There  is  a way  for  the  man  con- 
cerned with  his  financial  future  to  fit 
both  elements  into  his  plans — for  the 
protection  of  himself  and  his  family 
whether  he  dies  prematurely  or  lives 
to  retirement.  Table  I,  based  on  an 
actual  case,  illustrates  this  thesis. 

Joe  Jones,  age  forty,  married  and 
the  father  of  two  children,  has  been 
successful  in  business.  He  has  been 
able  to  build  up  a life  insurance  pro- 
gram with  a face  value  of  $103,040. 
An  annual  premium  of  $1,941  exerts 
no  strain  on  his  budget. 

Since  this  program  consists  of  both 
ordinary  life  and  decreasing  term  in- 
surance, the  death  benefit  is  reduced 
with  each  passing  year,  as  his  children 
grow  older  and,  presumably,  less  de- 
pendent. In  the  event  of  Joe’s  death 
ten  years  from  now  his  family  would 
collect  $81,360 — a decrease  of  ap- 
proximately $22,000  from  the  total 
value  of  today’s  policy.  Twenty  years 
from  now,  the  figure  would  drop  to 
the  base  amount  of  $72,000. 

Cash  value,  representing  Joe’s  sav- 
ings account  in  the  insurance  policies, 
amounts  to  approximately  $7,500  at 
present.  In  addition,  dividends  have 
accumulated  of  $1,380.  At  age  sixty- 
five  he  decides  to  cash  in  his  policies 
for  retirement,  he  can  collect  $40,160, 
plus  dividends  of  perhaps  $28,000 
(projected  liberally)  for  a total  of 
$68,160.  Or  he  can  keep  his  $72,000 
of  insurance  in  force.  This  amount, 

■ Mr.  Stephenson  is  employed  by 
General  Funds  Company,  Philadel- 
phia. His  article  has  received  the  ap- 
proval of  the  National  Association  of 
Securities  Dealers.  The  information 
presented  represents  the  thinking  of 
accepted  experts  in  the  investment 
field,  but  not  of  Pennsylvania  Medi- 
cine’s editors,  who  do  not  pose  as 
financial  experts. 


added  to  the  $28,000  in  dividends, 
would  give  him  an  estate  of  $100,000: 
A substantial  sum,  even  in  today’s  af- 
fluent society.  We  can  only  speculate 
on  what  these  dollars  will  be  worth  in 
purchasing  power  twenty-five  years 
from  now. 

Now  consider  what  might  have  been 
accomplished  by  investing  approxi- 
mately the  same  amount  of  money 
each  year  in  a program  combining  life 
insurance  and  mutual  funds.  You  will 
note,  his  insurance  dollars  would  have 
brought  only  the  death  benefit,  and 
the  money  formerly  used  to  accumu- 
late insurance  cash  values  would  have 
been  put  to  work  in  a mutual  fund 
with  greater  possibilities  for  growth. 

Here  is  how  Mr.  Jones  could  have 
decided  to  build  his  insurance — in- 
vestment program: 

1.  $100  per  month  for  the  mutual 
fund,  a total  of  $1,200  per  year. 

2.  $760.50  annual  premium  for  de- 
creasing term  insurance  for  25  years 
with  an  initial  face  value  of  $100,000, 
including  the  cost  of  waiver  of  pre- 
mium and  a provision  for  $100  per 
month  income  in  the  event  of  dis- 
ability. 

He  would  be  investing  $1,960.50 
annually,  or  $19.50  more  than  under 


his  former  all-insurance  program.  How 
much  could  he  expect  to  gain  in  re- 
turn? 

This  couldn't  have  been  predicted  at 
that  time,  since  the  ability  of  any  fund 
to  grow  in  the  future  as  it  has  in  the 
past  is  dependent  on  the  decisions  of 
its  management  and  on  various  other 
factors.  Certainly,  no  investment  pro- 
gram can  assure  a profit  or  protect 
against  depreciation  in  declining  secur- 
ities markets.  But  as  an  example  we 
can  check  the  record  of  one  mutual 
fund,  the  Keystone  K-2  Fund,  over 
the  past  twenty-five  years  and  show 
the  results  of  a monthly  investment 
of  $100  during  that  time.  Table  II. 

If  Mr.  Jones  had  invested  in  this  way 
twenty-five  years  ago,  the  immediate 
death  benefits  to  his  family  from  the 
insurance  would  have  been  $100,000. 
This  amount,  added  to  the  $8,880 
cash  value  and  dividends  of  his  pre- 
viously held  life  insurance  policies 
(now  in  a savings  account  and  figured 
only  at  4 percent  would  have  given  his 
beneficiaries  a total  of  $108,880  in  the 
event  of  his  death. 

If,  on  the  other  hand,  he  lived  to 
the  retirement  age  of  sixty-five,  his 
savings  account  would  have  increased 
steadily.  Its  total,  $23,674,  plus  the 
value  of  the  fund  investment  at  the 


TABLE  I 

Present  Insurance  Program 


Year 

Death  Benefit 

Annual  Gross  Premium  $1,941.00 

Cash  Value 
or 

Savings  Account  Dividend  Accumulations* 

Immediate 

103,040 

7,500 

1,380 

10 

81,360 

26,200 

8,050 

20 

72,000 

34,550 

20,650 

25 

72,000 

40,160 

28,000 

Living  Benefits  at  65 

Death  Benefits  at  65 

Guaranteed  Cash  Value 

10,160  Death  Benefit  of  Policy 

72,000 

Dividend  Accumulation  ; 

28,000  Dividend 

Accumulation 

28,000 

68,160 

100,000 

* Dividends  are  neither  estimates  nor  guarantees  of  the  future.  (While  a rather  liberal  projection 
has  been  illustrated,  there  is  no  reason  whj  the  dividends  conld  not  be  10-15%  higher  or  lower  than 
shown.) 


TABLE  II 


$100.00  Per  Month  to  Keystone  K-2  Fund — Total  Annual  Investment — $1,200.00 
$100,000  Decreasing  Term  Insurance  for  25  Years  with  Waiver  of  Pre- 
mium and  $100.00  per  Month  Disability  Income. 

Annual  Premium — 760.50 


$1,960.50 

Cost  of  Shares  Estate  Values 

< > < > 


Year 

Total 

Monthly 

Investments 

Purchased 
with  Income 
Dividends 

Total  Cost 
Including 
Reinvested 
Dividends 

Total  Value 
of  Shares 

Death 

Benefit 

$8,880 
In  Savings 
Account 
at  4% 

Total  Estate 
In  Event 
of  Death 

Immediate 

100,000 

8,880 

108,880 

10th 

12,000 

4,405 

16,405 

30,689 

77,100 

13,142 

120,931 

20th 

24,000 

22,079 

46,079 

144,108 

36,300 

19,456 

199,864 

25th 

30,000 

33,605 

63,605 

249,267 

6,800 

23,674 

279,741 

Living  Benefits  at  65 

Death 

Benefits  at  65 

Savings  Account 

23,674  Living  Benefits 

272,941 

Mutual  Fund 

249,267  Insurance  Proceeds 

6,800 

272,941  279,741 

These  figures  should  be  viewed  in  light  of  the  full  year-by-year  data  of  the  Fund  as  shown  in  TABLE  III. 


end  of  the  past  twenty-five  years, 
$249,267,  would  have  been  $272,941. 
Simple  arithmetic  is  sufficient  to  point 
up  the  improvement  in  his  program 
($204,781  more  available  at  retire- 
ment) yet  the  annual  increase  in  his 
budget  would  have  been  only  $19.50 
a year,  or  $487.50  for  the  twenty-five 
year  period.  Total  investment  in  fund 
itself  would  have  been  $63,605,  com- 
prised of  $30,000  out  of  pocket  cost, 
plus  $33,605  representing  the  cost 


of  shares  acquired  through  the  re- 
investment of  dividends. 

In  the  event  of  disability  from  ac- 
cident or  sickness,  the  waiver  of  pre- 
mium provision  would  keep  the  life 
insurance  in  force,  and  the  disability 
income  provision  would  provide  the 
dollars  to  continue  payments  to  the 
mutual  fund.  In  other  words,  none 
of  the  benefits  of  the  original  insurance 
program  would  be  sacrificed. 

TABLE  III 

ILLUSTRATION  OF  ASSUMED  S100-A-MONTH  INVESTMENTS 
KEYSTONE  K-2  FUND 

with  Dividends  Reinvested  and  Capital  Cains  Distributions 
Accepted  in  Shares 


Somewhere  between  these  two  il- 
lustrations lies  a sound  approach  for 
the  prudent  planner.  There  is  the 
choice  of  a large  number  of  mutual 
funds  ranging  from  those  whose  pri- 
mary objective  is  current  income  to 
those  managed  principally  for  capital 
appreciation.  No  investment  is  with- 
out risk,  but  a carefully  selected  mutual 
fund,  combined  with  adequate  life  in- 
surance protection,  might  well  be  the 
foundation  for  an  ideal  program. 


I lie  table  below  covers  the  period  from  January  1,  1941  to  December  31,  1965.  This  period  was  one  of  generally  rising  common  stock  prices.  The  results  shown  should  not  be  considered  as  a representation  of  the  dividend  income  or 
capital  gain  or  loss  which  may  be  realized  from  an  investment  made  in  the  fund  today.  A program  of  the  type  illustrated  does  not  assure  a protit  or  protect  against  depreciation  in  declining  securities  markets. 


COST 

CUMUL 

ATIVE  VALUE 

OF  SHARES  ACQUIRED 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Cumulative 

Dividends 

Dividends 

I otal  ( ost 

1 h rough 

As  Capital 

From 

Total 

Cumulative 

Year 

Monthly 

Reinvested 

Reinvested 

Including 

Monthly 

+ Gains 

= Sub-total 

+ Reinvestment 

Asset 

Shares 

l"ik<l 

Investments 

Cumulative 

Reinvest-Divs. 

Investments 

Distributions 

of  l>IVN 

Value 

Ow  ned 

12/41 

$ 1,200 

$ 21 

$ 21 

$ 1,221 

$ 1,010 

$ 19 

$ 1.029 

$ 19 

$ 1,048 

867 

12/42 

2,400 

65 

86 

2,486 

2,160 

228 

2.388 

82 

2,470 

1987 

The  Dollar  Amounts  of  Capital 

12/43 

3,600 

216 

302 

3,902 

4,301 

1,018 

5,319 

300 

5,619 

3,082 

Gains  distributions  accepted  in 

12/44 

4,800 

280 

582 

5,382 

7,148 

2,454 

9,602 

687 

10,289 

4.094 

shares  were: 

12/45 

6,000 

248 

830 

6,830 

10,212 

5,074 

15.286 

1.096 

16,382 

5,152 

1941—  $20;  1942—  $185 

12/46 

7,200 

307 

1,137 

8,337 

8,686 

5,566 

14,252 

1.088 

15,340 

6,304 

1943 — $666;  1944— $1,042 

12/47 

8,400 

527 

1,664 

10,064 

9,092 

5,427 

14,519 

1.515 

16,034 

7,137 

1945—  $1,980;  1946— $1,651 

12/48 

9,600 

727 

2,391 

11,991 

9,774 

5,691 

15,465 

2,084 

17,549 

8,112 

1947—  $288;  1948—  $461 

12/49 

10,800 

782 

3,173 

13,973 

12,521 

6,887 

19,408 

3,221 

22,629 

9,076 

1949—  $322;  1950— $1,729 

12/50 

12,000 

1,232 

4,405 

16,405 

15,812 

9,899 

25,711 

4,978 

30,689 

10.546 

1951—  $1,773;  1952— $2,042 

12/51 

13,200 

1,416 

5,821 

19,021 

17,337 

12,014 

29,351 

6,425 

35,776 

11.952 

1953 — $4,199;  1954 — $3,200 

12/52 

14,400 

1,476 

7,297 

21,697 

18,679 

14,264 

32,943 

7,875 

40,818 

13.442 

1955—  $5,790;  1956— $3,091 

12/53 

15,600 

1,519 

8,816 

24,416 

17,015 

16,487 

33,502 

8,089 

41,591 

15.956 

1957—  $5,168;  1958— $2,869 

12/54 

16,800 

1,798 

10,614 

27,414 

24,268 

25,706 

49,974 

12,759 

62.733 

17,805 

1959—  $6,024;  1960— $2,946 

12/55 

18,000 

1,931 

12,545 

30,545 

27,311 

33,735 

61.046 

15,518 

76,564 

20,113 

1961—  $4,882;  1962— $2,101 

12/56 

19,200 

2,178 

14,723 

33,923 

31,534 

40,844 

72,378 

19,388 

91.766 

21.660 

1963—  $1,866;  1964 — $5,454 

12/57 

20,400 

2,270 

16,993 

37,393 

23,746 

34,486 

58,232 

15,801 

74,033 

24,089 

1965—523.520— 

12/58 

21,600 

1,627 

18,620 

40,220 

35,852 

53.092 

88.944 

24,706 

113,650 

25.463 

TOTAL  $83,269(1) 

12/59 

22,800 

1,627 

20,247 

43,047 

40,483 

64,385 

104,868 

28,625 

133.493 

27.244 

12/60 

24,000 

1,832 

22,079 

46,079 

43,040 

69,711 

112,751 

31,357 

144.108 

28.424 

12/61 

25,200 

1,717 

23,796 

48,996 

52,988 

88,761 

141,749 

39,331 

181,080 

29.637 

12/62 

26,400 

2,092 

25,888 

52,288 

42,766 

71,972 

114,738 

32,899 

147,637 

30,694 

12/63 

27,600 

2,475 

28,363 

55,963 

48,513 

81,662 

130,175 

38,768 

168,943 

31.697 

12/64 

28,800 

2,234 

30,597 

59,397 

53,356 

93,369 

146,725 

43,825 

190,550 

33.197 

12/65 

30,000 

3,008 

$33,605 

$63,605 

$63,067 

$132,471 

$195,538 

$53,729 

$249,267 

37.428 

(1)  No  adjustment  has  been  made  for  any  income  taxes  payable  by  stcc  dioldcrs  on  capital  gains  distributions  accepted  in  shares. 


I he  total  cost  figures  represent  the  cumulative  total  of  $100  monthly  investments  plus  the  cumulative  amount  of  income  dividends  reinvested,  and  include  sales  commissions  on  all  shares  so  purchased  of  8.3'e  as  described  in  the  prospectus. 
The  50c  quarterly  service  charge  on  all  continuous  investment  (Open  Account)  programs  is  computed  quarterly  but  deducted  once  each  year  on  October  1. 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere's  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg. /kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./ kg. /day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg. /day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C : Eye  Ear  Nose  & Throat 
Month.  38  738  (Sept.)  1959. 


Neobdh 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.S.P.  units 

Vitamin  0 (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  0.5  mg 

Vitamin  B?  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  B/,  (pyridoxine  HCI,  U.S.P.)  0.5  mg 

Niacinamide,  U.S.P.  50  mg. 

Calcium  pantothenate,  U.S.P.  5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate)  5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg 

Molybdenum  (from  sodium  molybdate)  0.066  mg 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg 

Magnesium  (from  magnesium  sulfate)  2 mg 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate)  1.66  mg 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate)  3.40  mg. 

Vitamin  B 1 2 (cobalamm  concentrate,  N.F.,  as 
Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.)  50  mg 


(3)  Digestive  Enzyme 

Pancreatic  substance  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  NF  1.0  mg. 

Ethinyl  Estradiol,  U.S.P.  0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride)  50  mg. 

L-Glutamic  acid  30  mg. 


Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS  PFIZER  8.  CO..  INC. 
NEW  YORK.  N Y 10017 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemolytic 
Streptococci 


V-  Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1. 6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1-0. 8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K' 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


TABLETS 


* V-CILLIN  K 

POTASSIUM  PHENOXYMETHYL 
PENICILLIN  TABLETS.  U.S  P. 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  Or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delayei 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patien 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  hig 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  an> 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
penci  1 1 i n-i  nsensitive  organisms.  In  such  cases,  its  administration  shoul 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les 
common  with  administration  of  oral  penicillin  than  with  intramusculc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif 
cant  index  of  sensitization.  The  following  hypersensitivity  reactior 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urt 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  feve 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylax 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thron 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  an 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  f 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thre 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  int 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  ba- 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevei 
development  of  rheumatic  fever  and/or  other  serious  complication 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histoi 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  uni 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  foot 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  b 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fc 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  dc 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mode 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proa 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hou 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hou 
for  six  doses  are  recommended.  Patients  with  a suspectec  lesion  ( 
syphilis  should  have  a dark-field  examination  before  receiving  penicilli 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mj 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  pi 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [011867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 

46206. 
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Mail  Call 

Deaths  and 

In  the  March  1967  issue,  there  was 
an  article  on  the  subject  Death  and 
Autopsies.  The  article  was  written  by 
the  Division  of  Biostatistics  of  the 
Pennsylvania  Department  of  Health, 
and  it  was  essentially  free  of  editorial 
comment.  I cannot  know  the  views 
of  the  authors,  but  would  like  to  pro- 
vide an  interpretative  commentary  for 
general  consideration. 

It  will  be  noted  that  diseases  in 
hospitals  are  subject  to  post-mortem 
examination  in  widely  differing  de- 
grees, varying  from  100  percent  of 
homicide  cases  to  6.3  percent  of  cases 
of  paralysis  agitans.  Why? 

The  following  conjectures  can  be 
made  as  to  why  a disease  might  be 
more  subject  to  post-mortem  examina- 
tion than  the  average: 

1.  Legal  requirements,  coroner’s 
cases. 

2.  Unusual  scientific  interest. 

3.  Concentration  of  a disease  in  a 
hospital  which  makes  an  effort  to 
perform  autopsies  routinely. 

4.  A tendency  for  the  disease  to 
be  overlooked  while  the  patient 
lived,  and  thus  only  revealed  by 
inadvertant  autopsy. 

The  reasons  for  a disease  being  less 
subject  to  necropsy  probably  are: 

1.  The  disease  is  so  common  and 
the  diagnosis  presents  so  few  dif- 
ficulties that  an  autopsy  seems  val- 
ueless to  the  attending  physician. 

2.  The  disease  predominates  in 
elderly  persons,  about  whom  there 
can  be  little  medical-legal  problem, 
and  who  are  unlikely  to  reveal  un- 
expected illnesses. 

3.  Fear  of  a contagious  disorder  in- 
hibits enthusiasm  for  contact  with 
the  body. 

4.  The  disease  is  being  over-diag- 
nosed before  death,  and  so  autopsy 
tends  to  reduce  the  incidence  in 
the  numerator,  while  leaving  the 
denominator  unaffected. 

Making  no  adjustment  for  those  di- 
seases which  can  be  identified  as  hav- 
ing a skewed  autopsy  incidence,  the 
incidence  of  autopsy  in  the  hospitals 
was  22.9  percent.  The  medical-legal 
cases  would  be:  Homicide,  100  per- 
cent; suicide,  45.2  percent;  and  acci- 


Autopsies 

dents  (all  forms),  37.3  percent.  Cases 
of  unusual  medical  interest  do  not 
appear  on  the  list  of  common  diseases 
(probably  because  a rare  case  is  an 
interesting  case)  and  so  this  category 
is  represented  by  “all  other  residual 
causes”  (38.2  percent).  By  removing 
these  conditions  from  consideration, 
the  hospital  autopsy  percentage  falls 
to  21.7  percent.  No  common  diseases 
seem  to  be  concentrated  in  institutions 
sufficiently  to  affect  the  apparent  au- 
topsy rate;  tuberculosis  (28.3  percent) 
and  cirrhosis  (36.9  percent)  might 
seem  to  be  candidates,  but  they  were 


found  in  abnormally  high  incidence  in 
autopsies  performed  on  non-institu- 
tionalized  patients  also,  so  the  explana- 
tion cannot  be  valid. 

Thus  there  would  appear  to  be  only 
one  logical  explanation  for  the  exces- 
sive incidence  of  fifteen  diseases: 
They  are  being  overlooked  while  the 
patient  is  alive.  Inasmuch  as  we  are 
speaking  of  the  cause  of  death,  the 
issue  is  an  important  one.  The  fifteen 
diseases  are  listed  in  TABLE  I.  One 
must  distinguish  between  the  tendency 
to  miss  a certain  diagnosis  (syphilis 
leads  the  list)  and  the  common  mis- 
diagnosis. These  would  be:  Neo- 

plasms, pneumonia,  ulcers  of  stomach 
and  duodenum,  and  cirrhosis  of  the 
liver.  Although  less  apt  to  be  missed, 
they  are  so  much  commoner  than  the 
rest  that  they  represent  most  of  the 
mistakes. 


TABLE  I 

Fifteen  Causes  of  Death  Apparently  Commonly  Overlooked* 
State  of  Pennsylvania  1964 


Cause  of  Death  Percentages 

1.  Syphilis  55  % 

2.  Ulcers  of  stomach  and  duodenum 52.5% 

3.  Non-arteriosclerotic  circulatory  disease 47.6% 

4.  Gastroenteritis  and  colitis  42.9% 

5.  Hernia  and  intestinal  obstruction 39.4% 

6.  Bronchitis  39.1% 

7.  Cirrhosis  of  the  liver 36.9% 

8.  Cholelithiasis  and  cholecystitis 36.6% 

9.  Kidney  infections 35.9% 

10.  Pneumonia  and  influenza 30  % 

11.  Tuberculosis  28.3% 

12.  Malignant  neoplasms  28.2% 

13.  Hyperplasia  prostate 26.6% 

14.  Anemias  25.3% 

15.  Hypertensive  disease 23.8% 


* Expected  incidence  at  autopsy — 21.7% 

TABLE  II 

Ten  Causes  of  Death  Which  are  Over-diagnosed* 


Cause  of  Death  Percentages 

1.  Paralysis  agitans 6.3% 

2.  Senility  7.7% 

3.  CNS  vascular  12.2% 

4.  Asthma  13.8% 

5.  Diabetes  mellitus  14.5% 

6.  Pneumoconiosis 15.5% 

7.  Non-rheumatic  heart  disease 15.9% 

8.  Nephritis 16.9% 

9.  General  arteriosclerosis 17.1% 

10.  Arteriosclerotic  heart 17.9% 


* Expected  incidence  at  autopsy — 21.7% 
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Turning  to  the  subject  of  under- 
representation of  the  autopsy,  it  is 
possible  to  see  a general  trend  of  the 
most  common  diagnoses  to  be  less 
often  examined  post-mortem.  But  this 
is  not  invariably  true  (i.e.,  neoplasms 
and  pneumonia)  and  the  most  under- 
represented diagnoses  (paralysis  agi- 
tans  and  senility)  have  a fairly  low 
incidence  ranking.  The  data  do  not 
permit  an  analysis  of  old  age  as  a 
deterrent  to  autopsy  but  the  compari- 
son of  acute  hospitals  with  county 
homes  does  not  suggest  that  the  factor 
is  a great  one.  While  it  is  easy  to 
imagine  that  there  might  be  reluctance 
to  perform  autopsies  on  persons  dying 
of  tuberculosis,  the  actual  data  sug- 
gests a tendency  in  the  opposite  direc- 
tion, and  therefore  make  this  premise 
questionable  about  any  disease. 

We  thus  are  left  with  the  presump- 
tion that  those  diseases  which  are  sig- 
nificantly under-represented  in  the  au- 
topsy series  were  mainly  over-diag- 
nosed, and  unconfirmed  at  autopsy.  It 
is  probably  not  stretching  conjecture 
too  far  to  say  that  these  were  usually 
the  inaccurate  pre-mortem  clinical 
diagnoses  which  were  replaced  by  the 
unsuspected  diseases  in  TABLE  I. 
The  ten  diseases  which  seem  to  be 
over-stressed  as  a cause  of  death  are 
listed  in  TABLE  II.  Again,  a dis- 
tinction must  be  made  between  a cause 
of  death  which  is  most  likely  to  be 
wrong  (paralysis  agitans  or  senility) 
vs.  the  most  commonly  over-diagnosed 
causes  of  death  (arteriosclerotic  heart, 
diabetes,  CNS  vascular).  There  are 
undoubtedly  conditions  which  are 
simultaneously  over-diagnosed  and 
under-diagnosed.  An  example  would 
be  arteriosclerotic  heart  disease.  In 
this  case,  probably  many  pulmonary 
emboli  are  being  mistaken  for  heart 
failure;  but  it  is  also  true  that  many 
myocardial  infarctions  are  being  over- 
looked. 

The  real  proof  of  all  of  this  con- 
jecture can  only  come  from  examining 
the  clinical  records  of  the  patients  who 
come  to  autopsy.  But  the  presump- 
tion is  that  many  cases  regarded  as 
dying  of  stroke  and  heart  disease  will 
be  found  at  autopsy  to  have  died  of 
cancer,  cirrhosis,  and  less  common 
conditions.  We  are  not  yet  sophisti- 
cated enough  to  stop  performing 
“routine”  autopsies;  it  is  really  re- 
markable how  much  they  reveal. 

George  Ross  Fisher,  M.D. 

Assistant  Professor  of  Medicine 

Jefferson  Medical  College 


Doctors  Dining  Clubs 

My  wife  and  I are  gathering  ma- 
terials for  a little  history  of  “Doctors 
Dining  Clubs”  like  our  own  Cleveland 
Clinical  Club  of  which  I am  a mem- 
ber. We  meet  once  a month  for  cock- 
tails, dinner,  and  an  informal,  round 
table  discussion  of  any  medical  cases 
any  member  cares  to  bring  up. 

We  know  there  are  many  of  these 
groups  across  the  country,  but  it  is 
quite  difficult  to  obtain  data  about 
them  since  they  are  “unofficial”  and 
not  listed  with  any  recognized  medi- 
cal organization. 

Most  of  them  are  probably  in  New 
England  where  they  undoubtedly  orig- 


inated. For  instance,  there  are  several 
in  Boston  that  started  over  a hundred 
years  ago.  Probably  there  are  some 
groups  in  the  New  England  states  that 
are  even  older. 

If  you  or  any  of  your  members  are 
members  of  them  or  know  of  any 
medical  dining  cluhs  in  your  state,  we 
would  like  to  include  them  in  our 
article.  We  would  appreciate  it  very 
much  if  you  could  supply  us  with  the 
name,  location,  when  organized,  by 
whom,  for  what  purpose,  how  often  it 
meets,  what  are  the  rules,  etc. 

Thank  you  for  your  courtesy. 

Harry  Sherman,  M.D. 
13032  Miles  Avenue, 
Cleveland,  Ohio  44105 


The  Arthritis  Foundation  salutes  the  thousands  of  dedicated  physicians  who 
volunteer  their  services  in  the  nation's  fight  against  crippling  arthritis. 

The  Arthritis  Foundation  is  the  sole  national  voluntary  health  agency  com- 
mitted to  conquering  the  rheumatic  diseases.  It  provides  the  means  for 
dynamic  partnership  between  physicians  and  laymen  to  marshal  leadership 
and  resources  toward  the  solution  of  this  major  national  health  problem. 

The  Arthritis  Foundation  looks  forward  to  rapid  growth  with  increasing 
opportunity  for  physicians  to  participate  in  the  arthritis  movement.  For 
further  information  about  The  Arthritis  Foundation  and  its  programs  write 
to  the  Foundation  chapter  in  your  community  or  to  the  Medical  Depart- 
ment, Box  2525,  New  York,  N.Y.  10001. 


Floyd  B Odium 
Chairman  of  the  Board 

William  S.  Clark,  M.D. 
President 


Donald  F.  Hill,  M.D. 

President  of  the  American 

Rheumatism  Association  Section 

William  E.  Reynolds,  M.D. 

Medical  Director 
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PENNSYLVANIA  MEDICINE 


EDITORIALS 


Insight  and  the 

Doctor- Patient  Relationship 


In  our  town,  I hear  many  an  ex- 
pressed need  for  more  psychiatric  ser- 
vices. Physicians  engaged  in  primary 
patient  care  say  they  need  more  and 
earlier  consultation  and  that  they  ought 
to  refer  more  patients  outright  for 
care  by  the  psychiatrist. 

When  a physician  refers  a patient 
to  another,  he  is  usually  paying  that 
physician  a compliment.  This  implied 
praise  seems  to  me  to  be  absent  from 
many,  if  not  most,  referrals  to  psychia- 
trists. In  its  place  I think  I can  detect 
a great  sense  of  relief  at  being  rid 
of  the  patient,  or  at  least,  of  a part 
of  the  responsibility  for  his  care. 

Although  they  refer  their  patients  to 
him,  physicians  do  not  seem  to  have 
much  faith  in  the  psychiatrist  as  a full- 
fledged  medical  specialist.  They  do 
not  seem  to  think  of  him  as  a regular 
doctor.  Yet  they  want  to  send  their 
patients  to  him. 

I also  note  a real  reluctance  to  ac- 
knowledge that  the  patient  might  be 
suffering  front  emotional  or  mental 
illness.  The  doctor  seems  to  be  striv- 
ing to  avoid  any  involvement  in  the 
psychiatric  features  or  even  in  the 
psychosomatic  aspects  of  his  patient's 
illness. 

It  may  be  worth  considering  whether 
this  inconsistency  originates  in  the  re- 
ferring physician  or  in  the  psychiatrist. 
I note  doctors  are  willing  to  overlook 
any  deficiency  of  scientific  understand- 
ing in  other  specialists.  Thus,  the  sur- 
geon is  not  derided  because  he  must 
treat  a neoplasm  without  understand- 
ing its  cause.  Therefore,  I suppose 
the  psychiatrists  lack  of  complete  un- 
derstanding of  emotion  and  mentation 
is  not  the  cause  of  his  poor  image 
among  his  referring  doctors. 

Moreover,  it  is  not  the  result  of 
indifference  on  the  part  of  the  psy- 
chiatrists. They  seem  to  try  hard  to 
give  maximum  service  and  to  secure 
as  many  colleagues  as  is  possible.  In 
addition,  unlike  many  specialists,  they 
encourage  the  family  doctor  to  do 
more  and  more  work  in  their  special 
field — they  campaign  for  more  psy- 

Ichiatry  by  the  non-psychiatrist. 

This  hardly  can  be  regarded  as  im- 
practical. Even  if  one  considers  only 
the  more  bizarre  aberrations  from  e- 


motional and  mental  norms,  the  de- 
mand for  psychiatric  care  would 
greatly  overtax  the  supply  of  trained 
psychiatrists.  When  one  realizes  that 
there  is  an  element  of  disturbance  of 
the  psyche  in  every  illness  it  is  clear 
that  not  all  psychiatry  can  be  carried 
out  by  the  psychiatrist. 

Medicine  in  our  times  is  fragmented 
and  the  care  of  patients  is  compart- 
mented.  Still,  the  primary  or  personal 
physician  wishes  to  be  the  doctor  to  the 
whole  patient.  Yet  most  such  practi- 
tioners seem  to  be  uncomfortable  in 
the  face  of  abnormalities  of  feeling, 
of  emotion  or  of  mentation — in  short, 
when  in  the  domain  of  the  psychiatrist. 
Here,  the  practitioner  wants  help. 

This  need  has  had  attention.  No- 
table efforts  have  been  made  in  our 
own  state.  Over  a long  period,  courses 
repeatedly  have  been  offered  to  the 
family  physician  who  wants  to  remedy 
his  deficiency  and  relieve  his  insecurity 
in  this  field. 

An  outstanding  effort  is  that  of  our 
colleague,  Rex  Pittenger  of  the  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine. Dr.  Pittenger  is  chief  of  the 
Staunton  Clinic,  which  is  devoted  to 
the  education  of  the  primary  physician 
in  the  psychiatric  aspects  of  diagnosis 
and  therapy  for  use  in  his  own  practice. 
This  work  is  well  known  but  it  is 
not  well  enough  known.  It  is  certainly 
not  widely  enough  understood. 

A new  chance  to  understand  what  is 
going  on  has  come  to  our  attention. 
Dr.  Ray  S.  Greco,  a generalist,  of 
Weirton,  West  Virginia  has  written  a 
book*  in  collaboration  with  Dr.  Pit- 
tenger. Dr.  Greco  has  had  consider- 
able experience  in  general  practice  and 
a good  deal  of  exposure  to  the  teach- 
ings of  the  Staunton  Clinic.  This  book 
is  one  of  a British  series  called  Mind 
and  Medicine  Monographs,  which  is 
under  the  general  editorial  supervision 
of  Michael  Balint,  M.D.  of  London. 
Dr.  Balint,  a world  authority,  although 
not  listed  as  an  author,  obviously  has 
had  a hand  in  this  work. 

We  are  not  reviewing  the  book. 
This  is  an  attempt  to  call  attention  to 
a work  which  is  highly  successful  in 
stating  the  problems  and  in  demon- 
strating the  kind  of  solution  which  is 


being  offered.  This  is  not  a textbook 
and  various  readers  will  doubtless  find 
various  faults  with  it.  But  I am  quite 
certain  that  one  could  not  read  this 
small  volume  without  gaining  new  in- 
sights into  patient  care. 

Although  aimed  at  the  family  phy- 
sician, this  account  of  how  Dr.  Greco 
altered  his  approach  to  patients  and 
their  illnesses  could  hardly  fail  to  be 
helpful  to  any  physician  who  deals  with 
patients. 

If.  however,  a practitioner  is  con- 
cerned only  in  determining  whether 
the  patient  has  a cataract,  or  a cysto- 
cele  or  a duodenal  ulcer;  if  he  refuses 
to  be  concerned  with  how  this  fits  into 
what  is  really  disturbing  the  patient, 
then  this  book  may  not  be  for  him. 
But,  if  he  aspires  to  see  the  patient 
whole  and  if  his  interest  in  classifying 
disease  is  secondary,  there  is  food  for 
thought  here.  It  could  even  be  the 
beginning  of  wisdom. 


* One  Man's  Practice,  Effects  of  De- 
veloping Insight  on  Doctor-Patient 
Transactions.  Ray  S.  Greco  with  Rex 
A.  Pittenger.  J.  B.  Lippincott,  Com- 
pany, Philadelphia  and  Montreal. 

The  Routine  Autopsy 

An  unmeasured  but  definite  trend 
to  decry  the  routine  autopsy  can  be 
made  out  by  examining  the  opinions 
of  the  present-day  practitioner.  The 
change  in  attitude  toward  the  necrop- 
sy during  the  last  quarter  century  is 
as  surprising  as  it  is  disconcerting  to 
the  physician  who  has  been  surveying 
the  scene  since  the  pre-computer  days. 

In  the  event  that  you,  dear  reader, 
have  consciously  or  unconsciously 
slipped  into  the  belief  we  have  noted 
above,  we  invite  you  to  reopen  your 
mind.  Since  it  is  so  very  difficult  for 
the  hard-driven  pathologist  in  most 
hospitals  to  do  all  the  examinations 
for  which  permission  can  be  secured, 
it  is  easy  to  find  reasons  to  limit  their 
number.  One  can  readily  persuade 
himself  that  the  majority  of  necropsies 
do  not  give  us  the  information  which 
they  did  in  the  heyday  of  Paris  and 
Berlin  and  Vienna. 

That  this  is  not  the  case  is  to  be 
learned  by  a return  to  our  earlier  stu- 
dies of  the  “morhid  anatomy”  of  the 
patients  we  have  followed.  The  facts 
are  clear  to  those  who  will  turn  to 
page  93  of  this  issue.  We  have  the 
privilege  to  present  a fine  communi- 
cation from  George  Ross  Fisher, 
M.D.,  Assistant  Professor  of  Medi- 
cine at  Jefferson  Medical  College.  We 
are  proud  to  point  it  out  to  you. 
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State  Rush  Awards 

An  Episcopal  monk,  H.  Willard 
Gilpin,  S.B.B.,  known  as  Brother  Wil- 
lard at  St.  Barnabas,  House-by-the- 
Lake,  in  the  Erie  County  community 
of  North  East,  was  chosen  to  receive 
the  1967  PMS  individual  Benjamin 
Rush  Award.  The  Mercer  County 
Crippled  Children’s  School  and  Clinic 
Woman’s  Auxiliary  was  selected  to  re- 
ceive the  1967  PMS  organization  Ben- 
jamin Rush  Award  for  its  outstanding 
voluntary  health  contribution. 

Announcement  of  the  winners  was 
made  March  25  by  William  A.  Lim- 
berger,  M.D.,  of  West  Chester,  Chair- 
man of  the  Board  of  Trustees  and 
Councilors  of  the  Pennsylvania  Medi- 
cal Society. 

Brother  Willard,  formerly  an  engi- 
neer for  a major  electric  firm,  gave 
up  his  profession  to  help  men  and 
boys  suffering  from  crippling  infirmi- 
ties. For  over  forty  years,  with  all 
personal  expenses  paid  by  himself  or 
his  family,  Brother  Willard  has  helped 
arthritics,  cardiacs,  congenital  cripples, 


Presented  at  PMS 

and  the  mentally  retarded.  In  addition, 
he  has  acted  as  a father  to  approxi- 
mately three  hundred  teen-age  boys 
from  broken  homes,  seeing  them 
through  high  school  and  often  through 
college.  He  was  nominated  for  the 
award  by  the  Erie  County  Medical 
Society. 

The  achievements  of  the  Mercer 
County  Crippled  Children’s  School 
and  Clinic  Woman’s  Auxiliary  are 
even  longer  than  the  organization’s 
name.  The  members’  voluntary  serv- 
ice at  the  school  and  clinic  concen- 
trates on  assistance  in  the  therapy 
given  to  the  crippled  children. 

The  two  hundred  sixty  members 
provided  the  funds  for  the  necessities 
of  the  school  and  clinic  through 
unique  fund-raising  activities,  such  as 
an  annual  bridge  carnival  that  lasts 
nine  months.  The  Auxiliary  paid  the 
salary  of  a certified  teacher  for  a hear- 
ing course  and  for  required  equipment 
and  hearing  aids.  Since  1958,  the  or- 
ganization has  whittled  $14,000  from 


Officers  Conference 

the  mortgage  on  the  building  that 
houses  the  school  and  clinic. 

On  clinic  days,  the  Auxiliary  mem- 
bers not  only  assist  in  the  examina- 
tions, but  also  prepare  and  serve  meals 
for  the  nurses,  physicians  and  other 
workers.  The  Auxiliary  was  nomi- 
nated by  the  Mercer  County  Medical 
Society. 

The  awards  were  presented  at  the 
Pennsylvania  Medical  Society’s  Offi- 
cer’s Conference  in  Harrisburg  on 
April  27. 

Many  county  medical  societies  each 
year  present  Rush  Awards  to  individ- 
uals and  organizations  to  recognize 
outstanding  voluntary  contributions  to 
health.  The  state  winners  are  selected 
from  the  county  winners.  Awards 
honor  the  memory  of  Dr.  Benjamin 
Rush  (1745-1813),  of  Philadelphia,  a 
signer  of  the  Declaration  of  Inde- 
pendence and  physician-general  of 
Washington’s  Army  in  the  early  days 
of  the  Revolution. 


H.  WILI.ARD  GILPIN,  S.B.B.  MRS.  CHARLES  W.  DIVEN.  JR. 

St.  Barnabas.  House-by-the-Lake  Auxiliary  President 
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Preliminary  Call 
to  the 

1967  Annual  Session 

The  1967  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  will  be  called  to  order  in  the  Rose  Garden  of  the  Bellevue- 
Stratford  Hotel,  Philadelphia,  Pennsylvania,  at  7:30  p.m.,  Wednesday,  Sep- 
tember 27,  1967.  Subsequent  meetings  of  the  House  of  Delegates  are  sched- 
uled for  9:00  a.m.,  Friday,  September  29,  and  9:00  a.m.,  Saturday,  September 
30. 

All  proposed  amendments  to  the  Constitution  must  be  submitted  to  the 
office  of  the  Secretary  of  this  Society  on  or  before  May  27,  1967.  Such  amend- 
ments may  be  proposed  upon  the  written  petition  of  fifteen  active  members  of 
the  Society,  or  by  the  Committee  on  Constitution  and  By-laws. 

A.  W.  Cowley,  M.D. 

Dated  March  21,  1967  Secretary 


Physician  Placement 


Shortly  after  the  end  of  World  War 
II  physicians  returning  from  battle 
were  faced  with  the  problem  of  lo- 
cating communities  that  needed  and 
could  support  them.  To  help  these 
physicians  the  Pennsylvania  Medical 
Society  developed  the  Physician  Place- 
ment Service. 

In  a few  years  it  became  apparent 
that  an  ever  decreasing  number  of 
physicians,  particularly  general  prac- 
titioners, were  going  into  rural  or  non- 
metropolitan areas  of  Pennsylvania. 

To  continue  to  provide  a worth- 
while service  to  the  public  and  the 
medical  profession,  additional  em- 
phasis was  placed  on  assisting  rural 
communities  in  locating  physicians. 
The  responsibility  for  doing  this  was 


given  to  the  State  Society’s  Commis- 
sion on  Rural  Health. 

Under  this  system  the  Physician 
Placement  Service  has  expanded  and 
now  includes  seventy-two  communi- 
ties that  are  seeking  general  practi- 
tioners. Each  of  the  communities, 
before  being  listed,  was  evaluated  and 
classified  according  to  need.  Informa- 
tion for  this  purpose  was  obtained 
from  local  county  medical  societies 
and  knowledgeable  community  lead- 
ers. The  currently  listed  communities 
are: 

NORTH  WEST:  Albion,  Corry, 
Cranesville,  Union  City,  Kane,  Mt. 
Jewett,  Conneautville,  Linesville,  Mer- 
cer Area,  Sandy  Lake,  Sharon,  Emlen- 
ton,  New  Bethlehem,  Punxsutawney, 


Johnsonburg,  Kersey-Fox  Township, 
Mahaffey. 

SOUTH  WEST:  Ellwood  City, 

Sarver,  West  Sunbury,  Aliquippa, 
Conway,  Monoca-Rochester  Area, 
Rural  Valley,  Canonsburg,  Waynes- 
burg,  Masontown,  Dawson,  Salisbury, 
Somerset,  Boswell,  Tyrone,  Freeport. 

NORTH  CENTRAL:  Ulysses, 

Roulette,  Austin,  Liberty,  Ralston, 
Philipsburg. 

SOUTH  CENTRAL:  Warrior’s 

Mark,  McConnellsburg,  Blue  Ridge 
Summit,  Dry  Run,  Fort  Loudon, 
Greencastle,  Lehmasters,  Marion, 
Mercersburg,  St.  Thomas,  Reedsville, 
Lewsitown,  East  Waterford,  Richfield, 
Sunbury,  Hummelstown,  Littlestown. 

NORTH  EAST:  New  Albany, 

Leraysville,  To  wand  a,  Thompson, 
Brooklyn-Hartford  Kingsley  Area, 
Moscow,  Drums,  Catawissa,  Weather- 
ly. 

SOUTH  EAST:  Tower  City,  My- 
erstown,  Riegelsville,  Perkasie,  Har- 
leysville,  Columbia. 

Medical  specialists  also  are  needed 
in  several  rural  communities  across 
the  state.  The  Physician  Placement 
Service  is  working  with  these  areas  to 
locate  physicians  interested  in  making 
a move  to  new  surroundings. 

The  Physician  Placement  Service  is 
free  to  all  physicians.  For  more  in- 
formation concerning  opportunities  to 
practice  in  Pennsylvania,  write  to: 
Physician  Placement  Service,  Penn- 
sylvania Medical  Society,  Taylor  By- 
pass and  Erford  Road,  Lemoyne, 
Pennsylvania  17043. 


Number  of  Communities  by  County  Listed  with  Physician  Placement  Service 
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WELCOME,  NEW  MEMBERS 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

Robert  L.  Wittig,  M.D.,  135  Glenfield  Drive,  Pittsburgh 
15235. 

Turhan  S.  Dogue,  M.D.,  Magee-Women's  Hospital,  Pitts- 
burgh 15213. 

Robert  P.  Gannon,  M.D.,  516  Federal  Street,  Pittsburgh 
15212. 

Thomas  M.  Glushien,  M.D.,  Presbyterian-University  Hos- 
pital, Pittsburgh  15213. 

Francis  G.  Hurite,  M.D.,  5057  Hialeah  Drive,  Pittsburgh 
15238. 

Hirsh  W.  Sulkowitch,  M.D.,  4724  Browns  Hill  Road, 
Pittsburgh  15217. 

Donald  F.  O’Malley,  M.D.,  911  Limecrest  Road,  Pitts- 
burgh 15221. 

BUCKS  COUNTY: 

Daniel  A.  Nesi,  M.D.,  202  Main  Street,  Chalfont  18914. 

CAMBRIA  COUNTY: 

Sanford  H.  Edbert,  M.D.,  Lee  Hospital,  320  Main  Street, 
Johnstown  15901. 

Robert  W.  Hartnett,  M.D.,  250  Walnut  Street,  Johns- 
town 15901. 

Bernard  P.  McQuillan,  M.D.,  329  Main  Street,  Johns- 
town 15901. 

FRANKLIN  COUNTY: 

D.  Robert  Hess,  Jr.,  M.D.,  Shady  Grove  17256. 

LEHIGH  COUNTY: 

Charles  E.  Sieger,  M.D.,  33  North  Fulton  Street,  Allen- 
town 18102. 

McKEAN  COUNTY: 

Howard  S.  Miller,  M.D.,  Bradford  Hospital,  Bradford 
16701. 

Frederick  R.  Gabriel,  M.D.,  Bradford  Hospital.  Bradford 
16701. 

MIFFLIN-JUNIATA  COUNTIES: 

Robert  M.  F.rdman,  M.D.,  1 18  Valley  Street,  Lewistown 
1 7044. 

MONTGOMERY  COUNTY: 

Jack  E.  Oritt,  M.D.,  Camp  Hill  Road,  Fort  Washington 
19034. 

Ohanes  Oskanian,  M.D.,  613  North  Broad  Street,  Lans- 
dale  19446. 


Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514 


Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  <oi«j 
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MONTOUR  COUNTY: 


...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing Ictotest®  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514 


@ 

Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  totti 


John  A.  Malcolm,  Jr.,  M.D.,  Geisinger  Medical  Center, 
Danville  17821. 

Roger  C.  Robbins,  M.D.,  Sunbury  Road,  R.  D.  6,  Dan- 
ville 17821. 

NORTHAMPTON  COUNTY: 

Walter  Petters,  M.D.,  724  Barrymore  Lane,  Bethlehem 
18015. 

PHILADELPHIA  COUNTY 

Herbert  I.  Goldberg,  M.D.,  34th  and  Curie  Avenue, 
Philadelphia  19104. 

Richard  N.  Harner,  M.D.,  19th  and  Lombard  Street, 
Philadelphia  19146. 

Hazel  I.  Holst,  M.D.,  Lankenau  Medical  Bldg.,  Phila- 
delphia 19151. 

Marc  H.  Hollender,  M.D.,  916  Gates  Pavillion,  Phila- 
delphia 19104. 

Murray  Reswick,  M.D.,  Jefferson  Hospital,  X-ray  Dept., 
Philadelphia  19107. 

Donald  Safir,  M.D.,  Jenkintown  and  Edge  Hill  Road, 
Ardsley  19038. 

Bernard  Schneider,  M.D.,  2301  South  Broad  Street, 
Philadelphia  19148. 

Heinz  Schwartz,  M.D.,  Jefferson  Medical  College  Hos- 
pital, Philadelphia  19107. 

Frederick  A.  Simeone,  M.D.,  3401  North  Broad  Street, 
Philadelphia  19130. 

John  A.  Tucker,  M.D.,  34th  and  Spruce  Streets,  Phila- 
delphia 19104. 

Catherine  V.  Wohl-Kristo,  M.D.,  Temple  University 
Hospital.  Philadelphia  19140. 

Sirus  Zenouzi,  M.D.,  400  East  Willow  Grove  Avenue, 
Philadelphia  19118. 

K.  Francis  Lee,  M.D.,  Jefferson  Medical  College  Hospital, 
Philadelphia  19107. 

Kenneth  K.  Milgram,  M.D.,  St.  Luke's  and  Childrens 
Hospital,  Philadelphia  19122. 

Fred  K.  Nakhjavan,  M.D.,  AEMC,  York  and  Tabor 
Roads,  Philadelphia  19141. 

Terry  M.  German,  M.D.,  7933  Heather  Road,  Phila- 
delphia 19117. 

Robert  E.  Chmielewski,  M.D.,  8040  Roosevelt  Blvd., 
Philadelphia  19152. 

David  C.  Cottrell,  M.D.,  Hospital  of  the  University  of 
Pennsylvania,  3400  Spruce  Street,  Philadelphia  19104. 

Joseph  G.  Doboy,  M.D.,  Front  and  Lehigh  Streets,  Phila- 
delphia 19125. 

Peter  Amadio,  Jr.,  M.D.,  145  Millbrook  Drive,  Willing- 
boro,  New  Jersey  08046. 

Herbert  Warm,  M.D.,  Academy  Lane,  Elkins  Park  19117. 

Adam  D’Alessandro,  M.D.,  1409  South  Broad  Street, 
Philadelphia  19147. 

Lawrence  W.  Davis,  M.D.,  Armed  Forces  Radiobiology 
Research  Institute  Philadelphia  County. 

Richard  P.  Albertson,  M.D.,  Green  Hill  EE317,  Phil- 
adelphia 19151. 

William  Buchheit,  M.D.,  3401  North  Broad  Street,  Phil- 
adelphia 19140. 

Anthony  H.  Dunfield,  M.D.,  Philadelphia  State  Hospi- 
tal, Philadelphia  19114. 

Leslie  E.  Judkowski,  M.D.,  Wyncote  House,  Wyncote 
19095. 
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PHILADELPHIA  COUNTY: 

Clyde  F.  Barker.  M.D.,  3400  Spruce  Street,  Philadelphia 
19104. 

Donald  Chu,  M.D.,  1124  Lindley  Avenue,  Philadelphia 
19141. 

Murray  T.  Charlson,  M.D.,  Valley  Forge  General  Hos- 
pital, Phoenixville  19460. 

Alan  R.  Freedman,  M.D.,  3504  A Hawthorne  Drive, 
Dover,  Delaware  19901. 

Jayant  C.  Kamdar,  M.D.,  P.O.  Box  2702,  Philadelphia 
19120. 

Warren  A.  Katz,  M.D.,  Albert  Einstein  Medical  Center, 
York  and  Tabor  Roads,  Philadelphia  19141. 

W.  Thomas  London,  M.D.,  Inst,  for  Cancer  Research, 
7701  Burholme  Avenue,  Philadelphia  19111. 

Donald  A.  Nagel,  M.D.,  230  North  Broad  Street,  Phila- 
delphia 19102. 

Raphael  I.  Price,  M.D..  705  West  Carpenter  Lane,  Phila- 
delphia 19119. 

Victor  B.  Slotnick,  M.D.,  103  Pastorius  Apts.  103,  400 
East  Willow  Grove  Avenue,  Philadelphia  19118. 

Donald  V.  Stevenson,  M.D.,  Philadelphia  Psychiatric 
Center.  Ford  Road  and  Monument  Avenue,  Philadelphia 
19131. 

Herbert  W.  Wallace,  M.D.,  Graduate  Hospital,  19th  & 
Lombard  Streets,  Philadelphia  19146. 

Harvey  Weintraub,  M.D.,  638  Broad  Acres,  Narberth 
19072. 

Alexandra  I.  Karetas,  M.D.,  237  Winona  Street,  Phil- 
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Tandearil 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy  Use  with 
great  caution  in  the  first  trimester  of  pregnancy 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in  divided 
doses  for  2 to  3 days;  300  mg  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 
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move  again 
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3 out  of  4 painful  shoulder  patients 
responded  well 

84.2%  of  127  patients 

81%  of  48  patients 


TA-47 


Why  these  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  The  agitated  patient. 


Anxiety— particularly  that  beyond  the 
range  of  minor  tranquilizers— fre- 
quently is  expressed  as  gross  motor 
restlessness,  fidgetiness  and  purpose- 
less movements,  and  may  erupt  into 
aggressive  behavior.  Mellaril  is  al- 
most a specific  for  those  patients 
whose  anxiety  follows  such  a pattern. 


The  patient  under 
; uational  stress. 

/jllaril  helps  the  patient  deal  with 
lisses  of  everyday  life.  Nonhabitu- 
i lg,  it  can  be  given  for  extended  pe- 
■i  is  of  time.  It  does  not  “separate” 
1 patient  from  practical  problems 
i:  pressures,  does  not  induce  eupho- 
•i  or  a fuzziness  which  can  compro- 
l ise  the  ability  to  cope  with  reali- 
ies.  Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worrying  about. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 
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The  psychosomatic  patient. 

ie  family  physician  is  rarely  given 
e diagnostic  luxury  of  a classic, 
ictbook  “anxiety  state.”  Most  often 
must  probe  for  anxiety  masked  by 
'unctional  disorder  — or  which  exac- 
bates  a somatic  problem.  Double- 
md  evaluations  have  demonstrated 
at  Mellaril  can  be  a significant  ad- 
nct  in'the  treatment  of  such  patients. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated ) problems : the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1’3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wei 
characterized  by  increased  direct-reacting  bilirubin,  elevat ! 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal. 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan: 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nc. 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r; 
been  reported  in  other  patients  taking  prolonged  courses  of  t: 
medication.  Patients  with  chronic  infection  have  been  given  1 i 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a l 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  ? 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ’ 
144  patients  who  received  the  drug  daily  for  two  years,  no  jar- 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th<* 
patients’  families,  who  were  not  taking  the  drug,  had  episoci 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wc* 
determined  in  a group  of  fifty-four  adults  and  children  who  to: 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  ; 
rheumatic  fever  prophylaxis.  The  results  were  compared  w:  i 
those  of  a similar  group  of  forty-four  patients  who  received  pc  • 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati  i 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cou:  > 
of  treatment  was  observed  in  one  patient  treated  with  Ilosc 
and  in  two  patients  treated  with  penicillin.  Seven  other  patiei  i 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil  i 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri ; 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wc  > 
reported  in  102  pediatric  patients  who  received  short-term  (tc  • 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf  - 
tions.  Results  of  liver  function  tests  in  these  patients  were  co  - 
parable  to  those  in  a similar  control  group  who  had  receii  1 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  - 
fects  are  observed  in  a small  proportion  of  individuals  as  a res  ti 
of  a local  stimulating  effect  of  the  medication  on  the  aliment:  l 
tract;  however,  the  normal  intestinal  gram-negative  bactei  1 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  ; 
of  erythromycin,  there  have  been  occasional  reports  of  urticai  ,1 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  b<  i 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  r 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hoi  . 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  li 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos;  e 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromv  n 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  s 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fift  n 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryth  - 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  I 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p t 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  e 
recommended.'  In  the  treatment  of  gonorrhea,  patients  wit  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examinat  n 
before  receiving  antibiotics,  and  monthly  serologic  tests  sho  d 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  i 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  bas  , 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-  - 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalt, 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packa}  -) 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  247:69,  1 !*i 

2.  Griffith,  R.  S..  and  Black.  H.  R. : Antibiotics  & Chemother..  12:398,  1 *J 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  220:198.  196  J 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  U6206. 


A Practical  Lesson  in  Community  Disaster  Planning 


Truck  Hits  School  Bus 

"If  we  want  a Community  Disaster  Plan  which  works,  we  have 
to  communicate  and  work  with  the  people  who  make  things 
happen  at  the  local  level/ 


JOHN  A.  HAMPSEY,  M.D. 
Bethlehem,  Pennsylvania 

On  October  11,  1966  an  accident 
occurred  in  Bethlehem,  Penn- 
sylvania which  provides  a good 
example  of  a small  local  disaster 
which  tested  the  effectiveness  of  a 
community’s  disaster  planning. 

At  8 o’clock  on  a crisp  clear  morn- 
ing, a truck  heavily  loaded  with  soft 
drinks  and  apparently  travelling  at 
high  speed  ran  through  a stop  sign 
and  plowed  broadside  into  a private 
school  bus.  The  impact  caused  the 
bus  to  flip  over  three  times  before  com- 
ing to  rest  on  its  side  on  a nearby  lawn. 
One  five  year  old  was  thrown  from  the 
bus  and  landed  under  a tree.  He  sus- 
tained a fractured  femur,  cerebral 
concussion  and  multiple  head  and 
facial  lacerations.  Several  other  pupils 
— ranging  in  age  from  three  to  thir- 
teen years — were  trapped  in  the  wreck- 
age along  with  the  sixty-nine  year  old 
bus  driver.  The  impact  of  the  crash 
bent  the  frame  and  crumpled  the  roof 
of  the  compact  bus.  The  front  door 
was  ripped  from  the  body  of  the  ve- 
hicle. All  windows  were  shattered  or 
dislodged.  Several  seats  had  been  torn 
from  the  floor  moorings.  All  of  the 
children  and  the  bus  and  truck  drivers 
were  taken  to  St.  Luke’s  Hospital. 

The  woman  on  whose  front  lawn 
the  bus  came  to  rest  called  the  hospital 
at  8:03  a.m.  She  informed  the  Emer- 
gency Room  nurse  that  “a  bad  school 

■ Dr.  Hampsey  is  an  associate  in 
surgery  and  disaster  chief  at  St.  Luke’s 
Hospital  in  Bethlehem.  He  is  also 
a member  of  the  State  Society’s  Com- 
mission on  Disaster  Medical  Care. 

■ This  report  on  Community  Disaster 
Planning  was  presented  at  the  Fifth 
Regional  Conference  on  Disaster  Med- 
ical Care  in  Pittsburgh  on  March  29, 
1967.  The  Conference  was  sponsored 
by  the  Pennsylvania  Medical  Society 
and  the  Allegheny  County  Medical 
Society. 


bus  accident  just  occurred  at  Cata- 
sauqua  Road  and  Alwood  Drive  and 
that  many  children  are  hurt  and 
screaming.”  No  information  about 
the  size  of  the  bus  nor  the  number  of 
school  children  involved  could  be  ob- 
tained from  this  obviously  distraught 
person. 

At  about  the  same  time  this  call 
was  put  through  to  the  hospital,  a 
school  crossing  guard  called  Police 
Headquarters  and  gave  similar  in- 
formation. Our  Community  Disaster 
Plan  was  activated  and  the  initial  steps 
in  the  fan-out  alert  were  taken  with 
the  hospital  being  the  first  on  the  call 
list.  Three  police  cars  were  dispatched 
to  the  scene.  The  Fire  Department  was 
alerted  and  five  pieces  of  equipment, 
including  “Rescue  1,”  a jeep  and  first 
aid  trailer  loaded  with  litters,  splints 
and  other  supplies,  were  sent  to  the 
scene.  The  Police  arrived  on  the  scene 
at  8:07  a.m.  and  the  fire  equipment 
about  two  minutes  later. 

At  the  hospital,  a Standby  Alert 
Order  was  issued  upon  receipt  of  initial 
information.  The  first  I knew  of  the 
disaster  was  the  announcement  over 
the  PA  system  of  “Standby  Order  No. 
7”  which,  according  to  our  hospital 
plan,  indicated  an  alert  for  a large 
external  disaster  which  would  put  the 
estimated  casualties  over  sixteen.  At 
this  stage,  we  knew  nothing  of  the 
size  of  the  bus.  But  we  did  know 
that  school  buses  in  Bethlehem  held  up 
to  seventy  pupils  and  thus  we  could 
be  faced  with  a major  disaster  problem. 

At  the  time  the  alert  was  sounded 
over  the  PA  system,  I was  scrubbing 
for  a gallbladder  operation.  1 broke 
scrub  and  went  down  to  the  Emergency 
Room  to  check  on  preparations  for  the 
disaster.  I found  things  running 
smoothly.  At  8:15  a.m.,  we  received 
more  detailed  information  from  Police 
Headquarters  via  radio  from  the  dis- 
aster site.  This  was  vital  information 


as  far  as  the  hospital  was  concerned. 
The  bus  involved  was  a private  school 
bus,  capacity  of  eighteen,  and  the 
actual  number  of  pupils  involved  was 
about  ten — -some  apparently  very  seri- 
ously injured. 

The  “Standby  Order  No.  7”  was 
then  changed  to  “Order  No.  3”  (a 
small  external  disaster  with  casualties 
up  to  sixteen.  We  were  ready  and 
waiting  when  at  8:25  a.m.,  a police  car 
from  the  scene  brought  into  the  Emer- 
gency Courtyard  the  most  seriously 
injured  casualty  (the  boy  thrown  out 
under  the  tree).  This  boy’s  leg  had 
been  splinted  in  a blanket  splint  and 
dressings  had  been  placed  on  the  open 
wounds. 

The  police  car  stayed  in  the  Emer- 
gency Courtyard  to  give  us  direct  radio 
communication  with  the  disaster  site. 
We  learned  through  this  means  that 
things  were  under  control  at  the  dis- 
aster scene.  One  of  our  physicians  who 
had  been  alerted  by  a neighbor  was 
on  the  scene  directing  first  aid.  A 
casualty  collecting  point  had  been  set 
up  on  a blanket-covered  nearby  lawn. 
The  senior  police  officer  (who  hap- 
pened to  be  the  shift  captain)  at  the 
scene  was  in  charge  and  was  at  this 
point  the  "Disaster  Site  Headquarters.” 
This  officer  made  the  decision  when 
he  arrived  at  the  scene  that  his  forces 
could  take  care  of  the  situation  and 
there  was  no  need  to  expand  further 
the  Disaster  Plan.  If  it  would  have 
been  a large  accident  with  a greater 
number  of  casualties,  the  Disaster 
Scene  Command  would  have  been 
taken  over  by  the  Chief  of  Police  and, 
finally,  in  a large  scale  event,  by  the 
Director  of  Public  Safety  with  all 
forces  brought  into  play. 

The  entrapped  pupils  and  the  driver 
of  the  bus  were  removed  with  the  help 
of  neighbors,  police  and  firemen,  who, 
in  effect,  were  the  Search  and  Rescue 
Command  Post.  Traffic  control  had 
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Photo  by  M.  Cunningham 


Accident  site  of  the  school  hus-truck  disaster  which  resulted  in  injury  to  eight 
children  and  both  drivers. 


quickly  been  established  and  main- 
tained by  police  heading  the  Law  and 
Traffic  Command  Post. 

Sorting  on  the  basis  of  priority  of 
evacuation  was  done  by  the  physician 
heading  up  the  Medical  Command 
Post.  These  casualties  were  then  trans- 
ported to  St.  Luke’s  Hospital  by  am- 
bulances, police  and  fire  rescue  cars 
called  by  the  Disaster  Scene  Com- 
mander through  Police  Headquarters. 
Transportation  was  facilitated  through 
the  rush  hour  traffic  by  pre-arranged 
traffic  light  control  system  and  all 
casualties  were  in  the  hospital  under 
active  treatment  by  8:50  a.m.  Five 
were  admitted;  five  others  were  treated 
and  discharged. 

An  Information  Center  was  set  up 
at  the  hospital  and  a free  coffee  and 
donut  bar  established  in  the  area  for 
the  concerned  parents  who  came  rush- 
ing to  the  hospital.  The  “all-clear 
signal”  was  given  at  10:30  a.m.  and 
normal  routine  re-established  at  the 
hospital. 

Everyone  at  the  hospital  was  pleased 
with  how  smoothly  the  job  was 
handled  there.  Instead  of  being  taken 
completely  by  surprise,  the  hospital 
had  time  to  initiate  their  plan  and 
mobilize  their  forces  so  that  sorting 
and  treatment  went  rapidly  and  well. 
(In  the  usual  disaster  situation,  the 
first  notice  the  hospital  has  is  when 
the  patients  suddenly  arrive  at  the 
Emergency  Room  Door.) 

The  pupils  were  handled  properly 
at  the  disaster  site  and  were  trans- 
ported efficiently  and  rapidly  to  the 
hospital.  A letter  of  commendation 
from  the  school  to  the  community 
forces  was  published  in  the  local  paper 
the  day  after  the  accident. 

Noisy  Desperation 

The  often  quoted  line  from  Henry 
David  Thoreau  that  “the  mass  of  men 
lead  lives  of  quiet  desperation”  could 
well  apply  to  many  people  dealing 
with  disaster  management  if  the  word 
“quiet”  were  changed  to  “noisy.”  All 
too  often,  the  best  of  intentions  ex- 
plode amid  the  siren-screaming  chaos 
of  an  ill-managed  local  disaster. 

This  desperation  and  frustration  re- 
cently caused  a Chairman  of  a Com- 
mittee on  Trauma  of  the  American 
College  of  Surgeons  to  wish  he  were 
back  in  the  Army.  “If  I must  be  in- 
volved in  a disaster,”  he  said,  “let 
it  be  on  a battlefield,  since  in  the 
Army  there  is  a plan  for  the  care  of 
casualties,  a definite  chain  of  com- 
mand, adequate  communications,  col- 
lection of  casualties,  first  aid  and  con- 


trolled evacuation  to  the  units  in  the 
rear.” 

Such  pessimism  in  regard  to  proper 
control  in  civilian  disasters  is  not  war- 
ranted if  proper  plans  and  actions  are 
taken  at  the  grass  roots  level.  Too  of- 
ten, I think,  we  “Disaster  People”  are 
like  conservationists — we  keep  talking 
to  each  other.  But  if  we  want  a 
Community  Disaster  Plan  which 
works,  we  have  to  get  out  where  the 
action  is  and  communicate  and  work 
with  the  people  who  make  things  hap- 
pen at  the  local  level. 

I have  been  asked  to  “tell  my  story” 
of  disaster  planning  in  the  Bethlehem 
area,  not  because  it  is  in  any  way 
spectacular,  but  precisely  because  it  is 
an  experience  that  can  easily  be  dupli- 
cated in  any  community  in  this  com- 
monwealth. My  interest  in  the  proper 
management  of  multiple  casualties 
stems  initially  from  my  experiences  in 
the  field  in  World  War  II.  When  I 
became  Disaster  Chief  at  St.  Luke’s 
Hospital  in  Bethlehem,  it  soon  became 
evident  that  disaster  victims  could  not 
possibly  be  given  good  care  unless 
some  sort  of  plan  was  developed  at 
the  community  level  for  proper  con- 
trol and  communication  at  the  dis- 
aster site.  Several  actual  disaster  sit- 
uations crystallized  this  concept.  I 
drew  up  an  outline  of  a simple  prac- 
tical Community  Disaster  Plan  based 
on  the  four  basic  principles  of  disaster 
control:  (1)  single  disaster  authority 
(2)  traffic  control  (3)  effective  com- 
munications (4)  unified  medical  com- 
mand; emphasizing  that  local  govern- 
ment has  the  basic  responsibility  in 
establishing  an  adequate  disaster  pos- 
ture. This  plan  developed  from  my 


personal  experience  in  multiple  cas- 
ualty care,  from  a study  of  the  vo- 
luminous literature  on  this  subject  (es- 
pecially the  reports  of  the  Committee 
on  Trauma  of  the  American  College 
of  Surgeons)  and  many  communica- 
tions with  men  of  experience  in  this 
matter. 

The  Mayor  of  Bethlehem  was  ap- 
proached and  the  need  for  a Com- 
munity Disaster  Plan  was  explained 
to  him  and  his  pertinent  staff  members 
(Civil  Defense  Chief,  Public  Safety 
Director,  Police  and  Fire  Department 
representatives).  All  were  very  recep- 
tive, even  enthusiastic,  to  the  plan 
which  was  then  drawn  up  in  more 
detail  and  “tailored”  to  the  local  sit- 
uation. Voluntary  agencies  in  the 
community  were  involved  in  an  over- 
all study  of  community  facilities.  Full 
cooperation  was  experienced  through- 
out this  entire  period  of  planning. 

In  January  1964,  the  first  meeting 
of  the  Northampton  County  Medical 
Society  was  devoted  to  Community 
Disaster  Planning.  At  that  time,  I 
urged  that  this  activity  be  adopted  as 
one  of  the  main  objectives  for  the  So- 
ciety for  that  year.  This  was  done 
and  through  its  Commission  on  Di- 
saster Medical  Care,  great  impetus  was 
given  to  the  formation  of  Community 
Disaster  Plans  within  Northampton 
County. 

Mock  Drills  Held 

A mock  circus  tent  explosion  and 
fire  was  held  on  Sunday,  March  17. 
1964  as  the  first  full  scale  drill  in- 
volving several  hundred  casualties  and 
two  hospitals  (St.  Luke's  Hospital  in 
Bethlehem,  and  Easton  Hospital  in 
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Easton).  The  mock  disaster  was  spon- 
sored by  the  Northampton  County 
Medical  Society  through  its  Commis- 
sion on  Disaster  Medicine.  This  ini- 
tial drill  was  announced  ahead  of  time 
and  given  considerable  publicity  so 
that  people  in  this  community  were 
briefed  on  the  activity  and  the  need 
for  such  a plan.  Press  and  radio  cov- 
erage was  good — before,  during  and 
after  the  event — and  afforded  us  con- 
siderable opportunity  to  promote  the 
concept  of  Community  Disaster  Plan- 
ning in  the  area. 

Another  drill,  this  time  a surprise 
mock  plane  crash,  was  held  on  the 
night  of  February  21,  1965.  This  was 
a real  test  of  preparedness  because 
only  a few  key  men  knew  of  the  drill 
and  we  had  to  contend  with  surprise, 
darkness,  cold  and  mud. 

Critiques  were  held  after  each  one 
of  these  drills  and  findings  and  rec- 
ommendations published. 

Since  that  time,  major  drills  have 
been  held  in  the  cities  of  Easton  and 
Allentown.  A large  scale  disaster  in- 
volving all  three  major  communities  of 
the  Lehigh  Valley  is  now  in  the  plan- 
ning stage. 

Bigness,  however,  is  not  necessarily 
an  important  concept  in  planning  for 
effective  local  disaster  readiness.  As 


a matter  of  fact,  1 think  it  is  much 
better  to  “think  small”  because  most 
people  in  developing  an  idea  of  what 
constitutes  a local  disaster  think  on 
much  too  big  a scale.  For  example, 
in  planning  at  the  hospital  level,  I 
have  seen  plans  developed  that  re- 
quired as  many  as  fifty  casualties  be- 
fore the  plan  could  be  activated.  This 
is  completely  unrealistic,  for  you’re 
going  to  have  an  awful  mess  on  your 
hands  long  before  even  twenty-five 
casualties  are  received. 

Ten,  apparently  seriously  injured  or 
ill  persons  arriving  in  the  Emergency 
Department  within  a half  hour  will 
constitute  a disaster  in  most  hospitals 
and  should  demand  an  activation  of  at 
least  the  early  phases  of  its  Disaster 
Plan.  In  other  words,  such  a happen- 
ing will  demand  an  expansion  of  its 
treatment  facilities — the  degree  of  ex- 
pansion depending,  of  course,  upon 
the  number  of  casualties. 

Importance  of  'Think  Small’ 

Since  every  Community  Disaster 
Plan  should  be  designed  with  its  hos- 
pital in  mind,  it  is  just  as  important 
to  “think  small"  at  the  community 
level,  so  that : 

1.  The  casualties  in  a small  disaster 

are  given  good  care  at  the  accident 


site  and  are  efficiently  transferred 
to  the  hospital. 

2.  The  hospital  is  adequately  alerted 
for  the  reception  of  casualties  and 
is  not  taken  by  surprise  as  is  so 
often  the  case. 

3.  The  disaster  posture  of  a com- 
munity is  kept  strong  by  frequent 
use  of  at  least  the  basic  responses 
of  the  Community  Disaster  Plan 
and  thus  does  not  become  rusty  and 
ineffective  while  awaiting  a “big 
one.” 

4.  The  small  accident  with  a big 
potential  is  not  overlooked  until 
matters  get  out  of  hand. 

5.  Disaster  management  becomes  a 
routine  function  and  operates 
smoothly  and  rapidly. 

Conclusion 

We  can  say  that  it  has  been  our 
experience  that  a Community  Disaster 
Plan,  based  on  well-tried  principles  of 
disaster  handling  (as  published  in  the 
Pennsylvania  Medical  Society’s  Com- 
munity Disaster  Planning  Guide)  and 
developing  skills  of  resilience,  simplic- 
ity and  flexibility,  does  work  well  and 
is  a means  of  saving  many  lives  and 
alleviating  much  suffering  and  should 
be  a service  available  to  the  people 
of  every  community  in  this  nation. 


Patient  Care  One 
of  4 Topics  at 
AMA  Convention 

Patient  care,  from  the  standpoint  of 
standard  methods  as  well  as  research, 
will  be  one  of  four  topics  presented 
in  general  scientific  sessions  at  this 
year’s  Annual  Convention  of  the 
American  Medical  Association. 

The  Convention  is  to  be  held  in 
Atlantic  City  June  18-22;  the  Scien- 
tific Program  will  be  at  Convention 


Hall  and  nearby  hotels,  and  the  House 
of  Delegates  will  meet  at  the  Chal- 
fonte-Haddon  Hall  Hotel. 

The  General  Scientific  Meetings  are 
open  to  all  physicians  attending  the 
Annual  Convention. 

Other  General  Scientific  Meetings 
on  this  year’s  Annual  Convention  Pro- 
gram will  be  on  the  subjects  of  back- 
ache, healing  and  sex. 

In  addition  to  the  General  Sessions, 
each  of  the  twenty-two  Scientific  Sec- 
tions will  present  scientific  programs. 
Many  of  the  Section  programs,  as  in 
past  years,  will  be  joint  meetings  of 


two  or  more  Sections  and,  in  some 
instances,  a specialty  society. 

Specialty  societies  joining  AMA 
Sections  will  include: 

The  American  College  of  Chest 
Physicians,  which  will  join  the  Section 
on  Diseases  of  the  Chest  for  a pro- 
gram. 

The  American  College  of  Cardiol- 
ogy, which  will  join  the  Section  on 
Internal  Medicine  in  a session. 

The  Society  for  Investigative  Der- 
matology, Inc.,  which  will  hold  its 
meetings  in  conjunction  with  the  Sec- 
tion on  Dermatology. 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational.  1961.  Graduates  20,524. 

FACILITIES:  Modem  well-equipped  laboratories;  Curtis  Clinic;  Daniel  Baugh  Institute  of  Anat- 
omy; Jefferson  Hospital  and  Barton  Memorial  Division  of  the  Chest;  the  Lovelace  Foundation; 
teaching  museums  and  free  libraries;  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  the  Office  of  the 
Dean,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  A.  Sodeman,  M.D.,  Dean  and 
Vice  President  for  Medical  Affairs 
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Sleep  -interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIL 


(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 
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J.  EVERETT  McCLENAHAN,  M.D. 

President, 

Pennsylvania  Medical  Society 

MR.  CHAIRMAN  AND  MEMBERS 
OF  THE  TASK  FORCE: 

I’m  J.  Everett  McClenahan,  a medi- 
cal doctor,  medical  director  of  the  Mc- 
Keesport Hospital  and  a specialist  in 
surgery,  and  I am  appearing  here  to- 
day as  the  President  of  and  spokes- 


■ /.  Everett  McClenahan , M.D., 
President  of  the  Pennsylvania  Medical 
Society,  testified  in  Harrisburg  before 
a special  task  force  of  the  Committees 
on  Appropriations  and  Ways  and 
Means  on  Thursday,  April  6.  Dr.  Mc- 
Clenahan s appearance  was  occasion- 
ed by  a request  from  the  Chairman  of 
the  Appropriations  Committee  which 
asked  the  Pennsylvania  Medical  So- 
ciety and  other  organizations  to  try 
to  project  for  them  the  cost  to  Penn- 
sylvania of  providing  programs  of 
"human  services ” in  the  future. 


man  for  the  Pennsylvania  Medical 
Society.  The  Pennsylvania  Medical 
Society  is  a voluntary,  professional  as- 
sociation of  12  thousand  member 
medical  doctors  organized  to  act  on 
their  concern  for  the  same  human 
services  that  caused  you  to  establish 
these  hearings. 

In  the  brief  time  we  have  had  to 
prepare  for  these  hearings,  it  has  been 
impossible  for  us  to  come  up  with 
dollar  figures  on  the  increased  costs 
of  supplying  human  services  over  the 
next  five  or  ten  years. 

Despite  the  lack  of  precise  dollar 
figures,  we  do  present  certain  ines- 
capable conclusions  and  we  will  fol- 
low these  conclusions  with  a point- 
by-point  summary  of  the  evidence  that 
has  led  to  them. 

So  that  the  proper  framework  for 
the  conclusions  is  established,  it  is 
necessary  to  restate  some  facts  which 
are  largely  ignored  in  the  day-to-day 
discussions  of  health  care  costs.  In  a 
perceptive  study  of  the  subject,  the 
well-known  economist -consultant, 

Peter  F.  Drucker,  says  the  following: 
“The  fact  is  that  health  care  took 
about  four  cents  out  of  every  dollar 
the  American  public  spent  in  1929 
and  today  it  takes  five  and  one-half 
cents.  But  most  of  that  increase  took 
place  before  1950,  and  most  of  it  is 
public  rather  than  private  spending. 
If  measured  against  the  disposable  in- 
come of  the  consumer  (that  is,  income 
left  after  taxes),  health  care  costs  take 
about  the  same  slice  out  of  the  family 
budget  that  they  took  way  back  in 
1929,  or  in  1946. 

“Furthermore,  to  compare  the 
health  care  of  20  or  40  years  ago 
with  the  health  care  of  today  is  like 
comparing  a bowl  of  chili  at  the  auto- 
mat to  a steak  and  champagne  dinner 
at  ‘21.’  . . .” 


With  that  as  the  stage,  here  are  our 
conclusions: 

1.  Significant  amounts  of  additional 
taxation  must  be  imposed  on  Penn- 
sylvanians within  the  next  three  or 
four  years. 

2.  The  quality  and  quantity  of  hu- 
man services  must  increase. 

3.  There  will  be  significant  increases 
in  the  cost  of  at  least  that  portion 
of  higher  education  in  which  we  are 
most  concerned — premedical  and 
medical  education. 

4.  The  giant  demand  for  more  health 
manpower  is  not  going  to  be  met  com- 
pletely and  competition  for  qualified 
personnel  is  going  to  continue  to  in- 
crease the  costs  of  the  services  they 
provide. 

5.  Continued  increases  in  the  cost  of 
health  care  are  inevitable.  The  ques- 
tion is  not  whether  they  will  rise,  but 
how  fast. 

6.  The  greatest  increase  in  the  cost 
of  health  care  has  and  will  continue 
to  take  place  in  the  cost  of  hospitali- 
zation which  some  economists  have 
predicted  will  increase  by  about  50 
percent  in  the  next  three  or  four  years. 

7.  Blue  Cross  and  private  health  in- 
surance premiums  will  show  a com- 
parable increase  in  the  same  period 
of  time. 

8.  Drug  costs  will  increase  but  at  a 
rate  that  will  be  little,  if  any,  greater 
than  the  nation's  inflationary  spiral. 
In  other  words,  that  portion  of  the 
health  care  dollar  that  goes  for  drugs 
is  expected  to  remain  virtually  con- 
stant over  the  next  five  or  more  years. 

9.  The  cost  of  physicians'  services 
will  increase  over  at  least  the  next 
five  years  but  at  a rate  that  is  ex- 
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In  view  of  the  preceding  condi- 
tions, the  Commonwealth  of 
Pennsylvania  is  in  the  unenvi- 
able position  of  being  forced  to 
find  additional  tax  revenues  be- 
cause in  at  least  the  health  and 
welfare  portion  of  the  human 
services,  the  decision  as  to  what 
services  to  provide  has  been  pre- 
empted by  the  federal  govern- 
ment which  forces  you  to  do  no 
more  or  no  less  than  decide  how 
to  obtain  the  additional  revenues 
required,  in  both  the  health  and 
welfare  services,  federal  legisla- 
tion specifies  quality  as  well  as 
quantity  and  directs,  as  an  ex- 
ample, that  the  Commonwealth 
prepare  to  end  the  massive  sub- 
sidization of  the  health  care 
services  provided  by  physicians 
and  to  reimburse  them  on  the 
same  basis  as  the  other  providers 
of  services  compensated  through 
the  Departments  of  Health  and 
Public  Welfare. 


pected  to  be  little  greater  than  the 
rate  of  the  general  inflationary  spiral. 
10.  The  cost  of  non-health  welfare 
services  will  increase  significantly  be- 
cause cash  payments  will  increase  and 
the  number  and  quality  of  services 
will  increase. 

In  our  point-by-point  discussion  of 
the  conclusions,  we  will  refer  fre- 
quently— and  perhaps  surprisingly— 
to  the  Report  to  the  President  on 
Medical  Care  Prices,  presented  by  the 
United  States  Department  of  Health, 
Education  and  Welfare  in  February  of 
this  year.  The  report  was  ordered  by 
the  President  for  the  same  reason  that 
you  are  holding  these  hearings.  We 
commend  the  report  to  your  reading 
because  it  contains  what  to  us,  at  least, 
was  a surprising  degree  of  objectivity 
as  compared  to  the  type  of  report 
our  experience  with  the  federal  gov- 
ernment has  led  us  to  expect. 

1.  Significant  amounts  of  additional 
taxation  must  be  imposed  on  Penn- 
sylvanians within  the  next  three  or 
four  years. 

The  inevitability  of  additional  taxa- 
tion has  been  established  for  you  by 
federal  legislation,  public  acceptance 
of  all  human  services  as  a right,  and 
the  inflationary  trends  that  show  no 
i signs  of  decreasing. 

We  have  not  made  a minute  study 
of  state  spending  in  all  areas,  but  it 
seems  apparent  that  funds  cannot  be 


diverted  in  any  significant  amount 
from  other  state  services  to  the  area 
of  human  services  without  eliminating 
entire  programs.  We  do  not  believe 
that  segments  of  the  public  would  al- 
low wholesale  elimination  of  programs 
to  which  they  have  been  accustomed 
and  "parings,”  although  they  will  help, 
will  not  provide  funds  in  an  amount 
sufficient  to  meet  the  giant  increases 
that  will  be  required  to  finance  human 
services. 

The  Title  XIX  portion  of  the  Medi- 
care Law,  Pennsycare,  largely  removes 
from  your  hands  the  ability  to  de- 
termine what  health  services  the  Com- 
monwealth shall  provide.  They  are 
specified  by  law  and  the  law  says  you 
must  meet  the  specifications  if  you  are 
to  receive  federal  reimbursement.  Be- 
cause of  the  federal  tax  structure 
which  leaves  so  little  for  the  states  to 
tap  as  revenue  sources,  it  would  be 
disastrous  for  the  state  to  attempt  to 
establish  its  own  criteria  for  human 
services,  to  forego  the  federal  reim- 
bursement and  to  attempt  to  finance 
the  entire  package  itself.  The  precise 
cost  of  meeting  the  federally  mandated 
increases  in  health  and  welfare  services 
should  be  available  to  you  from  your 
Departments  of  Health  and  of  Public 
Welfare.  If  you  abhor  the  loss  of  state 
determination  dictated  by  the  federal 
statutes,  so  do  we.  A segment  of  the 
public  may  have  demanded  the  in- 
crease in  human  services  the  legisla- 
tion specifies,  but  the  greatest  segment 
of  the  public  simply  allowed  it  to  hap- 
pen without  strong  pro  or  con  feel- 
ings. The  statutes  do  exist  and  they 
are  just  the  beginning.  Federal  hear- 
ings currently  are  underway  on  a bill 
which  would  impose  even  greater  so- 
cial security  taxes,  take  more  general 
fund  revenues,  increase  the  services 
under  Titles  XVIII  and  XIX  of  the 
Medicare  Law,  and  further  impose  on 
the  states  the  necessity  of  committing 
more  and  more  state  tax  monies  to 
match  the  increased  federal  spending. 

The  additional  tax  revenues  you  will 
have  to  find  in  the  next  three  or  four 
years  are  in  addition  to  any  increases 
that  may  be  mandated  by  the  passage 
of  additional  federal  legislation  in  the 
area  of  health  and  welfare  services. 

Under  existing  federal  legislation,  to 
receive  federal  medical  assistance 
funds  after  July  1,  1967,  Pennsyl- 
vania's program  of  medical  assistance 
must  provide  for  the  reasonable  cost 
of  inpatient  hospital  care  as  defined 
by  the  federal  government,  physician’s 
services  in  the  hospital  to  the  medi- 
cally needy  and  the  public  assistance 
recipients,  outpatient  hospital  services 


to  the  medically  needy,  and  other, 
more  detailed  requirements.  By  July 
1,  1975,  comprehensive,  “quality” 

health  care  services  must  be  provided 
to  all  of  the  state's  residents  established 
as  fully  or  partly  needy. 

The  states  are  expected  to  set  stan- 
dards that  will  be  appropriate  to  in- 
sure that  services  will  be  of  high 
quality.  This  undoubtedly  means  that 
the  hospitalization  care  supplied 
should  be  in  semi-private  accommoda- 
tions and  even  private  accommoda- 
tions when  medically  indicated.  The 
federal  law  suggests  the  payment  of 
usual  and  customary  fees  to  physi- 
cians. 

In  Pennsylvania,  there  is  resistance 
to  payment  of  usual  and  customary 
fees  for  any  category  of  welfare  pa- 
tients as  a result  of  the  many  years 
of  subsidization  of  welfare  programs 
by  physicians  providing  services  with- 
out charge  or  for  less  than  their  usual 
charge.  Nevertheless,  the  position  of 
the  Department  of  Health,  Education 
and  Welfare  is  quite  clear.  The  Hand- 
book of  Public  Assistance  Administra- 
tion, being  used  by  the  states  to  plan 
their  programs,  contains  the  following 
guides: 

“In  order  to  secure  a high  quality 
of  medical  and  remedial  care  and  ser- 
vices, it  will  be  necessary  for  states  to 
establish  realistic  schedules  of  com- 
pensation for  these  services,  which 
shall  be  commensurate  with  ‘reason- 
able charges’  and  not  inconsistent  with 
prevailing  community  payments,  such 
as  those  under  Title  XVIII  or  Blue 
Shield  plans. 

“A  state  plan  for  medical  assistance 
must  provide  that  fee  schedules  will 
be  established  which  are  designed  to 
enlist  participation  of  a sufficient  num- 
ber of  providers  of  service  in  the  pro- 
gram so  that  eligible  persons  can  re- 
ceive the  medical  care  and  services 
included  in  the  plan,  at  least  to  the 
extent  these  are  available  to  the  gen- 
eral population.  Further,  participa- 
tion in  the  program  will  be  limited 
to  providers  of  service  who  accept, 
as  payment  in  full,  the  amounts  paid 
in  accordance  with  the  fee  structures. 

“Participating  practitioners  must  in- 
clude sufficient  members  of  each  pro- 
fession, and  a proportionate  number 
of  practitioners  qualified  for  specialty 
practice  within  the  professions,  so  that 
the  items  of  medical  care  and  services 
included  in  the  plan  are  available  to 
eligible  persons  at  least  to  the  extent 
they  are  available  to  the  population. 
As  a minimum,  the  participation  ratio 
determined  separately  for  each  profes- 
sion. and  for  specialists  within  a pro- 
fession, should  be  approximately  two- 
thirds  of  such  practitioners  in  the 
state.  . . . An  underlying  assumption 
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is  that  adequate  financing  is  available 
to  pay  the  costs  of  medical  and  re- 
medical care  and  services  included  in 
the  plan.  The  fee  structure  should  be 
realistic  to  insure  eligible  persons  med- 
ical care  and  services  in  sufficient 
quantities.  Moreover,  the  fee  sched- 
ules can  and  should  contribute  to  the 
quality  of  these  services.  . . 

It  is  apparent  that  the  state  cannot 
continue  to  pay  physicians  on  the 
basis  of  substandard,  fixed  fee  sched- 
ules and  meet  the  clear  intent  of  the 
federal  legislation. 

Hearings  are  currently  underway 
on  “the  social  security  amendments  of 
1967”  (HR  5710)  in  Washington  and 
among  the  expansions  this  bill  would 
mandate  would  be  a requirement  that 
each  state  meet  the  minimum  needs 
of  recipients  as  each  state  defines  it, 
and  that  each  state  bring  its  standards 
of  need  up  to  date  by  July  1,  1969, 
and  to  update  them  annually.  As  back- 
ground, the  Social  Security  Adminis- 
tration and  the  Office  of  Economic 
Opportunity  define  a family  of  four 
with  an  income  of  $3,100  or  less  as 
living  in  poverty.  They  consider  a 
family  at  this  level  or  below  too  poor 
to  provide  for  its  basic  human  needs. 
We  recommend  that  you  make  a study 
of  HR  5710  because  it  is  indicative 
of  the  trend  of  federal  legislation 
which  will  impose  even  greater  obliga- 
tions on  Pennsylvania  and  Pennsyl- 
vanians. HR  5710  would  impose  ad- 
ditional social  security  taxes  and 
would  divert  additional  funds  from 
general  revenues.  To  match  the  fed- 
eral dollars  for  increased  services 
would  entail  state  taxation  beyond 
that  clearly  indicated  in  existing  fed- 
eral requirements. 

2.  The  quality  and  quantity  of  hu- 
man services  must  increase. 

Much  of  the  substantiation  for  this 
point  requires  no  additional  explana- 
tion. Part  of  it  occurs  in  the  discus- 
sion of  Point  1.  Other  substantiation 
is  quite  evident  in  the  public’s  in- 
creased demands  for  and  acceptance 
of  additional  services  in  education, 
welfare  and  health.  The  public  is  com- 
ing to  accept  and  to  expect  that  col- 
lege education  join  the  human  right 
status  conferred  on  health  and  wel- 
fare services.  Some  of  the  quantity 
increases  in  human  services,  beyond 
those  already  mandated,  undoubtedly 
will  take  place  as  a result  of  additional 
federal  legislation.  Increases  in  quality 
will  occur  as  a result  of  continued 
scientific  progress.  The  public  now  ex- 
pects everyone  in  the  nation  to  receive 
the  standard  of  services  which  a few 


decades  ago  only  the  well-to-do  could 
afford. 

Despite  the  label  usually  assigned 
to  medical  organizations,  we  favor  in- 
creases in  the  quality  and  quantity  of 
human  services  and  we  have  always 
favored  them.  Our  opposition  has  not 
been  to  the  services,  but  to  the  fi- 
nancing of  them  and  to  supplying 
them  at  the  federal  level  when  the 
lowest  possible  level  is  the  most  eco- 
nomical one.  Federal  funds  mean 
federal  control  and  federal  control  is 
costly. 

Among  the  quality  and  quantity 
improvements  in  the  human  services 
provided,  it  is  inevitable  that  preven- 
tive hygiene  be  included.  There  is 
mounting  evidence  that  prevention  and 
early  detection  can  bring  drastic  im- 
provements in  the  state  of  the  nation’s 
health.  Keeping  the  healthy  healthy 
is  not  being  paid  for  under  Titles 
XVIII  or  XIX  of  medicare,  by  Blue 
Cross  or  Blue  Shield,  or  by  private 
insurance.  They  pay  only  for  treat- 
ment after  the  disease  or  damage  has 
been  done.  The  increasingly  real 
health  question  of  the  next  few  years 
will  be  how  we  should  provide  and 
finance  prevention  and  early  detection 
services.  A growing  number  of  per- 
sons is  coming  to  believe  that  to  con- 
fine our  health  care  financing  to  pay- 
ment for  repair  work  is  shortsighted, 
both  medically  and  economically. 

3.  There  will  be  significant  increases 
in  the  cost  of  at  least  that  portion  of 
higher  education  in  which  we  are  most 
concerned — premedical  and  medical 
education. 

Again,  this  should  be  apparent  with- 
out substantiation.  The  cost  of  pre- 
medical and  medical  education  has 
been  rising  consistently  and  it  is  cer- 
tain to  continue  to  rise.  In  the  area 
of  medical  education  alone,  the  costs 
are  increasing  and  will  continue  to 
increase  for  a variety  of  reasons  be- 
yond the  national  rate  of  the  infla- 
tionary spiral.  As  medical  progress 
develops  additional  knowledge,  addi- 
tional techniques  and  additional  and 
more  sophisticated  equipment,  the  cost 
of  presenting  the  knowledge,  tech- 
niques and  the  know-how  to  operate 
the  equipment  becomes  more  expen- 
sive because  the  curricula  must  ex- 
pand. 

There  are  increasing  pressures  to 
graduate  additional  numbers  of  physi- 
cians and  the  Pennsylvania  Medical 
Society  has  been  one  of  the  instigators 
of  such  pressures.  It  not  only  helped 
to  create  the  pressures,  it  has  and  is 
doing  everything  it  can  to  provide  the 


necessary  financial  support  in  the  form 
of  scholarships,  grants  and  low  in- 
terest loans.  Recognizing  that  the  cost 
of  medical  education  undoubtedly  has 
been  a major  deterrent  to  many  stu- 
dents, the  State  Society  hopes  that 
increased  help  can  be  made  available 
to  medical  students.  At  the  same  time, 
it  recognizes  that  medical  student  tu- 
ition charges  on  the  average  reflect 
only  about  five  percent  of  the  operat- 
ing and  program  costs  of  educating 
that  student.  About  half  of  the  cost 
now  comes  from  the  federal  govern- 
ment. In  Pennsylvania,  state  govern- 
ment supplies  an  average  of  $3,400 
per  student  and  endowments  and 
donations  from  physicians  and  others 
make  up  the  remainder.  As  an  ex- 
ample, physicians  donate  to  Pennsyl- 
vania medical  schools  through  the 
American  Medical  Association  Educa- 
tion and  Research  Foundation  about 
$70,000  annually.  The  medical 
schools  later  this  month  will  receive 
this  year’s  donation  from  that  source. 
Pennsylvania  physicians,  through  the 
Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society,  provide 
loan  and  scholarship  assistance  that 
totals  about  $100,000  annually. 

Despite  public  complaints,  there  is 
no  real  shortage  of  physicians  al- 
though there  is  unequal  distribution. 
For  one  thing,  the  virtual  abolition  of 
the  house  call  has  practically  doubled 
the  number  of  patients  a doctor  can 
take  care  of  and  that  is  why  the  house 
call  has  been  discouraged.  More  im- 
portant, there  are  now  close  to  three 
million  other  people  providing  health 
services,  half  of  them  in  the  hospitals. 
As  a health  care  occupation,  almost 
all  of  them  were  unknown  forty  years 
ago.  Health  service  is  already  our 
second  largest  occupational  group, 
topped  only  by  teachers.  The  physi- 
cian of  1929  was  largely  a "do-it- 
yourselfer.”  The  physician  of  1967 
is  primarily  the  “conductor”  of  a team 
of  health  care  personnel.  This  has 
increased  dramatically  the  efficiency 
of  the  physician’s  services.  The  Re- 
port to  the  President  on  Medical  Care 
Prices  says  that 

“The  effective  supply  of  physicians' 
services  rose  faster  than  their  numbers 
because  physicians’  productivity  also 
rose.”  On  page  twenty-two  of  that 
report  it  cites  four  reasons  for  the 
increased  productivity  of  physicians; 
the  advance  of  medical  science,  the 
shift  from  house  to  office  and  clinic 
visits,  increases  in  capital  equipment 
and  auxiliary  personnel,  and  new 
forms  of  organization.  On  page 
twenty-four  of  that  report  it  states: 

“In  the  years  ahead,  the  demand  for 
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physicians’  services  will  increase.  Be- 
tween 1965  and  1975,  population  can 
be  expected  to  grow  by  about  17  per- 
cent. Rising  income  can  be  expected 
to  add  another  12  percent  to  demand. 
Demographic  changes  will  also  add 
somewhat  to  the  growth  in  demand 
. . . Total  demand  seems  likely  to  in- 
crease by  about  one-third,  exclusive  of 
increased  utilization  which  may  result 
from  changes  in  the  desire  for  physi- 
cians’ services,  the  impact  of  Title 
XIX  and  the  growth  in  private  insur- 
ance coverage  . . . 

“Since  the  time  lag  in  producing 
physicians  is  considerable,  a major  in- 
crease in  the  supply  of  physicians  be- 
yond the  projected  levels  could  not 
be  achieved  by  1975  . . . For  the 
near  future,  primary  emphasis  should 
be  given  to  mechanisms  to  increase 
the  efficiency  of  existing  physicians. 

Our  efforts  to  increase  the  produc- 
tivity of  physicians  does  not  mean  that 
we  should  ignore  the  need  to  produce 
more  physicians.  Because  of  the  time 
lag  between  a decision  and  action  to 
increase  the  supply  of  physicians  and 
the  actual  graduation  of  additional 
physicians,  it  is  essential  that  additional 
decisions  and  actions  be  taken  now 
to  meet  the  needs  beyond  1975.  It 
is  not  a simple  matter  of  increasing 
enrollment  at  existing  medical  schools. 
There  is  an  optimum  and  a maximum 
number  of  students  that  can  be  han- 
dled at  any  one  institution.  Existing 
medical  schools  say  they  are  at  the 
maximum  now.  One  of  the  determin- 
ing factors  is  clinical  facilities.  An- 
other factor  is  the  number  of  qualified 
medical  educators  available.  We  have 
helped  to  explore  the  possibility  of  a 
twenty-four  hour  day  medical  school, 
but  the  lack  of  clinical  facilities  and 
qualified  educators  at  existing  institu- 
tions is  a great  deterrent.  Neverthe- 
less, there  are  continuing  efforts  in  this 
direction  to  increase  the  productivity 
of  existing  medical  schools. 

However,  any  long  range  plan  must 
include  new  medical  schools  and  it 
is  virtually  essential  that  any  new 
schools  be  associated  with  an  existing 
university.  Costs  of  establishing  new 
medical  schools  are  enormous  and 
generally  beyond  the  reach  of  the  pri- 
vate sector  of  the  economy  except  in 
rare  instances  such  as  that  exemplified 
by  the  Hershey  Foundation’s  gift  to 
establish  the  Hershey  Medical  Center. 

The  rapid  rate  of  increase  in  the 
cost  of  medical  education  is  shown 
by  the  fact  that  between  1951  and 
1964,  the  total  budgets  of  all  United 
States  medical  schools  rose  from  $319 
million  to  $696  million.  The  cost  per 
student,  however,  is  not  as  great  in  the 


medical  school  itself  as  for  graduate 
students  in  nuclear  physics.  Quality 
education  in  any  graduate  and  pro- 
fessional field  is  expensive.  We  would 
prefer  to  find  some  other  solution,  but 
at  present  there  seems  to  be  no  alterna- 
tive to  committing  additional  public 
funds  to  medical  education. 

4.  The  giant  demand  for  more  health 
manpower  is  not  going  to  be  met 
completely  and  competition  for  quali- 
fied personnel  is  going  to  continue  to 
increase  the  costs  of  the  services  they 
provide. 

The  President’s  Commission  on 
Health  Manpower  will  be  making  de- 
tailed recommendations  in  this  area, 
but  the  best  available  data  now  indi- 
cates it  may  be  five  or  more  years 
before  the  supply  of  health  manpower 
comes  close  to  meeting  the  demand. 
There  are  dozens  of  private  and  pub- 
lic organizations  involved  in  a some- 
what frantic  search  for  and  the  train- 
ing of  personnel  for  the  many  occupa- 
tions in  the  health  care  field.  We  feel 
that  progress  will  be  made  but  that 
needs  will  not  be  met  for  some  time, 
especially  because  of  the  low  level  of 
unemployment  in  Pennsylvania.  To 
meet  our  health  manpower  needs  in 
Pennsylvania,  it  will  be  necessary  for 
us  to  increase  inducements  to  those 
we  would  add  to  the  health  care  team 
and  such  inducements  must  include 
salary  considerations.  The  health  field 
occupations  supportive  to  the  physi- 
cian have  been  notoriously  lacking  in 
financial  inducement  and  public  resis- 
tance to  increased  health  care  costs  is 
going  to  make  it  difficult,  if  not  im- 
possible, to  increase  the  financial  in- 
ducement to  the  level  where  health 
field  careers  become  attractive  when 
one  compares  their  compensation  with 
non-health  careers. 

We  have  described  why  it  will  be 
necessary  for  physicians  to  increase 
their  productivity  and  any  significant 
increase  in  productivity  will  be  de- 
pendent upon  the  availability  of  allied 
health  personnel.  Physicians  are  the 
responsible  parties  for  patient  care  and 
when  a member  of  an  allied  health 
field  participates  in  a direct  service  to 
the  patient,  he  does  so  at  the  direction 
of  the  physician.  It  is  the  physician’s 
responsibility  to  see  that  he  is  one  who 
is  properly  trained,  to  see  that  persons 
are  encouraged  to  enter  the  health 
care  field  and  to  see,  as  it  falls  within 
our  power,  that  remuneration  is  con- 
sistent with  the  general  economy.  In- 
creased compensation  will  help  halt 
the  loss  of  trained  personnel  and  will 
help  to  induce  new  persons  to  seek  a 


health  field  career  but  we  fear  that 
public  pressures  against  increased 
costs  will  not  allow  the  compensation 
to  reach  a level  sufficient  to  increase 
the  manpower  to  the  needed  level  prior 
to  about  1972  or  1973. 

When  health  manpower  needs  are 
met,  when  medicare  and  its  costs  are 
digested,  health  care  costs  should  level 
out.  Within  a comparatively  few 
years,  we  will  have  largely  reached 
the  goal  of  adequate  health  care  for 
everyone  which  we  have  set  for  our- 
selves, except  for  certain  lags  in  car- 
ing for  the  mentally  ill.  Commenting 
on  this,  economist-consultant  Peter 
Drucker  says: 

“But  few  people  will  see  this.  On  the 
contrary,  we  will,  when  the  bulk  of 
the  job  is  behind  us,  engage  in  a 
furious  debate  over  health  care,  what’s 
wrong  with  it,  and  who  is  to  blame. 
It  is  human  nature  to  look  for  villains 
and  for  a conspiracy  when  something 
happens  that  we  did  not  expect  to 
happen — and  it  is  only  now  that  the 
American  people  begin  to  realize  what 
they  committed  themselves  to  when 
they  accepted  the  goal  of  full  health 
care  for  everyone.  We  shall  therefore 
read  attacks  on  the  doctors  and  the 
hospitals,  on  the  standards  of  medical 
schools  and  medical  practice,  and  so 
on.  . . ” 

The  medical  profession  wishes  there 
were  alternatives,  but  it  apparently 
will  be  necessary  within  a few  years 
to  establish  a category  of  “physician 
assistant;’’  persons  with  levels  of  train- 
ing below  that  given  to  a medical 
doctor  and  above  that  given  to  a 
licensed  nurse.  Duke  University  cur- 
rently is  training  such  individuals  and 
we  look  with  great  interest  on  how 
effectively  they  might  be  utilized  and 
how  they  will  be  accepted  by  patients. 
If  such  assistants  are  to  be  used  in 
Pennsylvania,  certain  legal  obstacles  to 
their  employment  must  be  overcome. 
The  Report  to  the  President  on  Medi- 
care Prices  makes  a flat  statement  in 
this  area: 

“Large-scale  use  of  assistants  in  actual 
care  programs  will  be  necessary.” 
Those  who  drew  up  the  report  believe 
that  the  use  of  assistants  will  not  only 
reduce  the  number  of  additional  doc- 
tors needed,  but  will  modify  the  costs 
of  providing  care. 

Despite  rays  of  hope  in  the  health 
manpower  field,  we  repeat  our  predic- 
tion that  it  will  be  about  five  years 
before  sufficient  manpower  is  avail- 
able. 

5.  Continued  increases  in  the  cost  of 
health  care  are  inevitable.  The  ques- 
tion is  not  whether  they  will  rise,  but 
how  fast. 
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This  point  is  a direct  quotation  from 
the  Report  to  the  President  on  Medi- 
cal Care  Prices.  That  report  states: 
“Forces  which  have  been  pushing  up 
demand  in  the  past — population  in- 
crease, rising  income,  increasing  in- 
surance coverage — will  continue  to 
exert  pressure.  Moreover,  a new  ele- 
ment has  been  introduced:  rising  pub- 
lic conviction  that  excellent  medical 
care  should  be  available  to  all  Ameri- 
cans. . . .” 

More  people  are  seeking  health  care 
services  more  often  to  a degree  far 
greater  than  the  increase  in  popula- 
tion. Forty  years  ago,  when  the  first 
comprehensive  study  of  medical  care 
costs  was  made  in  this  country,  it  was 
found  that  lower  income  groups  used 
health  care  services  less  than  half  as 
much  as  the  well-to-do.  Today,  people 
of  all  income  levels  use  health  care 
services  about  as  intensively  as  did 
the  well-to-do  of  an  earlier  generation. 

Every  pressure  that  has  been  con- 
tributing to  the  increased  cost  of 
health  care  will  continue  to  exist  for 
at  least  eight  or  ten  years. 

As  we  will  discuss  in  our  next  point, 
the  biggest  single  factor  has  been  the 
increased  cost  of  hospitalization  and 
that  increase  has  as  its  most  impor- 
tant factor  the  wages  paid  hospital 
personnel.  Wages  account  for  more 
than  two-thirds  of  total  hospital  costs 
and  yet  the  wages  of  hospital  em- 
ployees are  still  low  relative  to  other 
sectors  of  the  economy.  The  other 
component  in  the  increased  cost  of 
hospitalization  is  the  continuing  in- 
crease in  the  prices  of  things  hos- 
pitals must  buy. 

The  discussion  of  Points  6,  7,  8 and 
9 will  given  evidence  for  Point  5. 

To  indicate  what  is  happening  in 
health  care  costs,  here  are  figures  on 
the  distribution  of  the  health  care  dol- 
lar, with  the  first  figure  representing 
1955  and  the  second  figure  represent- 
ing 1965: 

Hospitals — 24.6tf,  30<f;  dentists — 12<? 
9.6c?;  drugs — 18.5c1,  16.4c1;  physicians 
— 27. 1C  27.7c1;  health  insurance — 8.3<f, 
7;  appliances — 4.6C  4.4c?;  and  other — - 
4.9c1,  4.9C 

An  increased  chunk  of  the  health 
care  dollar  is  being  taken  by  hospitals, 
understandably,  and  dentists,  drugs 
and  health  insurance  are  taking  less 
while  physicians  are  receiving  about 
the  same. 

6.  The  greatest  increase  in  the  cost 
of  health  care  has  and  will  continue 
to  take  place  in  the  cost  of  hospitaliza- 
tion, which  some  economists  have  pre- 
dicted will  increase  by  about  50  per- 
cent in  the  next  three  or  four  years. 


Definitive  statistics  in  this  area 
should  be  available  to  you  from  Blue 
Cross  and  the  Pennsylvania  Hospital 
Association  but  again  we  quote  from 

the  Report  to  the  President  on  Medical 
Care  Prices: 

"A  patient  in  a modern,  general,  short- 
term hospital  gets  a tremendous  vari- 
ety of  services — room  and  board, 
laundry,  pharmaceuticals,  laboratory 
tests,  access  to  highly  specialized  fa- 
cilities and  equipment,  and  the  services 
of  house  physicians,  nurses,  techni- 
cians, and  an  army  of  other  personnel. 
These  services  do  not  come  cheaply; 
average  expense  per  patient  per  hos- 
pital day  in  1965  was  $44.48  (na- 
tional figures). 

“In  recent  years,  an  increasing  share 
of  the  consumer’s  health  dollar  has 
been  spent  for  hospital  care  . . . The 
proportion  of  personal  income  after 
taxes  which  was  spent  on  hospital  care 
almost  doubled  between  1950  and 
1965  . . . The  rise  in  the  proportion 
of  consumer  health  budgets  being 
devoted  to  hospital  care  reflects  both 
increased  use  of  hospital  services  by 
the  population  and  the  rising  price  of 
these  services.  The  per  capita  demand 
for  hospital  services  has  been  rising 
faster  than  the  demand  for  other 
medical  services  (except  drugs).  The 
supply  of  hospital  beds  and  other  fa- 
cilities has  also  increased  but,  at  the 
same  time,  the  cost  per  patient  of 
delivery  of  services  has  gone  up.  In- 
creasing demand  and  rising  costs  have 
led  to  sharply  rising  prices.  . . . 

“Wages  and  salaries  are  major  fac- 
tors in  hospital  costs.  Payroll  accounts 
for  62  percent  of  total  hospital  ex- 
penses . . . Between  1960  and  1965, 
wages  and  salaries  per  patient  day  rose 
6.4  percent  per  year — almost  exactly 
the  same  as  the  rate  of  increase  in 
hospital  charges. 

“This  rise  in  wage  cost  per  patient 
day  has  two  elements: 

1 . The  number  of  patients  cared 
for  per  employee  has  been  fall- 
ing. 

2.  Average  earnings  of  hospital  em- 
ployees have  been  rising. 

“About  37  percent  of  hospital  costs 
are  non-wage  costs — expenditures  for 
food,  drugs  and  other  commodities — 
which  vary  with  the  number  of  pa- 
tients in  the  hospital  and  the  price 
level  of  the  commodities  in  question. 
A large  share  of  non-wage  costs,  how- 
ever, are  fixed  charges  or  readiness- 
to-serve  costs,  which  do  not  vary  with 
the  number  of  patients  in  the  hospital: 
maintenance,  heat,  light,  and  power 
as  well  as  depreciation  charges  which 
represent  the  annual  consumption  of 
capital  by  wear,  tear  and  obsolescence 
. . . Over  the  years,  hospitals  have 
become  better  equipped  with  special- 
ized facilities  . . . New  hospital  con- 


struction has  become  steadily  more 
expensive.  . . .” 

The  non-profit  community  hospital 
fifty  years  ago  was  largely  a charity 
institution  for  the  dying  poor.  Then, 
almost  all  American  babies  were  born 
at  home.  As  late  as  1939,  80  per- 
cent of  pneumonia  patients  were 
looked  after  at  home.  Today,  98  per- 
cent of  the  babies  are  born  in  a hos- 
pital and  a pneumonia  patient  is 
promptly  whisked  there.  Today’s  hos- 
pital dispenses  almost  half  of  all  pre- 
scribed medicines.  Including  outpa- 
tients, the  hospital  takes  care  of  five 
times  as  many  patients  and  their  health 
problems  as  a hospital  of  similar  size 
did  in  1929. 

In  1929,  community  hospitals  need- 
ed no  more  employees  than  they  had 
patients.  Today’s  general  hospital 
employs  around  250  persons  for  every 
one  hundred  patients.  In  the  1930’s, 
a typical  general  hospital  spent  less 
than  $10  a day  per  patient.  It  is  a 
tribute  to  Pennsylvania’s  hospitals  that 
their  daily  costs  are  about  $35  a day 
or  about  $10  a day  less  than  the 
national  average. 

This  daily  patient  cost  is  certain  to 
be  the  cause  of  much  discussion  in 
the  state  government  in  the  next  sev- 
eral months.  Currently,  under  the 
state’s  Pennsycare  Program,  hospitals 
are  being  reimbursed  at  the  rate  of  up 
to  $25  per  day  for  each  Pennsycare 
patient.  In  other  words,  hospitals  are 
receiving  from  state  government  $10 
per  day  per  patient  less  than  the  cost 
of  providing  that  care  so  that  private 
patients,  in  one  way  or  another,  are 
forced  to  make  up  the  difference. 

Starting  July  1,  1967,  Title  XIX 
regulations  specify  that  hospitals  be 
reimbursed  the  reasonable  cost  of  in- 
patient hospital  care  and  if  less  than 
reasonable  cost  is  provided  under  the 
state  program,  the  inequity  to  the  pri- 
vate patient  will  continue  to  exist. 
The  Pennsylvania  Medical  Society  be- 
lieves that  reasonable  cost  of  inpa- 
tient hospital  care  under  Title  XIX 
should  be  no  less  than  is  currently 
being  determined  under  Title  XVIII 
of  the  same  law.  State  government 
should  pay  the  market  price  of  the 
services  it  contracts  to  provide.  We 
believe  that  this  should  apply  equally 
to  hospitals,  physicians,  dentists,  etc. 

If  state  government  does  not  pay 
the  market  price,  the  difference  falls 
on  the  private  sector  of  the  economy 
in  the  case  of  hospitals  or  directly  on 
the  shoulders  of  practicing  physicians 
in  their  case,  a condition  which  has 
existed  since  the  inception  of  state 
welfare  programs. 
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“George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now , Doctor,  instead  of  seven  o'clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


E LP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Efficient  hospital  planning  can  help 
to  moderate  somewhat  the  increases 
that  are  certain  to  take  place  in  the 
cost  of  hospitalization.  The  Pennsyl- 
vania Medical  Society  has  long  advo- 
cated such  planning  with  the  goal  of 
avoiding  costly  duplication  of  sophis- 
ticated equipment  and  facilities  within 
a given  area.  This  very  week,  the 
Pennsylvania  Medical  Society  and  the 
Pennsylvania  Hospital  Association  are 
two  of  those  involved  in  a health 
facilities  planning  seminar. 

The  50  percent  increase  in  the  cost 
of  hospitalization  we  expect  in  the 
next  three  or  four  years  will  be  due, 
almost  exclusively,  to  increased  com- 
pensation for  health  service  personnel 
within  the  hospital.  If  hospitals  are 
to  reach  a salary  level  competitive 
with  industry,  it  is  predicted  that 
health  service  salaries  will  have  to  in- 
crease about  50  percent  within  the 
next  three  or  four  years. 

The  other  components  of  hospital 
costs  are  expected  to  increase  at  least 
as  fast  as  the  cost  of  things  hospitals 
must  buy  and  this  will  account  for  the 
other  portion  of  the  increase.  Again, 
whether  we  want  to  pay  this  or  not 
is  no  longer  a question.  How  we  pay 
it  will  be  the  only  choice  we  have, 
whether  through  the  insurance  pre- 
miums of  individual  consumers  or 
through  massive  government  subsidy. 
And  that  choice  will  probably  deter- 
mine whether  the  autonomous  local 
community  hospital  survives  the  next 
decade,  or  is  taken  over  by  govern- 
ment under  the  false  impression  that 
the  government  can  operate  it  more 
efficiently. 

If  the  state  reimburses  hospitals  for 
the  full  cost  of  state-covered  patients, 
individual  consumers  should  be  able 
to  keep  hospitals  free  of  complete 
federal  government  control. 

What  other  modifying  factors  are 
there?  One  hears  of  a great  many 
“abuses.”  There  are  undoubtedly 
some  poor  practices  around,  and  they 
are  wasteful.  But  every  objective 
study  of  medical  and  hospital  care  has 
come  up  with  the  same  conclusion  as 
the  most  thorough  and  most  authori- 
tative survey.  Hospital  and  Medical 
Economics,  conducted  by  the  Univer- 
sity of  Michigan  in  1958: 

“Bizarre  cases  of  abuse  are  rare  and 
probably  non-existent  . . . Their  ef- 
fect on  total  hospital  use  or  on  pre- 
payment or  on  insurance  is  trivial.” 

Every  accredited  hospital,  which 
means  practically  every  general  hospi- 
tal any  one  of  us  is  likely  to  come  in 
contact  with,  has  imposed  on  itself 
safeguards  against  abuses  with  various 


staff  committees  and  utilization  com- 
mittees. 

In  any  economic  activity  that  has 
grown  very  fast,  there  is  always  room 
for  doing  things  better  and  more  effi- 
ciently, for  controlling  costs,  for  cut- 
ting out  waste.  Undoubtedly,  health 
care  is  no  exception.  The  providers 
of  health  care  are  hard  at  work  on 
this  very  problem  and  their  efforts 
should  bear  noticeable  fruit  in  the  near 
future. 

Insurance  coverage  of  care  in  health 
facilities  less  expensive  than  hospitals, 
such  as  nursing  homes  and  extended 
care  facilities,  would  help  to  moderate 
hospitalization  costs  by  decreasing  the 
demand  on  hospital  facilities. 

There  are  other  factors.  Hospitals 
are  complicated  institutions  with  ob- 
jectives going  beyond  the  treatment 
of  medical  conditions.  They  sponsor 
research,  provide  training.  Their  rela- 
tionship with  the  community  is  com- 
plex, for  hospitals  must  be  responsive 
to  validating  agencies,  including  insur- 
ance companies:  other  professional 
organizations;  local,  state  and  federal 
governments;  and  philanthropic  sup- 
porters. 

Hospitals  have  a tremendous  job  to 
do  and  they  are  doing  it  surprisingly 
well. 

7.  Blue  Cross  and  private  health  in- 
surance premiums  will  show  a com- 
parable increase  in  the  same  period  of 
time. 

Such  insurance  premiums  must  in- 
crease to  reflect  the  increased  costs  of 
hospitalization  that  will  take  place. 
We  have  explained  why  that  increase 
will  take  place  under  Point  6 and 
Blue  Cross  and  private  health  insur- 
ance firms  must  be  responsive  to  the 
cost  of  hospitalization  if  they  and  the 
hospitals  are  to  survive.  In  industrial 
areas,  Blue  Cross  and  private  insur- 
ance companies  supply  80  to  90  per- 
cent of  hospital  income. 

Again,  government  can  help  to 
moderate  the  increase  in  hospitaliza- 
tion premiums  by  compensating  hos- 
pitals for  the  full  cost  of  providing 
services  to  state-aided  patients. 

It  is  hospital  costs  that  labor  leaders 
and  employers  are  most  concerned 
with,  for  hospitalization  insurance  has 
become  a routine  part  of  the  bargain- 
ing “package.”  Hospital  costs  are 
what  employees  are  reminded  of  with 
every  paycheck  from  which  hospitali- 
zation deductions  have  been  made. 

Don't  forget  that  we  have  bought 
something  with  our  money.  The 
United  States  has  all  but  reached  the 
goal  of  making  available  to  every  citi- 


zen the  level  of  health  care  only  the 
really  well-to-do  could  afford  little 
more  than  a generation  age.  Increased 
hospital  costs  and  hospitalization  in- 
surance premiums  reflect  increases  in 
quality  and,  only  to  a minor  extent, 
increases  in  quantity. 

8.  Drug  costs  will  increase  but  at  a 
rate  that  will  be  little,  if  any,  greater 
than  the  nation’s  inflationary  spiral. 
In  other  words,  that  portion  of  the 
health  care  dollar  that  goes  for  drugs 
is  expected  to  remain  virtually  con- 
stant over  the  next  five  or  more  years. 

There  has  been  much  talk  of  ex- 
orbitant prices  and  exorbitant  profits 
in  the  drug  industry.  Drugs  take  less 
of  a share  of  the  health  care  dollar 
than  they  took  ten  years  ago;  16.4c4 
in  1965  as  compared  to  18.5<f  in  1955. 
Prices  and  profits  in  the  drug  indus- 
try look  exactly  the  way  prices  and 
profits  always  look  in  an  industry  that 
has  had  explosive  growth  after  a major 
technological  breakthrough.  In  every 
such  industry,  the  growth  very  soon 
produces  its  own  antidote  in  the  form 
of  vigorous  competition.  The  major 
technological  breakthroughs  in  the 
drug  industry  are  apparent  to  every- 
one and  we  hope  they  continue.  Econ- 
omist Peter  Drucker  has  estimated 
that  if  drug  profits  were  completely 
eliminated,  the  health  care  bill  would 
be  reduced  at  most  by  about  two  cents 
on  the  dollar. 

The  Report  to  the  President  on 
Medical  Care  Prices  says: 

“Drugs  contribute  to  the  high  cost  of 
medical  care,  although  they  have  not 
contributed  significantly  to  recent 
price  increases.  The  use  of  drugs  is 
increasing,  and  many  consumers  are 
conscious  of  an  increased  burden  of 
drug  expenditures  not  generally  cov- 
ered by  insurance.  . . .” 

In  this  area  again,  there  have  been 
giant  increases  in  quality. 

That  same  report  charges  that  doc- 
tors often  prescribe  costly  brand  name 
drugs  when  cheaper  equivalents  are 
available.  The  Pennsylvania  Medical 
Society  points  with  pride  to  its  role 
in  the  development  of  Pennsylvania’s 
Public  Assistance  Drug  Formulary 
which  holds  every  promise  of  becom- 
ing a national  standard.  In  Pennsyl- 
vania in  the  six  months  period  be- 
tween July  1,  1966.  and  January  1. 
1967,  the  use  of  the  Drug  Formulary 
by  Pennsylvania  physicians  resulted  in 
a cost  reduction  to  state  government 
totaling  $450,000.  The  Department  of 
Health.  Education  and  Welfare  is  ex- 
amining Pennsylvania’s  formulary  and 
a number  of  other  states  are  con- 
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templating  adopting  it.  It  may  well 
set  a national  trend  and  we  are  proud 
to  have  cooperated  in  its  development 
and  use. 

9.  The  cost  of  physicians’  services  will 
increase  over  at  least  the  next  five 
years  but  at  a rate  that  is  expected 
to  be  little  greater  than  the  rate  of 
the  general  inflationary  spiral. 

Regardless  of  what  the  data  may 
show,  there  are  certain  standard  fac- 
tors that  determine  physicians’  fees. 
We  again  quote  from  the  Report  to 
the  President  on  Medical  Care  Prices, 
page  19,  as  follows: 

“A  doctor  is  not  an  ordinary  busi- 
nessman and  one  might  question 
whether  the  price  of  his  ‘product’  is 
governed  by  the  laws  of  supply  and 
demand.  Medical  services  are  ex- 
tremely personal  in  nature  and  their 
quality  varies  from  physician  to  phy- 
sician, from  place  to  place,  and  from 
year  to  year.  Any  price  index  neces- 
sarily reflects  price  movements  for 
only  one  of  many  possible  sets  of 
‘physician  visits’  or  surgical  proce- 
dures. 

“Moreover,  there  are  strong  tradi- 
tions in  medicine  which  affect  physi- 
cians’ price  policy.  Denying  the  pa- 
tient necessary  care  because  he  can- 
not pay  the  bill  is  considered  un- 
ethical ...  If  an  epidemic  or  disaster 
causes  a temporary  increase  in  the 
demand  for  their  services,  physicians 
do  not  ration  their  time  by  raising 
their  fees — they  simply  work  longer 
hours  and  postpone  non-essential  ser- 
vices. 

“Nevertheless,  it  is  clear  that  a sub- 
stantial and  sustained  increase  in  de- 
mand without  a corresponding  in- 
crease in  supply  sooner  or  later  exerts 
pressure  on  physicians  which  leads 
them  to  raise  their  prices  . . . 

“The  increase  in  the  number  of  per- 
sons in  the  United  States  and  the  in- 
crease in  income  per  person  would,  in 
the  period  1950  to  1965,  have  added 
about  41  percent  to  the  demand  for 
physicians’  services.  Moreover,  at 
least  three  additional  factors  increased 
even  further  the  demand  for  physi- 
cians’ services  in  this  period:  1.  The 

public’s  faith  in  doctors  and  desire  for 
physicians’  care  has  increased  as  medi- 
cal practice  has  become  more  effec- 
tive. 2.  Changes  in  the  characteristics 
of  the  population — as  well  as  in  its 
size — have  tended  to  increase  the  de- 
mand for  physician’s  services.  3.  In- 
surance coverage  has  expanded  greatly 
from  54  million  persons  in  1950  to 
140  million  in  1964)  . . . 

“During  the  period  1950-65,  the 
total  number  of  active  physicians  in- 
creased by  33  percent  . . . The  effec- 
tive supply  of  physicians’  services, 
however,  rose  faster  than  their  num- 


bers because  physicians'  productivity 
also  rose.” 

The  report  mentioned  the  desire  to 
have  a productivity  measure  which 
reflected  the  quality  of  care  given.  It 
noted  that  no  such  direct  measure 
exists  but  it  then  went  on  to  cite  four 
reasons  to  support  the  fact  that  phy- 
sicians are  using  their  time  more  effi- 
ciently without  lowering  the  quality  of 
care.  The  prime  reason  cited  was  the 
advances  in  medical  science. 

The  report  noted  that  if  physicians 
had  not  been  able  to  increase  their 
productivity,  a more  rapid  rise  in  fees 
would  have  resulted. 

The  report  has  an  answer  to  those 
who  accuse  physicians  of  increasing 
their  fees  because  of  medicare.  It 
says: 

“There  was  no  marked  acceleration  in 
physicians’  fees  after  medicare  came 
into  effect  on  July  1;  increases  in  the 
third  quarter  were  in  line  with  those 
in  the  first  half  of  the  year.  If  antici- 
pation of  medicare  were  a major  cause 
of  fee  increases,  one  would  expect  to 
find  fees  charged  the  elderly  moving 
up  faster  than  fees  charged  to  younger 
patients  in  the  period  just  before  medi- 
care went  into  effect.  A special  tabu- 
lation showed,  however,  that  the  price 
indexes  for  child  and  adult  care  moved 
up  more  rapidly  during  the  six  months 
period  ending  June,  1966,  than  five 
special  indexes  of  surgical  and  medi- 
cal procedures  particularly  applicable 
to  aged  persons  . . . 

“Thus,  the  available  evidence  leads 
to  the  conclusion  that  medicare  has 
not  had  a significant  effect  upon  the 
recent  acceleration  of  the  rate  of  in- 
crease in  physicians’  fees.” 

Now,  to  look  to  the  future.  In 
years  ahead,  the  demand  for  physi- 
cians’ services  will  increase  as  the 
population  grows  and  the  population 
between  1965  and  1975  can  be  ex- 
pected to  increase  by  about  17  per- 
cent. Rising  income  can  be  expected 
to  add  another  12  percent  to  demand. 
Quoting  again  from  the  report: 

“Demographic  changes  will  also  add 
somewhat  to  the  growth  in  demand. 
Medicare  will  increase  the  utilization 
of  physicians’  services  by  the  elderly — 
the  impact  of  this  program  on  total 
demand  might  be  on  the  order  of  two 
percent.  An  analysis  of  the  impact  of 
Title  XIX  . . . must  wait  until  more 
of  the  states  have  implemented  this 
new  legislation.  Total  demand  seems 
likely  to  increase  by  about  one-third, 
exclusive  of  increased  utilization 
which  may  result  from  changes  in  the 
impact  of  Title  XIX,  and  the  growth 
in  private  insurance  coverage.” 

In  the  1965-75  decade,  current  med- 
ical school  enrollments  indicate  an  in- 


crease of  17  percent  in  the  total  num- 
ber of  physicians. 

Since  1959,  physicians’  fees  have 
been  increasing  about  3 percent  a 
year  on  the  average.  This  has  re- 
flected the  increased  demand,  but 
more  importantly,  it  has  reflected  the 
increased  cost  of  medical  education, 
of  the  more  sophisticated  equipment 
needed  today  to  establish  a medical 
practice,  of  the  increased  wages  that 
must  be  paid  to  the  persons  employed 
directly  by  a physician,  and  the  in- 
creased cost  of  those  items  which  the 
physician  must  buy  to  provide  his 
services. 

As  demand  and  inflation  continue, 
it  is  likely  that  physicians’  fees  will 
increase  at  about  the  same  rate  they 
have  in  the  past  six  or  seven  years; 
on  the  order  of  about  3 percent. 

When  one  estimates  the  expected 
increases  in  the  expenses  of  the  prac- 
ticing physician,  it  is  apparent  that 
the  predictable  increase  in  physicians’ 
fees  will  not  increase  significantly  the 
purchasing  power  of  physicians’  net 
incomes. 

State  government  can  inject  a mod- 
erating influence  in  the  same  way  that 
it  should  be  able  to  moderate  the  ex- 
pected increase  in  the  cost  of  hospitali- 
zation, by  compensating  all  those  who 
provide  services  to  state-aided  patients 
the  reasonable  charges  for  those  ser- 
vices. We  discussed  under  Point  1 the 
guidelines  established  under  Title  XIX 
for  compensation  to  providers  of  ser- 
vice. We  believe  that  usual  and  custom- 
ary fees  should  be  paid  to  physicians 
who  care  for  state-aided  patients  so 
that  the  physician  no  longer  is  forced 
to  subsidize  privately  the  health  ser- 
vices pledged  by  the  state  to  the  public. 
Such  subsidization  has  been  borne  by 
the  physicians  since  the  inception  of 
the  welfare  program.  To  quote  from 
Section  D — 5340  of  the  Handbook  of 
Public  Assistance  Administration: 
“.  . . The  fee  structure  should  be 
realistic  to  assure  eligible  persons  med- 
ical care  and  services  in  sufficient 
quantities;  moreover,  the  fee  schedules 
can  and  should  contribute  to  the  quali- 
ty of  these  services.” 

Despite  this  federal  guide,  repre- 
sentatives of  the  Department  of  Public 
Welfare  have  indicated  to  us  their  pro- 
posed legislation  will  provide  for  pay- 
ment for  physicians’  services  “based 
on  reasonable  charges”;  in  other 
words,  the  use  of  a substandard  fixed 
fee  schedule.  We  feel  that  adequate 
compensation  from  the  state  can  mod- 
erate the  increase  in  fees  to  the  patient 
who  is  not  aided  under  a federal  or 
state  program. 
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The  Pennsylvania  Medical  Society 
itself  will  be  attempting  to  moderate 
the  rate  of  increase.  It  is  engaged  in 
a special  effort  to  increase  the  number 
of  auxiliary  workers  employed  by  phy- 
sicians so  that  the  physicians  can  in- 
crease their  productivity.  The  Penn- 
sylvania Medical  Society  also  is  a 
strong  advocate  of  group  practice 
which  tends  to  increase  the  productiv- 
ity of  the  individual  physician.  We 
are  directly  supporting,  financially  and 
otherwise,  attempts  to  increase  the  sup- 
ply of  physicians  and  we  hope  these 
soon  will  begin  to  bear  fruit.  As  men- 
tioned before,  we  also  are  watching 
closely  current  experiments  in  pro- 
ducing a physician  assistant. 

10.  The  cost  of  non-health  welfare 
services  will  increase  significantly  be- 
cause cash  payments  will  increase  and 
the  number  and  quality  of  services 
will  increase. 

We  have  already  mentioned,  under 
Point  1,  the  continuing  pressures  on 
the  federal  level  to  establish  by  statute 
higher  mandated  levels  of  assistance 
cash  grants  and  services.  No  one,  and 
certainly  not  the  medical  profession, 
will  quarrel  with  the  need  to  provide 
adequate  help  to  those  who  need  help, 
be  that  help  in  the  form  of  cash  grants 
or  services.  It  seems  probable  that  if 
Pennsylvania’s  humanitarian  concern 
for  those  who  need  help  does  not  soon 
result  in  increased  cash  grants  and 
services,  such  increases  will  be  man- 


dated by  federal  legislation  if  Penn- 
sylvania is  to  continue  to  receive  fed- 
eral reimbursement.  Some  increases, 
already  described,  are  mandated  un- 
der Title  XIX.  Pressures  are  increas- 
ing for  some  sort  of  a guaranteed 
annual  wage  and  it  seems  certain  that 
states  will  be  expected,  from  the  lim- 
ited tax  sources  left  to  them,  to  sup- 
port any  such  program  that  comes  into 
being. 

This,  again,  is  an  area  where  many 
persons  falsely  interpret  organized 
medicine’s  actions  as  opposition  to  in- 
creased help  for  those  who  need  help. 
We  feel  that  any  person  or  family 
being  helped  should  receive  an  amount 
sufficient  for  basic  human  needs.  The 
only  question  that  the  Pennsylvania 
Medical  Society  has  ever  had  concerns 
the  manner  in  which  such  help  is  pro- 
vided and  to  whom.  We  do  not  believe 
in  perpetuating  dependency  by  mak- 
ing it  too  easy  to  be  dependent.  We 
favor,  as  does  this  administration,  hav- 
ing able-bodied  recipients  work  in  re- 
turn for  their  help.  We  believe  in  the 
continued  use  of  a means  test  suffi- 
ciently detailed  to  prevent  abuses. 

In  Conclusion 

In  every  consideration  you  give  to 
financing  the  increased  services,  we 
strongly  urge  a constant  reference  to 
the  efficiency  of  providing  the  ser- 
vices at  the  various  levels.  Cost  is  low- 
est at  the  lowest  possible  governmental 
unit.  Cost  increases  dramatically  with 


each  higher  echelon  of  government  ad- 
ministration so  that  the  least  economi- 
cal level  is  the  federal  government. 
At  the  same  time,  we  recognize  that 
massive  federal  taxation  drastically  re- 
stricts tax  sources  available  to  the 
states. 

Tax  increases  are  unpopular  but  if 
the  services  are  not  provided  at  the 
state  level,  they  will  be  assumed  by 
the  federal  government  at  a cost  to 
Pennsylvanians  far  greater  than  that 
which  would  be  the  case  under  at  least 
some  degree  of  state  administration. 

History  will  record  the  present  era 
as  being  one  in  which  there  have  been 
revolutionary  changes  in  the  field  of 
medicine.  Many  of  today’s  complexi- 
ties are  the  direct  result  of  our  own 
explosion  of  scientific  discoveries. 
Careful  decisions,  made  today  and  in 
the  next  few  months,  can  do  much 
toward  insuring  that  the  next  ten  years 
will  advance  a climate  in  which  there 
can  be  continued  individual  and  public 
progress.  Such  progress  will  demand 
sacrifices  far  beyond  those  to  which 
we  are  now  accustomed.  We  need  to 
use  our  health  care  dollars  very  wisely, 
and  state  government  will  need  many 
more  such  dollars. 

In  the  wise  use  of  health  care  dol- 
lars, the  Pennsylvania  Medical  Society 
is  pledged  to  do  everything  that  it  can 
to  help.  We  look  forward  to  assisting 
you  in  every  mutual  goal. 


Lehigh  Valley  Medical  Association 
Annual  Meeting  Scheduled 


The  annual  meeting  of  the  Tehigh 
Valley  Medical  Association  will  be 
held  Thursday,  May  11,  1967  at  Po- 
cono  Manor,  Mount  Pocono.  The 
LVMA  Executive  Board  will  meet 
Wednesday  evening,  May  10.  The  an- 
nual golf  tournament  on  Thursday 
will  be  followed  by  cocktails  and  din- 
ner. 

Keynote  speaker  at  the  meeting 
will  be  A.  Reynolds  Crane,  M.D., 
Trustee  and  Councilor  of  the  PMS 
First  Councilor  District.  Dr.  Crane  is 
professor  of  pathology  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine and  director  of  the  Ayer  Clinical 
Laboratory  at  Pennsylvania  Hospital. 
His  topic  will  be  The  Regional  Medi- 


cal Program  of  Delaware  Valley:  Its 
Genesis  and  Present  Status.  He  is 

secretary  of  the  program  committee 
of  the  Delaware  Valley  Regional  Pro- 
gram and  a member  of  the  advisory 
committee. 

Joseph  A.  Walsh,  M.D.,  Blakely- 
Olyphant,  is  president  of  the  Associa- 
tion. Other  officers  are:  president- 

elect, Morgan  D.  Person,  M.D.,  Al- 
lentown; secretary,  Frank  J.  DiLeo, 
M.D..  Allentown;  and  treasurer,  Wil- 
lard C.  Masonmeimer,  M.D.,  Allen- 
town. Past  presidents  attending  the 
meeting  include:  Harry  W.  Baily, 

M.D..  Tamaqua;  Charles  W.  Iobst, 
M.D..  Bethelehem;  Thomas  R.  Lerch, 
M.D.,  Reading;  Harry  Good,  M.D.. 


Allentown:  and  Walter  Filipek.  M.D., 
Hellertowm. 

Members  of  the  LVMA  Executive 
Board:  Stephen  Wartella,  M.D.. 

Kingston:  Frank  G.  Runveon,  M.D., 
Reading;  Donald  Feigley,  M.D., 
Quakertown;  Harold  R.  Weidow, 
M.D.,  Tamaqua;  Edw'ard  Zamborsky, 
M.D.,  Allentown;  Joseph  A.  Lentini, 
M.D.,  Wilkes-Barre;  Evan  Reese, 
M.D..  Stroudsburg;  Jesse  Hafer, 
M.D.,  Pottstown;  Richard  A.  Ward, 
M.D.,  Bethlehem;  J.  Russell  Sweeney, 
M.D.,  Tamaqua;  Richard  A.  Porter, 
M.D.,  Hawley;  Ralph  L.  Buchanan. 
M.D.,  Phillipsburg,  N.  J.;  Albert  E. 
Nicholls,  M.D.,  Blakely. 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Otolaryngologist — Urgently  needed 
to  relieve  EENT  physician;  Monessen 
— steel  town  30  miles  south  of  Pitts- 
burgh, Pennsylvania.  Work  drawn 
from  combined  population  of  100,000 
people  in  valley.  Formerly  served  by 
eight  EENT  men;  have  all  retired 
but  myself.  Salary  $18,000.  Write: 
Charles  H.  Dow,  M.D.,  529  Schoon- 
maker  Avenue,  Monessen,  Pennsyl- 
vania 15062. 

House  Physician — Surgery  and 
Emergency  Room.  Full  time.  Close 
to  Philadelphia.  Must  be  Pennsylvania 
licensed.  Reply  Department  498, 
Pennsylvania  Medicine. 

Are  you  tired  of  working  long  hours 
and  of  the  frustrations  of  private  prac- 
tice? Would  you  exchange  the  large 
estate  you  are  amassing  for  an  ade- 
quate salary  and  a chance  to  live  now? 
Mayview  State  Hospital  has  openings 
for  training  in  its  Affiliate  in  Psychiatry 
Program.  Forty-hour  week,  adequate 
vacation  and  holiday  time  to  spend  as 
you  see  fit,  with  excellent  pension 
benefits.  On  completion  of  course  and 
certification,  openings  are  available  in 
most  areas  of  Pennsylvania.  For  in- 
formation Contact  Robert  St.  John, 
M.D.,  Director  of  Education,  Mayview 
State  Hospital,  Bridgeville,  Pennsyl- 
vania 15017;  Telephone:  (412)  343- 
2700. 

Pediatrician — As  associate  for 
board  certified  pediatrician  in  solo 
practice  in  Philadelphia  suburbs.  Also, 
locum  tenens  for  August  and/or  Sep- 
tember 1967.  Write  Department  501, 
Pennsylvania  Medicine. 

Physicians  Wanted — Male  and  Fe- 
male, Licensed  for  children’s  camps. 
July- August.  Good  salary,  free  place- 
ment. 350  member  camps.  Write 
Department  P,  Association  Private 
Camps,  55  West  42nd  Street,  New 
York,  New  York  10036 — Phone:  212 
OX  5-2656. 

Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  General  Medicine,  Internal  Medi- 
cine (particularly  Diabetes  and  Cardi- 
ology), Pediatrics.  Contact,  A.  W. 
Mayer,  Administrator,  The  Titusville 
Hospital,  Titusville,  Pa.  Area  Code 
814-822-2291. 


Physician — With  Pennsylvania  li- 
cense for  daytime  coverage  of  accident 
ward  beginning  July  1.  Salary  open. 
Contact:  Administrator,  St.  Agnes 
Hospital,  Philadelphia,  Pa.  HO  5-2500. 

General  Practitioners  Needed — Im- 
mediate need  for  three  practitioners 
in  this  area.  Apply  to  Administrator, 
Grove  City  Hospital,  Grove  City, 
Pennsylvania,  Attention:  Mr.  Cardon 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

Staff  Physician  in  General  Medicine 
Wanted — active  200-bed  GM&S  hos- 
pital. Liberal  vacation,  health  bene- 
fits and  retirement  plan.  Salary  de- 
pendent on  qualifications.  U.S.  citizen- 
ship preferred,  and  license  any  state 
required.  Write  to  Hospital  Direc- 
tor, Veterans  Administration  Hospital, 
Altoona,  Pennsylvania  16603. 

Wanted — Chest  physician,  internist, 
or  M.D.  physiologist,  board  certified 
or  board  eligible  to  work  in  Pennsyl- 
vania's pneumoconiosis  program.  Sal- 
ary $17,839  to  $20,609.  Vacation  and 
sick  leave.  Liberal  fringe  benefits. 
Civil  Service  appointment.  Position 
located  in  Harrisburg.  For  details  con- 
tact Mr.  John  E.  James,  Director, 
Division  of  Personnel,  P.  O.  Box 
90,  Harrisburg,  Pennsylvania.  Call 
collect  (717)  787-5406. 


Radiology  Group  desires  additional 
member.  Pittsburgh  area,  hospital  and 
office  practice.  Remuneration  and 
type  association  negotiable.  Peter  Felt- 
well,  M.D.,  601  Jenkins  Building, 
Pittsburgh,  Pa.  (412)  281-0965.  Call 
collect. 

General  Practitioner — Are  you  fed 

up  with  living  in  the  city?  Re-estab- 
lish yourself  in  a lovely  rural  area 
where  you  can  play  golf,  hunt  and 
fish  in  your  back  yard.  Excellent  po- 
tential in  this  small  town  and  sur- 
rounding communities.  For  further 
information  contact  the  Emlenton 
Area  Chamber  of  Commerce. 

House  Physician — Pennsylvania  li- 
cense for  100  bed  general  hospital, 
suburban  Philadelphia.  Immediate 
opening.  Salary  open.  Contact  Ad- 
ministrator, Haverford  Hospital,  Ha- 
vertown.  Pa. 


FOR  SALE 


For  Sale — Oculist’s  equipment;  nev- 
er used;  reasonable.  Contact  R.  J. 
Gray,  M.D.,  316  S.  Main  Street, 
Butler,  Pa.  16001. 


POSITIONS  WANTED 


Locum  Tenens  Wanted — Pathologist 
completing  four-year  approved  AP-CP 
residency  June,  1967,  interested  in 
locum  tenens  for  July,  1967;  Pennsyl- 
vania and  Maryland  licenses  in  effect. 
References  upon  request.  Write  De- 
partment 500,  Pennsylvania  Medi- 
cine. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medicine.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medicine,  Taylor  Bypass  and 
Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  re- 
ject or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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In  My  Opinion  . . . 


What  s Wrong  with  the 
Individual  Doctor? 

Too  many  physicians  complain  about  working  too  hard  yet  many 
of  these  doctors  are  still  using  horse  and  buggy  business  practices 
in  their  offices.  In  the  days  of  automation,  electric  adding  ma- 
chines, etc.  you  would  be  surprised  to  find  out  ( 1 ) How  many  phy- 
sicians still  lack  secretarial  and/or  nursing  help  in  their  offices.  (2) 
How  many  physicians  still  insist  on  doing  all  their  own  bookwork, 
taxes,  and  insurance  papers  for  lack  of  even  a part-time  secretary. 
(3)  How  few  physicians  have  availed  themselves  of  automatic  devices 
such  as  an  electric  adding  machine,  photocopier,  disposable  gloves, 
syringes,  specula,  scalpels,  etc.  By  actual  count,  in  one  area  of  our 
county,  only  four  out  of  fourteen  general  practitioners  had  full-time 
office  help  while  ten  had  no  regular  office  employees.  These  then  are 
the  doctors  who  complain  about  working  too  hard.  They  fail  to 
relegate  to  help  a proportionate  amount  of  work. 

Those  who  complain  about  working  too  many  hours  are  usually 
those  who  to  this  day  do  not  work  by  appointment.  They  still  delude 
themselves  into  thinking  that  open  office  hours  are  better  than  hours 
by  appointment  only.  Some  physicians  still  persist  in  morning,  after- 
noon and  evening  hours  six  days  per  week.  The  advantages  of  work- 
ing by  appointment  overshadow  the  disadvantages  by  a wide  margin 
and  even  physicians  just  beginning  practice  would  do  well  to  begin  their 
practices  by  appointment  only. 

Another  complaint  that  physicians  themselves  are  somewhat  un- 
willing to  do  something  about  are  those  patients  who  call  late  in 
the  afternoon  to  “Drop  over  to  the  house  on  your  way  home  and 
check  my  mother’s  blood  pressure”  or  the  anxious  mother  who 
calls  to  have  her  husband  checked  by  the  doctor  on  his  “way  home 
from  evening  hours.  My  husband  just  got  home  from  a ten  hour 
shift  and  he’s  too  tired  to  get  dressed  to  go  to  the  office.”  Too  many 
physicians  have  neglected  to  control  their  practice  of  “house  calls  at 
all  hours”  and  “office  hours  all  the  time”  until  their  own  anterior 
coronary  artery  went  into  spasm.  A slow  but  sure  method  of  educat- 
ing patients  would  do  much  to  cut  down  on  the  long  hours  put  in 
by  physicians. 

It  has  always  been  the  editorial  opinion  that  the  only  reason  physi- 
cians earn  more  money  than  the  butcher,  the  baker  or  the  candlestick 
maker  is  that  they  usually  work  twice  as  many  hours  a week  without 
benefit  of  double  or  triple  time  wages.  There  still  remain  those  phy- 
sicians who  persist  in  putting  in  the  same  number  of  hours  that  the 
corner  grocer  put  in  fifty  years  ago. 

The  third  gripe — taxes — is  shared  by  many  physicians,  rich  and 
poor,  old  and  young  alike.  Yet  these  same  complainers  are  those 
who  never  take  advantage  of  tax  savings  or  tax  advantages.  One 
would  be  very  surprised  to  find  how  few  of  our  members  have  taken 
advantage  of  the  Keogh  Plans  now  available  wherein  $1250  this  year 
and  $2500  next  year  may  be  taken  tax  free.  One  of  the  advertisers, 
P.R.O.,  Inc.,  has  brought  this  program  practically  into  physician's 
offices.  A few  of  our  members  who  complain  about  high  taxes  also 
never  plan  to  attend  a medical  convention  or  medical  meeting  where 
some  of  their  expenses  would  be  deductible.  Others  often  pay  small  ex- 
penses in  cash  whereas  a personal  checking  account  would  be  re- 
sponsible for  additional  tax  savings.  Numerous  other  tax  savings  and 
tax-sheltered  plans  are  available  to  the  average  physician  who  seldom 
takes  advantage  of  them  but  is  merely  satisfied  to  complain  about  the 
high  cost  of  taxes,  living  and  dying. 

Anthony  J.  Cummings,  M.D. 
Excerpted  from  The  Lackawanna 
County  Medical  Society  Bulletin 
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Our  Journals  of  years  past  have 
noted  a smattering  of  politico-legisla- 
tive activities.  A majority  of  neighbor- 
ing state  journals  than  and  now  touch 
upon  the  political  arena  on  occasion 
and  sometimes  carry  feature  articles 
in  this  area. 

Why  the  sudden  increase  this  year 
of  seemingly  important  legislative  and 
political  items?  And  why  the  appar- 
ent deluge  presented  in  this  May  issue? 

Timing  plays  a role.  The  90th  Con- 
gress at  present  is  swamped  in  intro- 
ductory legislation  and  the  implemen- 
tation of  existing  laws.  The  same  is 
true  of  Pennsylvania’s  House  and  Sen- 
ate. Like  it  or  not,  a large  share  of 
proposed  legislation  and  implementa- 
tion has  potentially  far-reaching  effects 
on  Medicine,  all  phases  of  medical 
practice,  directly  and  indirectly. 

Why  can  this  year  be  termed  dif- 
ferent? Because  of  this  record 
amount  of  proposed  legislation,  imple- 
mentation of  Federal  and  State  Health 
and  Welfare  Programs;  extension  and 
modification  of  these  programs;  in- 
troduction of  new  programs. 

All  this  activity  results  from  So- 
ciety’s changed  attitude  toward  medi- 
cine. Today,  medical  care  is  a right! 
Popular  demand  (whatever  that  is) 
has  changed  a national  concept  of 
adequate  care  for  those  in  need  to 
the  best  possible  care  for  all,  regard- 
less of  need.  This  demand  has  forced 
the  Federal  government  to  consider 
and  adopt  the  record  breaking  amount 
of  legislation.  Many  ramifications  of 
each  resulting  law  are  passed  on  to 
the  states,  accompanied  by  strict  im- 
plementation guidelines.  The  result: 
mountains  of  legislation  which  now  or 
in  the  foreseeable  future  will  affect 
Medicine. 

Whether  or  not  current  legislation 
is  in  the  best  interest  of  physician  or 
patient  is  not  the  point.  What  is  im- 
portant is  that  each  member  of  the 
medical  community  be  aware  of  what 
is  happening  and  act  accordingly.  A 
total  knowledge  of  current  and  pend- 
ing legislation  is  the  only  way  to  as- 
sure that  both  patients  and  physicians 
will  act  to  have  their  best  interests 
safeguarded  and  fortified. 

For  this  reason,  the  increased 
amount  of  space  in  Pennsylvania 
Medicine  devoted  to  legislative  items 
is  justified.  — F.  G.M. 
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CANCER  FORUM  PAGE 


MEMO 

TO?  All  Pennsylvania  Physicians 

FROM:  The  American  Cancer  Society 

As  a physician,  you  know  only  too  well  that  when  cancer  strikes  the  burdens  it  brings  can  frequently 
weigh  heavily  on  the  patient  and  his  or  her  family.  The  economic  losses  alone  -costs  for  care  and  man  hours 
of  productivity  loss — are  almost  inestimable. 

Supporting  your  efforts  to  provide  earlier  and  improved  treatment  of  cancer  and  to  bring  greater 
comfort  to  cancer  patients  and  their  families  remains  the  primary  task  of  the  American  Cancer  Society's 
service  program.  People —cancer  patients  who  need  help — can  look  to  the  Society  for  a measure  of  that  help. 

UPON  PHYSICIAN  REFERRAL,  the  American  Cancer  Society,  through  its  local  Units,  will  be  happy  to 
provide  the  following  services.  For  your  information,  the  Society  defines  medically  indigent  as  those  pa- 
tients to  whom  medical  expenses  are  a hardship  and  who  do  not  qualify  for  government  medical  assistance. 


FOR  ALL  CANCER  PATIENTS 

Information,  counselling  service 
Dressings  supplied  as  needed 


FOR  MEDICALLY  INDIGENT  CANCER  PATIENTS 

Medications — narcotics,  sedatives,  analgesics,  chemotherapeutics 
and  hormones  provided  upon  request  of  attending 
physician  and  a member  of  the  patient's  family 

Transportation  to  and  from  treatment  centers 

Home  nursing  care  and  Homemakers  Services  when  available 

Home  care  equipment — hospital  beds,  wheel  chairs,  bed  pans 
and  other  sick  room  supplies 


REHABILITATION  SERVICES 

Speech  classes 
Laryngectomee  Clubs 
Colostomy  appliances 
Mastectomy  rehabilitation 

Your  local  American  Cancer  Society  Unit  can  give  you  complete  information 
on  the  services  offered  in  your  area. 


PENNSYLVANIA  DIVISION  PHILADELPHIA  DIVISION 

AMERICAN  CANCER  SOCIETY 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  ot  the 
Pennsylvania  Medical  Society,  the  Philadelphia  and  Pennsylvania  Divisions  of  the  American  Cancer  Societv,  and  the  Cancer 
[Control  Section.  Pennsylvania  Department  of  Health. 


INEiEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CLINICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS™  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Oral  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs,u-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 


IN  THIS  ISSUE 


An  analysis  of  2,117  cases  treated  surgically  in  a community  ho 
pital  during  a twenty-year  period. 


A review  of  methods  of  determining  etiologic  factors  and  con 
trolling  symptoms  of  hyperacidity. 
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APPENDICITIS 


GASTRIC  ACIDITY 


whatever  their  color, 
shape,  or  size... 

Benadryl 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic.  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ooee7 


The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


PARKE-DAVIS 


JUNE,  1967 


HIGHLIGHTS 


Sunday 
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Monday  Tuesday  I Wednesday  1 Thursday 


Friday 


Saturday 


118th  annual  session 


Philadelphia 


10 


II 


SEPTEMBER  27-30,  1967 

1 12  13  14  1 15 


16 


17 


SCIENTIFIC  SESSIONS 
SHERATON  HOTEL 

18  19 


BUSINESS  SESSIONS 
BELLEVUE-STRATFORD  HOTEL 


20  21  22  23 

See  July  issue  of  Pennsylvania  Medicine  for  complete  Convention  schedule. 


24 

25 

26 

ANN 

UAL  SESSION 

1 '67 

BOARD  ACTION 
HIGHLIGHTS 
OF  MAY  17 
MEETING 


Allocated  $1,000  to  the  Hospital  Utilization  Project  of  the  Tenth  Councilor  District 
for  1967. 

Accepted  the  report  of  the  Special  Committee  on  Communications,  which  recom- 
mended that  the  Council  on  Public  Service  be  relieved  of  its  responsibility  to 
provide  communications'  services  to  all  segments  of  the  Society  and  that  all  primary 
and  hard  core  communications  projects  be  placed  under  the  administration  of  a 
Department  of  Communications.  The  Committee  on  Constitution  and  By-laws 
was  requested  to  prepare  the  necessary  amendments  to  the  By-laws  for  consid- 
eration by  the  1967  House  of  Delegates  to  rename  the  Publication  Committee 
the  Communications  Committee  and  to  expand  its  scope  to  provide  overall  guid- 
ance to  this  new  department  under  the  supervision  of  the  Executive  Director. 

Confirmed  the  following  appointments  to  the  four  administrative  councils  for 
1967-68,  made  by  John  H.  Harris,  Sr.,  M.D.,  President-Elect: 


Council  on  Governmental  Relations 


Paul  S.  Friedman,  M.D.,  Chairman  (Philadelphia) 
John  H.  Harris,  Jr.,  M.D.,  Vice-Chairman 
(Cumberland) 

Robert  J.  Ayella,  M.D.  (Huntingdon) 

Robert  F.  Beckley,  M.D.  (Clinton) 

Raymond  R.  Curanzy,  M.D.  (Lebanon) 

Luscian  W.  DiLeo,  M.D.  (Lehigh) 


Stephen  M.  Hanson,  M.D.  (Chester) 
Richard  L.  Huber,  M.D.  (Lackawanna) 
William  R.  Hunt,  M.D.  (Allegheny) 

Edgar  W.  Meiser,  M.D.  (Lancaster) 
George  W.  Shaffer,  M.D.  (Bucks) 

John  L.  Steigerwalt,  M.D.  (Montgomery) 
C.  William  Weisser,  M.D.  (Allegheny) 


Council  on  Medical  Service 


Harry  V.  Armitage,  M.D.,  Chairman  (Delaware)  Rudolph  K.  Glocker,  M.D.  (Montgomery) 

William  A.  Barrett,  M.D.,  Vice-Chairman  (Allegheny)  Edmund  L.  Housel,  M.D.  (Philadelphia) 

Samuel  T.  Buckman,  M.D.  (Luzerne)  Robert  H.  Kough,  M.D.  (Montour) 

Herman  Bush,  M.D.  (Beaver)  Matthew  Marshall,  Jr.,  M.D.  (Allegheny) 

Robert  P.  Dutlinger,  M.D.  (Dauphin)  J.  Eugene  Ruben,  M.D.  (Lycoming) 

John  A.  Fust,  M.D.  (Erie)  Ralph  M.  Weaver,  M.D.  (Butler) 


Council  on  Public  Service 


John  F.  Hartman,  Jr.,  M.D.,  Chairman  (Erie) 
Edward  C.  Raffensperger,  M.D.,  Vice-Chairman 
(Philadelphia) 

R.  William  Alexander,  M.D.  (Berks) 

Walter  I.  Buchert,  M.D.  (Montour) 

Kenneth  L.  Cooper,  M.D.  (Lycoming) 

James  B.  Donaldson,  M.D.  (Philadelphia) 


L.  C.  Eddinger,  M.D.  (Lehigh) 

Wilson  C.  Everhart,  M.D.  (Dauphin) 
LeRoy  A.  Gehris,  M.D.  (Berks) 
Charles  J.  H.  Kraft,  M.D.  (Wyoming) 
Arthur  E.  Pollock,  M.D.  (Blair) 

Jack  C.  White,  M.D.  (Chester) 

Ralph  C.  Wilde,  M.D.  (Allegheny) 


Council  on  Scientific  Advancement 


Raymond  C.  Grandon,  M.D.,  Chairman  (Dauphin) 
James  A.  Collins,  Jr.,  M.D.,  Vice-Chairman  (Montour) 
Dominic  A.  Donio,  M.D.  (Lehigh) 

Richard  B.  Eisenberg,  M.D.  (Erie) 

Joseph  T.  Freeman,  M.D.  (Philadelphia) 

John  M.  Keller,  M.D.  (Montour) 

Charles  M.  Kutz,  M.D.  (Clarion) 


Mark  R.  Leadbetter,  M.D.  (Montour) 
Richard  B.  Magee,  M.D.  (Blair) 

Rex  A.  Pittinger,  M.D.  (Allegheny) 

Frank  H.  Ridgley,  M.D.  (Chester) 

Ralph  K.  Shields,  M.D.  (Northampton) 

F.  William  Sunderman,  M.D.  (Philadelphia) 


■ Named  D.  George  Bloom,  M.D.,  Eleventh  District  Councilor,  as  the  Society's  repre- 
sentative to  the  Advisory  Council  for  Professional  Licensing. 

■ Approved  in  principle  the  proposed  project  of  The  Sears-Roebuck  Foundation  to 
cooperate  with  the  Allegheny  County  Medical  Society  in  establishing  a demon- 
strational  health  center  under  their  Inner  City  Medical  Assistance  Plan. 

■ Appointed  the  following  members  to  the  1968  Officers'  Conference  Committee: 
George  W.  Moore,  M.D.,  Chairman  (Lawrence  County);  Charles  A.  Bikle,  M.D. 
(Franklin  County);  David  J.  Keck,  M.D.  (Erie  County);  Valentine  R.  Manning,  M.D. 
(Philadelphia  County);  Orlo  G.  McCoy,  M.D.  (Bradford  County). 

■ Urged  Pennsylvania  Blue  Shield  to  accept  the  responsibility  of  being  the  fiscal  inter- 
mediary under  the  Title  XIX  program  if  such  a proposal  is  made. 

■ Amended  and  approved  a list  of  suggestions  prepared  by  the  Commission  on 
Maternal  Welfare  and  Child  Health  concerning  the  examination  of  high  school 
athletes  to  be  submitted  to  the  Pennsylvania  Interscholastic  Athletic  Association. 


NEXT  MONTH 

SPECIAL  ISSUE 

TEMPLE  UNIVERSITY  SCHOOL  OF  MEDICINE 
FEATURING 

Temple's  new  Division  of  Neuro-sensory  Sciences 
A comprehensive  look  at  Temple  by  Robert  M.  Bucher,  M.D.,  Dean 
A series  of  scientific  presentations 
Temple  editorials 


FRONT  COVER  PHOTO 


A Layman’s  Notes  on  Addiction,  page  73,  this  issue,  is  illus- 
trated through  use  of  posterization;  a reproductive  process  rela- 
tively new  in  the  Harrisburg  area.  This  two  color  posterization, 
performed  photographically  with  contrast  film  and  close  exposure 
tolerances,  was  created  by  the  art  department  of  the  Evangelical 
Press,  Harrisburg. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1’2'3  '1 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  taxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel.  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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APPENDICITIS  Richard  B.  Magee,  M.D.,  Joseph  M.  Stowell,  M.D.  and  Robert  C.  MacDuffee,  M.D. 

A retrospective  study  in  which  two  groups  of  patients  operated  upon  for  appendicitis  are 
compared.  Page  47. 


GASTRIC  ACIDITY 


George  E.  Farrar,  M.D.  and  Robert  J.  Bower,  M.D. 


Rest,  diet,  antacid,  sedative  and  psychotherapy  are  essential  in  the  management  of  hyper- 
acidity. Page  50. 


A SIMPLIFIED  METHOD  OF  SUTURING  THE 
ESOPHAGEAL  HIATUS  IN  THE  OBESE  PATIENT  David  V . Pecora,  M.D. 

This  technique  has  proved  to  be  of  invaluable  assistance  in  the  obese  individual.  Page  53. 


RECURRENT  HERPES  SIMPLEX  OCULAR  INFECTION  Peter  R.  Laibson,  M.D. 


Prompt  diagnosis  and  initiation  of 
disease. 


therapy  rather  than  prophylaxis  are  essential  in  treating  this 

Page  56. 


PARATHYROID  DISEASE: 

CHANGING  CONCEPTS  Henry  P.  Royster,  M.D.  and  Widiam  P.  Graham,  III,  M.D. 

The  symptoms  of  hyperparathyroidism  are  obscure  but  once  diagnosed  it  is  readily  amenable 
to  surgical  correction.  Page  60. 
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IN  EMPHYSEMA 


THE 

'EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline 

J prolonged -med 


dura-tabs 

ication  tablets  AV2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 
Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach  — nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  lnc.,Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE"  DURA-TABS"0 

(QUINIDINE  GLUCONATE  5 GR  I 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


■ 


J 


“A  steroid-nutritional  compound 
(Mediatric)  was  used  in  100  patients  to 
relieve  some  of  the  symptoms  caused  by 
degenerative  changes  of  aging . . . This 
therapy  resulted  in  improvement  of 
75  per  cent  of  the  patients . . 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.)  1961. 


“Mediatric  (steroid-nutritional  compound) 
capsules,  one  a day,  seem  to  give  definite  help 
to  debilitated  patients.” 

Arnold,  E.  T..  Jr.:  Geriatrics  72:612  (Oct.)  1957. 


“Nutritional  and  hormone  bolstering  of 
function  in  the  aged  may  have  a useful  place 
in  geriatrics.” 


Morgan,  A.  F.:  Gerontologist  2:77  (June)  1962. 


“In  diets  which  for  any  reason  are  restricted 
in  calories,  enough  of  these  substances 
(B  vitamins)  may  not  be  supplied . . . The  use 
of  B and  C vitamin  supplements  may  then  be 
justified  and  indeed  may  be  necessary.” 

Morgan,  A.  F:  Gerontologist  2:77  (June)  1962. 


“ Intensive  nutritional  therapy  is  necessary, 
especially  in  elderly  people,  to  correct  dietary 
deficiencies  created  by  large  losses  of  protein, 
vitamins  and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc.  72:489  ( May)  1964. 


Mediatric® 

Designed  for  the  “metabolically  spent" 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood"  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens — equine), 
the  natural  estrogen  most  widely  prescribed  for  its 
superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  reinforce- 
ment—blood-building  factors  and  vitamin  supple- 
mentation. It  contributes  a gentle  “mood"  uplift 
through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets,  and 
Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1 5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  HC1  1.0  mg. 

Contains  15%  alcohol 
MEDIATRIC  Tablets  and  Capsules 


Each  MEDIATRIC  Tablet  or  Capsule  contains: 


MEDIATRIC  helps  keep  the  older  patient  alert  and  active; 
helps  relieve  general  malaise,  easy  fatigability,  vague  pains  in 
the  bones  and  joints,  loss  of  appetite,  and  lack  of  interest 
usually  associated  with  declining  gonadal  hormone  secretion. 
contraindication:  Carcinoma  of  the  prostate,  due  to  methyl- 
testosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations  and 
laboratory  studies  of  pernicious  anemia  patients  are  essential 
and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast  ten- 
derness or  hirsutism  may  occur. 

suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recommended  (3  week  regimen  with 
1 week  rest  period— Withdrawal  bleeding  may  occur  during 
this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the  status 
of  the  prostate  gland  when  therapy  is  given  for  protracted 
intervals. 

supplied:  No.  910  — MEDIATRIC  Liquid,  in  bottles  of  16 
fluidounces  and  1 gallon.  No.  752  — MEDIATRIC  Tablets, 
in  bottles  of  100  and  1,000.  No.  252  - MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100.  and  1,000. 


♦Conjugated  estrogens — equine  (Premarin®) 0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid  100.0  mg. 

Cyanocobalamin 2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin  5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 


♦Orally  active,  water-soluble  conjugated  estrogens  derived  from 
pregnant  mares’  urine  and  standardized  in  terms  of  the  weight 
of  active,  water-soluble  estrogen  content. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017  • Montreal,  Canada 


6636 


THIS  MONTH 


Public  Health 
Nurses  To  Screen 
For  Hearing  Defects 

In  conjunction  with  “Better  Hear- 
ing Month”  the  State  Health  Depart- 
ment is  conducting  a pilot  project  in 
York  County  to  determine  the  feasi- 
bility of  having  public  health  nurses 
screen  children  for  hearing  problems. 

The  announcement  of  the  project 
was  made  by  Thomas  W.  Georges,  Jr., 
M.D.,  State  Health  Secretary. 

Dr.  Georges  said  that  if  the  York 
County  project  shows  promising  re- 
sults, a similar  test  project  will  be  car- 
ried out  in  Westmoreland  County. 
Public  health  nurses  are  being  given 
extra  training  in  how  to  detect  and 
identify  hearing  deficiencies  in  infants 
and  young  children,  he  explained. 

If  the  test  project  proves  to  be  an 
effective  method  for  uncovering  hear- 
ing problems  in  pre-school  children,  a 
more  extensive  detection  program  will 
be  carried  out  in  state  child  health  con- 
ferences, of  which  there  are  175  oper- 
ated by  the  Department  of  Health.  The 
state  clinics,  staffed  by  162  part-time 
attending  physicians  and  250  public 
health  nurses,  provide  health  super- 
vision for  infants  and  pre-school  chil- 
dren, Dr.  Georges  explained. 

"The  detection  of  hearing  problems 
at  the  child  health  conference  could 
be  an  answer  to  a vexing  problem: 
how  to  reach  pre-school  children. 
Hearing  problems  in  school-age  chil- 
dren can  be  detected  during  the  man- 
datory school  health  examinations,  but 
the  discovering  of  these  problems  in 
pre-schoolers  is  a more  hit-and-miss 
affair,”  Dr.  Georges  said. 

“The  fact  that  pre-school  children 
do  not  conveniently  assemble  in  groups 
makes  mass  screening  almost  impos- 
sible. So,  we  have  been  depending  on 
referrals  from  physicians  and  parents. 
Too  often  children  with  handicapping 
hearing  disorders  are  not  identified 
until  they  enter  school. 

“The  public  must  be  educated  to  the 
fact  that  some  hearing  problems  can 
be  reversed  by  early  diagnosis  and 
treatment.  Children  with  non-revers- 
able  hearing  problems  may  be  benefited 


by  the  use  of  hearing  aids  and  special 
training  before  they  are  two  years 
old. 

“It  is  especially  important  that  poor 
families  be  advised  of  the  necessity 
for  spotting  and  referring  hearing  prob- 
lems, because  high-risk  births  and  other 
conditions  causing  or  leading  to  serious 
hearing  problems  occur  more  frequent- 
ly among  the  economically  and  cultur- 
ally deprived.”  Dr.  Georges  said. 

Air  Pollution  Alert 
System  Underway 

The  Delaware  Valley  Interstate 
Committee  on  Air  Pollution  has  an- 
nounced preliminary  plans  for  an  in- 
terstate air  pollution  alert  and  warning 
system  for  the  Delaware  Valley. 

The  system,  which  is  expected  to  go 
into  operation  some  time  late  this 
summer,  will  warn  of  dangerous  pol- 
lution levels  in  the  Delaware  Valley 
air  basin  so  immediate  action  can  be 
taken  to  prevent  the  further  build-up 
of  the  air  contaminants. 

The  location  of  air  sampling  sta- 
tions and  the  contaminant  levels  at 
which  alerts  will  be  called  was  dis- 
cussed recently  in  Harrisburg  by  repre- 
sentatives of  the  Pennsylvania,  New 


The  interim  meeting  of  the  Penn- 
sylvania Physician’s  Art  Association 
was  held  on  April  28-29  at  the  Mar- 
riott Hotel  in  Philadelphia  and  the 
Art  Exhibit  proved  to  be  one  of  the 
best  to  date.  The  group  is  becoming 
quite  active  and  the  work  shows  defi- 
nite improvement  in  all  categories. 

Judges  present  were  Alma  Dea 
Morani,  M.D.,  professor  of  clinical 
surgery  at  Woman’s  Medical  College 
of  Pennsylvania,  a sculptress  in  her 
own  right.  Also  judging  was  Henry 
Mussina,  M.D. 

Dr.  Mussina,  secretary-treasurer  of 
the  Association,  recently  retired  from 
active  practice  and  now  spends  his 
time  painting,  lecturing  and  teaching 
art.  Dr.  Mussina  gave  an  excellent  art 
lecture  on  the  value  of  composition  and 
various  media  in  painting.  Frances 


Jersey  and  Philadelphia  air  pollution 
agencies.  The  group  developed  a pro- 
cedure to  be  followed  in  the  event  of 
an  alert. 

The  location  of  the  air  sampling  sta- 
tions is  being  planned  by  the  Pennsyl- 
vania, New  Jersey  and  Philadelphia 
health  departments.  Except  for  those 
in  Delaware,  most  of  the  stations  are 
expected  to  be  in  operation  by  mid- 
summer. The  Delaware  Water  and 
Air  Resources  Commission  will  es- 
tablish its  stations  at  a later  date. 

The  proposed  criteria  for  calling  the 
alert  are  still  being  reviewed  by  the 
Delaware  Valley  Interstate  Committee 
on  Air  Pollution,  established  last  year 
with  the  signing  of  the  “Delaware, 
New  Jersey,  Pennsylvania  Interstate 
Cooperative  Agreement  on  Air  Pollu- 
tion.” 

The  criteria  will  be  made  public 
late  in  the  summer  when  the  full  system 
is  scheduled  to  go  into  operation. 

Forecasting  for  stagnant  weather 
conditions  and  the  measurement  of 
sulfur  dioxide,  suspended  fine  dust  and 
carbon  monoxide  will  be  employed  by 
the  committee  in  calling  the  alerts. 

Stagnant  weather  which  allows  pol- 
lution levels  to  build  up  occurs  most 
often  during  the  fall  and  early  winter 
in  the  Delaware  Valley  area. 


Triboletti,  M.D.,  president  for  the  year 
1967,  presided  at  the  meeting,  and 
many  subjects  were  discussed  for  the 
betterment  of  the  Association. 

A banquet  culminated  the  event. 

In  September  1967  the  Annual 
Meeting  will  be  held  at  the  Penn  Shera- 
ton Hotel  in  Philadelphia,  in  conjunc- 
tion with  the  Pennsylvania  Medical  So- 
ciety Annual  Session.  Anyone  inter- 
ested in  exhibiting  their  arts  (which 
include  oil,  water  colors,  tempera,  col- 
lage. sculpting  or  any  other  craft  or 
hobby)  is  welcome.  Wives  and  hus- 
bands of  physicians  are  eligible.  Please 
write  to  either  of  the  following:  Fran- 
ces Triboletti,  M.D.,  2405  Chestnut 
Street,  Chester,  Pennsylvania  19013 
or  Henry  Mussina.  M.D.,  929  Dia- 
mond Street,  Williamsport,  Pennsyl- 
vania 17701. 


Physician  s Art  Association 
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Write  Now 


Booklets:  Mental  Health  Benefits  of  the  Social  Security 
Amendments  of  1965,  available  from  the  Superintendent 
of  Documents,  U.S.  Government  Printing  Office,  Wash- 
ington, D.C.  20402.  . . . Your  Child  from  3 to  4,  $.25 
from  the  U.S.  Government  Printing  Office,  Washington, 
D.C.  20402.  . . . Drug  Abuse:  Escape  to  Nowhere,  $2.00 
a copy  from  the  American  Association  for  Health,  Physical 
Education  and  Recreation,  1201  Sixteenth  Street,  N.W., 
Washington,  D.C.  20036.  . . . Children  in  Day  Care, 
available  from  the  U.S.  Government  Printing  Office,  Wash- 
ington, D.C.  20402.  . . . Guides  to  the  Evaluation  of 
Permanent  Impairment — Mental  Illness,  available  without 
charge  from  the  Committee  on  Rating  of  Mental  and 
Physical  Impairment,  AMA,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610.  . . . What  You  Should  Know 
About  Schizophrenia,  $.50  from  the  American  Schizo- 
phrenia Foundation,  230  Nickels  Arcade,  Ann  Arbor, 
Michigan  48108. 


Governor  Proclaims  May 
"Better  Hearing  Month” 


Governor  Raymond  P.  Shafer  signs  a proclamation  desig- 
nating May,  1967  as  Better  Hearing  Month  in  recognition 
of  the  fact  that  (1)  one  out  of  every  ten  Pennsylvanians 
suffers  hearing  impairment;  (2)  that  it  is  a condition  afflicting 
more  than  eight  million  Americans,  more  than  any  other 
condition  except  nervous  and  mental  disorders;  (3)  and 
that  continued  efforts  must  be  made  to  educate  the  public 
in  the  prevention  and  treatment  of  deafness.  Witnesses  to 
the  signature  are  (center)  Benjamin  F.  Souders,  M.D., 
president  of  the  Pennsylvania  Academy  of  Ophthalmology 
and  Otolaryngology,  and  Thomas  W.  Georges,  Jr.,  M.D., 
Secretary  of  Health  of  the  Commonwealth  of  Pennsylvania. 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  ( 1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : mag  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


R 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Einstein  Raises 

For  the  second  time  in  less  than  a 
year,  Philadelphia’s  Albert  Einstein 
Medical  Center  has  announced  it  will 
raise  its  basic  minimum  salaries  for 
registered  nurses  to  a top  level  among 
hospitals  in  the  Delaware  Valley  area. 

Earl  Perloff.  president  of  the  1000- 
bed  Medical  Center  which  employs 
almost  one  thousand  nursing  depart- 
ment personnel,  about  eight  hundred 
of  whom  will  receive  raises,  said  Ein- 
stein’s new  monthly,  minimum  starting 
salary  for  a registered  nurse  with  no 
previous  experience  will  become  $480 
on  July  2,  1967. 

The  Medical  Center’s  starting  sal- 
aries for  experienced  nursing  personnel 
also  will  be  increased.  General  duty 
registered  nurses  with  one  year’s  ex- 
perience, for  example,  will  begin  at 
$501  per  month.  General  duty  regis- 
tered nurses  with  two  year’s  experience 
will  begin  at  almost  $524;  and  with 
three  year's  experience,  at  $547. 

Top  salary  will  go  to  nursing  super- 
visors who  will  earn  up  to  $11,300  a 
year. 

Perloff  described  the  move  as  a con- 
tinuation of  the  Medical  Center’s  ef- 
forts to  ease  personnel  shortages  and 
assure  adequate  patient  care.  That 
effort  started,  he  said,  last  August  28, 
1966,  when  the  Medical  Center  raised 
its  basic  minimum,  monthly  starting 
salary  for  registered  nurses  to  almost 
$429. 

The  new  schedule  of  nursing  salaries 
will  increase  the  Medical  Center's  $ 17- 
million  annual  budget  by  an  additional 


AAMA  Announces 
Medical  Assistant 
Scholarships 

Loans  for  medical  assistant  training 
are  now  available  from  the  Maxine 
Williams  Scholarship  Fund,  sponsored 
by  the  American  Association  of  Medi- 
cal Assistants. 

Each  loan  is  for  $300.  AAMA  as- 
sumes all  administrative  costs  and 
there  is  no  interest  rate.  Repayment 
may  be  made  after  the  student  is  em- 
ployed. 

Anyone  who  is  a high  school  gradu- 
ate and  wishes  to  take  formal  training 
is  eligible  to  apply  for  a loan.  Ap- 
plication blanks  are  available  from 
AAMA  headquarters.  510  N.  Dear- 
born St.,  Chicago,  111.  60610. 


Nurses  Salaries 

estimated  $428,244  per  year. 

“Our  salary  increases  last  year,” 
Perloff  stated,  “were  reflected  in  higher 
charges  to  patients — namely  in  higher 
room  rates.  At  this  point,  it  is  still 
too  early  to  say  whether  the  new 
schedule  of  raises  will  require  another 
room-rate  increase.  There  are  several 
variables  we  must  work  out.  There  is 
a chance,  though,  that  we  will  not 
have  to  increase  rates.” 

Last  year,  following  announcement 
of  Einstein's  pay  boost,  the  Delaware 
Valley  Hospital  Council  recommended 
that  its  sixty-three  member  institutions 
in  seven  counties  raise  their  basic  sal- 
aries for  registered  nurses  to  $430  in 
1966,  and  to  $480  by  July  1,  1967. 

Perloff  noted  that  the  Delaware  Val- 
ley Hospital  Council’s  annual  salary 
survey,  released  in  January  (1967) 
showed  that  twenty-seven  local  hos- 
pitals had  reached  the  $430  level. 
Twenty  hospitals  were  still  below  that 
level,  the  lowest  of  them  paying  a basic, 
minimum,  monthly  starting  salary  of 
$375  to  registered  nurses.  Only  eight 
hospitals,  Perloff  said,  were  paying 
more  than  the  recommended  $430 
wage,  the  highest  paying  $450. 

Dr.  Lucchesi,  former  president  of 
both  the  Hospital  Association  of  Penn- 
sylvania and  the  Philadelphia  County 
Medical  Society,  warned  that  a serious 
nursing  shortage  still  exists  in  the  Del- 
aware Valley  area.  He  estimated  an 
immediate  need  for  more  than  1,500 
nurses  here,  and  a predicted  national 
shortage  of  some  230,000  hospital 
nurses  in  the  next  four  years. 


The  fund,  named  in  honor  of 
AAMA's  first  president,  is  supported 
entirely  by  private  contributions.  It 
was  established  to  encourage  those 
wishing  to  become  medical  assistants 
to  take  formal  training,  preferably  at 
a school  which  offers  a two-year 
course. 

PGH  Seeks  Heart 
Volunteers 

Philadelphia  General  Hospital  is 
currently  seeking  vounteers  with  a his- 
tory of  heart  trouble  in  order  to  study 
the  effects  of  stress  of  automobile  driv- 
ing on  the  heart,  according  to  Alfred 
C.  LaBoccetta,  M.D.,  Medical  Di- 
rector and  Assistant  Executive  Direc- 
tor of  the  City  hospital. 


The  study,  being  conducted  by  Sam- 
uel Bellet.  M.D..  director  of  the  di- 
vision of  cardiology,  is  to  determine 
more  definitely  the  group  of  subjects 
who  manifest  evidence  of  changes  in 
the  electrocardiogram  which  result 
from  the  stress  of  driving. 

“Volunteers  are  examined  at  PGH 
prior  to  the  tests.  Before  driving,  they 
are  given  a conventional  electrocardio- 
gram and  a radioelectrocardiogram  at 
the  hospital,”  Dr.  Bellet  stressed. 
“While  the  volunteers  are  driving,  a 
special  tape  recorder  stores  data  on  the 
electrocardiogram  and  simultaneously 
records  the  driver’s  verbal  description 
of  traffic  events.  During  the  playback 
of  collected  data,  any  cardiac  altera- 
tions are  noted.  It  is  planned  in  future 
studies  also  to  investigate  changes  in 
blood  pressure  and  other  physiological 
functions  which  may  occur  during 
driving.” 

In  carrying  out  this  work,  the  hos- 
pital is  constantly  seeking  volunteers 
with  histories  of  heart  disease.  Anyone 
wishing  to  volunteer  should  telephone 
BA2-1355,  division  of  cardiology, 
Philadelphia  General  Hospital,  34th 
and  Civic  Blvd. 

Award  Nominations  Due 

The  Arches  of  Science  Award,  ad- 
ministered by  the  Pacific  Science  Cen- 
ter Foundation,  consists  of  $25,000 
and  a gold  medal.  To  make  a nomina- 
tion send  the  name,  address  and  af- 
filiation of  the  person  you  wish  to 
nominate  to  the  Arches  of  Science 
Award,  Pacific  Science  Center  Founda- 
tion, 200  Second  Avenue  North.  Se- 
attle. Washington  98109.  and  a state- 
ment (two  or  three  pages  in  length) 
that  summarizes  the  accomplishments 
of  the  nominee  and  gives  the  reasons 
why  he  should  be  considered  for  this 
award.  Nominations  will  close  on  June 
15,  1967.  Announcement  of  the  re- 
cipient will  be  made  in  late  summer. 

The  Arches  of  Science  Award  is 
not  meant  to  honor  contributions  to 
science  itself,  nor  is  it  awarded  for 
excellence  in  the  popular  or  nontech- 
nical exposition  of  science.  It  is  in- 
tended to  honor  a more  philosophical, 
a more  artistic,  a more  humanistic  con- 
tribution to  mankind,  that  of  helping 
man  to  understand  more  deeply  the 
fundamental  meaning  of  scientific  ac- 
tivity and  to  appreciate  more  fully  and 
more  accurately  the  changes  in  human 
society  that  are  resulting  from  scientific 
knowledge  and  the  relation  of  science 
to  other  aspects  of  man's  life  and  cul- 
ture. 
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■n  TViT  C!  1 OFFICIALLY 

jyj,  O 1 endorsed 

DISABILITY  INSURANCE  PROGRAMS 

ACCIDENT 

Indemnities  up  to  $250.00  per  week.  Long  term  sickness 
and  lifetime  accident  protections  available.  Daily  hos- 

AND  HEALTH 

pital  benefits  and  surgical  protection  available  for  both 

PROTECTION 

members  and  dependents.  Selection  of  waiting  periods. 
Conversion  plans  available  at  age  70. 

MAJOR 

$7,500  Maximum  Benefits  after  $500  deductible  for  both 

HOSPITAL  EXPENSE 

members  and  dependents. 

PROTECTION 

This  protection  may  be  retained  for  life! 

HIGH  LIMIT 

ACCIDENTAL  DEATH, 

Maximum  limit  $150,000  members;  $75,000  wife  of  member. 

DISMEMBERMENT  AND 

New  low  cost  of  $.85  per  thousand  per  year.  Full  principal 
sum  paid  for  permanent  and  total  disability  from  bodily 

PERMANENT  TOTAL 

injury. 

DISABILITY 

• BERTHOLON 

-ROWLAND  AGENCIES  • 

WESTERN  PENNSYLVANIA 

EASTERN  PENNSYLVANIA 

1518  Frick  Building,  Pittsburgh,  Pa.  15219  Public  Ledger  Bldg.,  Philadelphia,  Pa.  19106 

471-9552 

WAInut  5-7045 

(area  code  412) 

(area  code  215) 

★ THE  MAN  WHO  PLANS 

AHEAD  INSURES  WHILE  HE  IS  INSURABLE  * 
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Legislative  News 

Pennsylvania 


Pennsycare  and  PAAS 


On  Tuesday,  May  2,  J.  Everett  Mc- 
Clenahan,  M.D.,  and  John  H.  Harris, 
M.D.,  (the  President  and  President- 
elect) and  other  representatives  of  the 
Pennsylvania  Medical  Society  met  with 
Governor  Shafer’s  Executive  Secretary, 
the  Honorable  Joseph  Kelly,  for  the 
purpose  of  further  discussing  the  pro- 
gram developed  by  the  Society  to 
implement  Title  XIX,  or  “Pennsycare,” 
which  must  by  federal  law  be  ex- 
panded in  Pennsylvania  to  include 
physicians’  services  by  J uly  1 . As  re- 
ported last  month,  the  Society’s  pro- 
posal had  been  delivered  to  the  Gov- 
ernor’s office  previously.  The  May 
2nd  meeting  was  called  to  amplify 
PMS’  recommendations  and  to  im- 
press the  “front  office”  with  the  urgent 
need  for  Pennsylvania  to  take  certain 
steps  immediately.  The  first  step  urged 
by  the  Society  was  that  the  Governor 
move  now  to  bring  about  a prompt  de- 
cision in  the  matter  of  Blue  Shield’s 


Legislation  Proposals 
Of  Interest 

Two  measures  which  the  Society  is 
supporting  have  been  reported  out: 
S-504 — the  Administration-supported 
measure  to  make  an  appropriation  to 
the  Department  of  Health  for  the 
establishment  of  a comprehensive, 
automatic  air  pollution  sampling  net- 
work, and  S-529 — the  measure  which 
will  change  the  location  of  the  pro- 
posed central  laboratory  building  from 
Philadelphia  to  Harrisburg. 

New  legislation  introduced  in  the 
House  includes:  H-970  would  require 
the  superintendent  or  administrator  of 
every  hospital  to  report  each  case  of 
staphylococcus  infection  occurring  in 
the  hospital  to  the  State  Department  of 
Health.  The  Department  has  opposed 
this  in  the  past  since  reporting  tech- 
niques are  already  in  existence.  H-979 
is  an  Administration-sponsored  mea- 
sure to  require  reporting  by  physicians 
of  incidents  of  child  abuse  or  neglect. 
In  the  past  the  Society  has  not  opposed 
similar  measures  if  sufficient  safeguards 
are  included  for  physicians  making 
such  reports.  The  Society’s  legal  coun- 


being designated  as  fiscal  intermedi- 
ary. In  addition,  PMS  recommended 
that  the  Pennsylvania  Department  of 
Health  be  designated  as  the  single 
state  agency  for  Title  XIX  and  be 
charged  with  the  responsibility  of 
supervising  the  quality  and  availability 
of  medical  care,  establishing  utiliza- 
tion and  medical  audit  procedures, 
being  involved  in  the  determination  of 
physicians’  fees,  and  handling  all  other 
matters  that  relate  specifically  to  medi- 
cal care  and  the  medical  profession’s 
part  in  the  program.  The  responsi- 
bility of  the  Welfare  Department 
should  be  limited  to  eligibility  deter- 
mination, enrollment  or  registration, 
and  those  other  functions  that  require 
a Welfare  orientation.  The  Governor’s 
Secretary  indicated  that  their  office 
was  quite  interested  in  our  proposals 
and  that  a decision  soon  would  be 
reached.  See  the  Late  News  Insert, 
this  issue,  for  further  developments. 


sel  will  be  studying  the  measure  to 
make  certain  the  safeguards  are  in- 
cluded. (See  “Child  Abuse  Law"  this 
page.) 

Two  measures  in  the  Senate  would 
amend  the  Vital  Statistics  Law  and  the 
Dental  Law  to  permit  dentists  to  sign 
death  certificates  in  certain  instances. 
S-595  and  S-594  are  different  from 
measures  introduced  in  previous  years 
in  that  the  dentist  would  only  be  able 
to  sign  the  death  certificates  if  he  at- 
tended the  patient  during  the  last  ill- 
ness and  the  circumstances  are  not 
such  as  to  require  a referral  to  the 
Coroner  under  the  provisions  of  the 
Vital  Statistics  Act  or  any  of  the 
County  Codes,  and,  finally,  S-593  was 
introduced  to  set  up  qualifications  for 
the  Secretary  of  Health,  which  many 
feel  should  be  written  into  the  law  as 
follows:  "He  shall  be  a graduate  of  a 
medical  school  approved  by  the  Coun- 
cil on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Asso- 
ciation— have  ten  years  of  experience 
in  a responsible  position  leading  to 
certification  in  Public  Health  by  the 
American  Board  of  Preventive  Medi- 
cine, or  eligible  for  examination  for 
such  certification.” 


Physician  Re-examination 
Bill  Killed 

On  the  Senate  side  of  the  Capitol, 
the  Committee  on  Public  Health  and 
Welfare  met  to  consider  several  meas- 
ures, including  Senate  Resolution  18, 
which  you  will  remember  would  have 
the  Joint  State  Government  Commis- 
sion study  the  problems  involved  in 
the  use  of  periodic  re-examination  of 
physicians  as  a method  of  insuring 
competency.  The  Committee  voted 
after  discussion  to  “kill"  the  measure 
because  of  their  feeling  that  it  was 
out  of  the  legislative  domain.  Senator 
Pechan.  in  answering  a letter  from  Dr. 
Hollis,  Chairman  of  the  State  Board 
of  Medical  Education  and  Licensure, 
on  the  measure  said,  "I  personally  have 
reservations  about  asserting  legislative 
influence  in  this  area.  I believe  it 
would  be  far  more  meaningful  if  the 
disciplines  would  exert  this  kind  of 
leadership  themselves;  I would  hate 
to  see  the  day  when  the  Legislature 
would  get  involved  in  such  regulatory 
functions.  There  are  evident  indica- 
tions that  government  is  already  too 
large  a controlling  factor  in  these  mat- 
ters.” 

Child  Abuse  Law 

Secretary  of  Public  Welfare  Max 
Rosenn  states  he  is  giving  full  support 
to  proposed  legislation  to  strengthen 
child  abuse  laws. 

The  proposal,  which  would  tighten 
reporting  procedures  in  suspected 
abuse  cases,  and  require  investigation 
within  forty-eight  hours,  was  intro- 
duced as  a bipartisan  measure  by  Rep. 
Eugene  M.  Fulmer,  of  State  College, 
chairman  of  the  House  Public  Health 
and  Welfare  Committee. 

Cosponsors  of  the  bill  include  Reps. 
Jane  M.  Alexander,  York;  George  W. 
Alexander.  Clarion  and  Venango: 
Robert  J.  Butera,  Montgomery: 
Thomas  J.  Gola,  Philadelphia,  and 
Theodore  Johnson,  Allegheny. 

“On  the  basis  of  reports  now  being 
received  by  the  Public  Welfare  De- 
partment from  some  counties,  it  ap- 
pears that  the  shocking  practice  of 
abusing  children — by  parents  and 
others  in  whose  care  they  are  en- 
trusted— is  more  widespread  than  most 
people  realize,"  Rosenn  said. 

( Continued  on  page  14.) 


“When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 
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Legislative  News 

Child  Abuse  (Concluded.) 

“Representatives  Fulmer  and  other 
sponsors  of  this  humane  legislation  are 
to  be  commended  for  their  efforts  to 
improve  the  reporting  and  investigating 
procedure,  because  appropriate  au- 
thorities cannot  take  steps  to  curb  this 
inhuman  practice  unless  the  physicians, 
hospitals  and  druggists  who  are  the 
first  contact  in  such  cases  report  them 
immediately.  The  bill  continues  the 
existing  immunity  from  legal  action 
for  those  who  report  suspected  child 
abuse,”  Rosenn  added. 

Under  the  new  proposal  the  reports 
would  go  directly  to  the  child  welfare 
agency  in  each  county,  which  would 
be  required  to  investigate  within  48 
hours. 

The  reports  Public  Welfare  officials 
have  received  of  child  abuse  read  like 
horror  stories.  A two-month  old  boy 
slashed  across  the  stomach  with  a 
knife;  a three-year  old  girl  with  black- 
and-blue  marks  nine  by  five  inches  in 
size;  use  of  a detergent  as  “sugar” 
on  breakfast  food  for  two  little  boys 
and  other  loathesome  actions  against 
children  unable  to  defend  themselves. 

Pollution 

Mine  Drainage 
Amendment  Supported 

The  state  Sanitary  Water  Board 
today  announced  its  support  of  an 
amendment  to  the  Appalachian  Re- 
gional Development  Act  of  1965  to  ap- 
propriate $3  million  to  develop  a pro- 
gram for  abating  mine  drainage  pollu- 
tion over  a two-year  period. 

The  amendment,  which  is  sponsored 
by  Joseph  S.  Clark,  would  authorize 
the  Appalachian  Regional  Commission 
to  develop  a comprehensive  program 
with  the  cooperation  of  the  Federal 
Water  Pollution  Control  Administra- 
tion, (FWPCA),  and  state  and  local 
agencies. 

In  supporting  the  bill,  the  board 
urged  that  money  be  used  for  demon- 
stration and  action  programs  and. 
where  needed,  survey  work. 

The  board  said  that  it  is  hopeful 
that  the  comprehensive  program  de- 
veloped with  the  funds  will  accelerate 
the  mine  drainage  portion  of  the  water- 
shed inventory  surveys  now  being  un- 
dertaken by  the  FWPCA  and  the  Com- 
monwealth. 


Locating  abandoned  coal  mines  is 
the  first  step  in  developing  a plan  to 
combat  mine  drainage  from  this 
source. 

The  board  said  that  it  would  inform 
the  committees  on  public  works  and 
the  Commonwealth's  representatives  in 
Congress  that  it  supports  the  amend- 
ment. 

Sewage  Treatment 
Grants  Requested 

A Pennsylvania  health  official  called 
on  Congress  to  appropriate  the  full 
amount  of  money  authorized  under 
the  Federal  Water  Pollution  Control 
Act  for  the  construction  of  sewage 
treatment  plants  for  the  fiscal  year 
1968. 

In  testimony  before  the  U.S.  House 
of  Representatives’  Public  Works  Sub- 
committee on  Appropriations,  Wesley 
E.  Gilbertson,  director  of  the  Bureau 
of  Environmental  Health  for  the  Penn- 
sylvania Health  Department,  urged 
that  Congress  appropriate  $450  mil- 
lion for  waste  treatment  construction 
grants  for  the  next  fiscal  year.  The 
Pennsylvania  allocation  would  be  $25 
million. 

"We  now  understand  that  the  pro- 
posed budget  has  reduced  our  share  to 
only  about  $10  million — a reduction 
of  60  percent,”  Gilbertson  said.  “It 
is  the  feeling  of  the  Governor  of  Penn- 
sylvania, the  Sanitary  Water  Board  and 
the  Department  of  Health  that  the 
Congress  should  appropriate  the  full 
amount.” 

Gilbertson  said  that  Pennsylvanians 
have  assumed  their  share  of  the  burden 
by  having  so  far  spent  some  $450  mil- 
lion for  sewage  treatment  plants — $400 
million  of  local  funds  and  $50  million 
of  state  funds. 

“So  far  the  federal  contribution  to 
this  effort  has  been  $46  million — a 
small  share  indeed,”  Gilbertson  said. 

He  pointed  out  that  the  amount  of 
money  recommended  in  President 
Johnson's  budget  for  sewage  treatment 
plant  construction  is  a small  fraction 
of  what  is  needed. 

He  said  that  the  Pennsylvania  De- 
partment of  Health  now  is  processing 
107  applications  which  would  be  eli- 
gible for  federal  funds  exceeding  $25 
million  for  basic  30  percent  grants. 

"We  Pennsylvanians  are  doing  our 
part  to  protect  and  improve  our  waters 
and  those  that  flow  into  neighboring 
states,”  Gilbertson  stated.  “The  time 
has  come  for  the  federal  government  to 
do  its  part  in  accelerating  the  program 
to  clean  up  the  nation's  watercourses.” 


Washington 

Legislation 
of  Interest 

Comprehensive  Health  Planning 

• Representative  Daniel  Flood  of 
Pennsylvania,  Chairman  of  the  Labor- 
Health,  Education  and  Welfare  Sub- 
Committee  of  the  House  Appropria- 
tions Committee,  has  announced  that 
his  Sub-Committee  has  voted  favorably 
on  a supplemental  bill  to  provide  $4,- 
250,000  in  fiscal  1967  for  planning 
grant  funds  for  the  “Comprehensive 
Health  Planning  Grants  Act.”  Earlier 
this  year  many  state  health  officers  had 
feared  that  the  Act  would  not  be 
funded  for  the  current  fiscal  year.  The 
measure  now  goes  to  the  full  Com- 
mittee where  early  approval  is  ex- 
pected. 

Drug  Industry 

• Senator  Gaylord  Nelson  (D — Wis- 
consin) announced  in  a speech  on  the 
Senate  Floor  that  the  long-rumored 
drug  hearings  by  the  Monopoly  Sub- 
Committee  of  the  Senate  Committee  on 
Small  Business  are  now  scheduled  defi- 
nitely to  start  on  May  15.  His  remarks 
indicated  that  the  hearings  would  cover 
virtually  all  aspects  of  the  drug  indus- 
try. The  Senator's  remarks  contained 
mostly  quotations  from  a newly-pub- 
lished book.  “Handbook  of  Prescrip- 
tion Drugs,”  written  by  Dr.  Richard 
Burack  of  the  Harvard  Medical  School. 
It  is  reported  that  the  book  was  gleaned 
from  views  of  staff  personnel  on  the 
old  Kefauver  Investigating  Committee. 
In  the  speech.  Nelson  recounted  a 
series  of  examples  of  low-priced  ge- 
nerics and  higher-priced  trade  names, 
and  noted  that  the  federal  government 
and  most  hospitals  purchase  generics 
as  part  of  their  formulary  system.  He 
noted,  however,  that  research,  distri- 
bution and  other  expenses  in  con- 
nection with  trade  name  drugs  have  to 
figure  in  their  price.  Nelson  repeated 
the  charges  that  "The  Drug  Industry 
pushed  doctors  into  prescribing  higher 
priced  drugs  by  their  emphasis  on 
brand  names,”  and  that  this  industry 
spends  more  than  600  million  a year  on 
advertising  aimed  at  doctors.  In  an- 
swering Nelson's  floor  speech,  the  Pres- 
ident of  the  Pharmaceutical  Manu- 
facturers Association,  Mr.  C.  Joseph 
Stetler.  wrote  as  follows: 

(Continued  next  page.) 
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Drug  Industry  (Continued.) 

“The  cost  of  prescription  drugs  only 
reflects  costs  of  research,  attendant 
and  justifiable  costs  of  promotion,  dis- 
tribution and  quality  control,  and 
profits  not  out  of  line  in  high-risk 
enterprises.  Senator  Nelson's  state- 
ment that  the  American  people  are 
being  ‘shortchanged'  when  they  have 
prescriptions  filled  in  the  nation's  phar- 
macies is  hard  to  understand  in  the 
light  of  the  following  facts: 

“1.  The  latest  federal  government 
index  of  manufacturers’  prescription 
drug  prices  is  92.6%.  The  decline  has 
been  steady  from  the  1961  base  period 
of  100.  2.  The  government  index  for 
retail  prescription  drug  prices  has  fol- 
lowed a similar  decline.  The  newest 
report  places  it  at  90.6,  also  an  all- 
time  low.  3.  Drug  prices  have  clearly 
defied  the  inflationary  trend  of  the 
1960's.  The  latest  overall  Consumer 
Price  Index  stands  at  115.0.  4.  Pre- 
scription drug  costs  now  represent  a 
smaller  share  of  medical  care  spending 
by  Americans  than  ever  before  in  his- 
tory. Prescription  drugs  account  for 


Reference  Book  on 
Drugs  To  Be 
Produced  By  AMA 

A project  to  develop  the  most  com- 
prehensive reference  book  on  drugs 
ever  produced  by  the  American  Medi- 
cal Association  was  launched  in  March, 
Dr.  Thomas  H.  Hayes,  director  of  the 
Department  of  Drugs,  has  announced. 

According  to  present  plans,  the 
reference  book,  which  has  yet  been 
unnamed,  will  contain  concise,  au- 
thoritative and  impartial  information 
on  approximately  1,200  to  1,500  drugs 
— 90  percent  of  all  nationally  adver- 
tised single-entity  and  combination 
products  which  are  commonly  used  by 
practicing  physicians. 

The  book  of  comprehensive  infor- 
mation on  drugs  will  considerably  ex- 
pand the  coverage  presently  given  in 
New  Drugs,  which  was  introduced  in 
1965. 

The  entire  departmental  staff  of 
fifty-two  persons  will  be  actively  in- 
volved in  gathering  and  editing  infor- 
mation to  appear  in  the  reference  book, 
which  will  take  an  estimated  eighteen 
months  to  complete,  said  Dr.  John  R. 


less  than  ten  cents  of  each  medical 
care  dollar. 

“The  pharmaceutical  industry  is 
proud  of  the  fact  that  it  has  been 
praised  both  in  1966  and  1967  by 
President  Johnson's  Council  of  Eco- 
nomic Advisers  as  a force  against  in- 
flation because  of  its  declining  price 
levels  throughout  the  present  decade. 
The  subject  of  drug  prices  was  ex- 
haustively proved  by  the  Senate  Ju- 
diciary Subcommittee  on  Anti-trust 
and  Monopoly  from  1959  to  1962, 
resulting  in  the  1962  Drug  Amend- 
ments which  have  contributed  to  the 
difficulties  the  drug  industry  has  ex- 
perienced in  the  marketing  of  new 
drug  products  and  their  application  to 
the  fight  against  diseases  . . . 

“I  am  confident  that  the  U.S.  drug 
industry  has  a remarkable  and  en- 
couraging story  to  tell  the  American 
people  in  the  hearings  which  Senator 
Nelson  plans  to  conduct.” 

Mr.  Stetler  is  also  the  former  direc- 
tor of  the  American  Medical  Associa- 
tion's Law  Department  and  spoke 
to  the  Pennsylvania  Society  of  Internal 
Medicine  at  their  Annual  Meeting  in 
Hershey  on  May  20. 


Lewis,  associate  director,  who  is  in 
charge  of  developing  the  new  publica- 
tion. It  will  contain  approximately  one 
thousand  pages  of  information. 

Plans  call  for  the  reference  book  to 
contain  seventy-five  chapters,  each  of 
which  will  be  divided  into  three  sec- 
tions— an  introductory  statement  de- 
scribing actions  and  uses,  adverse  re- 
actions and  contraindications  of  drugs 
in  the  specific  therapeutic  category; 
individual  monograph  statements  on 
newer  single-entity  drugs  (as  is  now 
done  in  the  AMA's  New  Drugs);  and 
complete  tabulation  of  information  on 
older  drugs.  Extensive,  appropriately 
cross-referenced  indexes,  including 
therapeutic  indications,  also  will  be  in- 
cluded. 

The  tabulated  information  on  older 
drugs  will  list  names  of  the  individual 
drugs,  their  manufacturers;  routes  of 
administration  and  dosage;  and  give 
a specific  evaluative  statement  on  each 
product — a key  and  unique  feature  of 
the  forthcoming  publication. 

The  reference  book  is  designed  to 
provide  the  practicing  physician  with 
the  information  he  seeks  readily  and 
quickly.  Members  of  the  Council  on 
Drugs  and  outside  consultants  will  re- 
view each  chapter  to  assure  that  the 
information  is  accurate  and  current. 


"Vote  Yes  Nine 
Times  Radio  Show 

The  May  7th  broadcast  of  a fifteen 
minute  radio  show  was  another  in  a 
series  of  efforts  by  PMS  to  support 
Governor  Shafer  in  his  May  16th  Pri- 
mary Constitutional  referendum  ef- 
forts. 

The  following  statements  were  ex- 
cerpted from  the  radio  script: 

MR.  TABOR:  On  May  16.  the 

people  of  Pennsylvania  will  have  an 
opportunity  to  modernize  our  Penn- 
sylvania Constitution,  to  take  the  steps 
that  already  Vt>  of  the  states  of  the 
United  States  have  taken  in  the  last 
three  years,  to  take  the  steps  that  citi- 
zens of  New  York  elected  to  take  this 
year,  those  of  Rhode  Island,  New 
Jersey,  Maryland  and  many  others. 
The  voters  will  be  presented  nine  ques- 
tions on  a special  ballot.  Eight  of 
these  will  ask  for  approval  of  amend- 
ments which  have  already  passed 
through  the  legislature  in  two  con- 
tinuous years  here  in  Harrisburg.  And 
the  ninth  question  will  be:  “should  a 
convention,  a limited  convention,  be 
held?"  We  hope  and  we  urge  that  the 
citizens  will  vote  yes  nine  times  on 
these  issues.  The  questions  are  non- 
partisan or  by-partisan  because  not 
only  Governor  Leader  but  Governor 
Shafer,  Governor  Scranton  have  joined 
in  support,  both  political  parties  favor 
the  nine  yes  votes,  and  the  AFL-CIO 
is  in  joint  effort  with  the  State  Chamber 
of  Commerce  in  business  and  industry 
to  modernize  Pennsylvania.  That’s 
what  brings  this  group  of  distinguished 
doctors  together  to  present  their  views 
on  why,  from  the  point  of  view  of 
the  medical  profession,  modernization 
of  Pennsylvania’s  Constitution  through 
nine  yes  votes  is  vital. 

Dr.  Friedman,  you  were  just  speak- 
ing of  the  medical  examiner  and  why 
you  think  Constitutional  reform  and 
modernization  should  occur. 

DR.  FRIEDMAN:  Yes,  Sir.  We 
are  particularly  concerned  that  this 
limited  Constitutional  Convention  be 
approved  because  it  will  initiate  the 
changes  that  would  repeal  the  coroner 
as  a mandated  county  officer  and 
substitute  for  him  a qualified  medical 
examiner  througout  our  community. 
We  think  that  this  would  permit  us  to 
best  serve  our  people  with  a more 
efficient,  a more  constructive  system  in 
the  pursuit  of  problems  which  arise 
from  medical-legal  concerns. 

(Continued  next  page.) 
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Pennsylvania  physicians  and  the  Honorable  John  K.  Tabor,  Secretary  of  Internal 
Affairs,  Commonwealth  of  Pennsylvania,  discuss  the  Constitutional  Revision 
Referendum  on  the  Pennsylvania  Medical  Society’s  fifteen-minute  radio  show. 
The  participants  are  (from  left):  Matthew  Marshall,  Jr.,  M.D.,  President  of  the 
Allegheny  County  Medical  Society;  Thomas  W.  Georges,  Jr.,  M.D.,  Secretary 
of  Health,  Commonwealth  of  Pennsylvania;  John  H.  Harris,  Sr.,  M.D.,  Presi- 
dent-elect, Pennsylvania  Medical  Society;  Paul  Friedman,  M.D.,  Chairman, 
PMS  Council  on  Governmental  Relations,  and  moderator  Tabor.  The  radio 
show,  produced  through  the  cooperation  of  the  “Vote  Yes  Nine  Times”  cam- 
paign committee,  was  released  for  broadcast  on  May  7th  in  an  effort  to  com- 
municate to  the  public  the  reasons  for  physician  support  of  Constitutional 
Revision. 


MR.  TABOR:  And  I think  it's  im- 
portant to  know  that  you  would  have 
an  opportunity  in  a convention  to 
debate  and  advocate  this  system,  this 
particular  change.  And  if  you’re  able 
to  persuade  the  members  of  the  con- 
vention that  this  is  the  best  form  at  the 
local  government  level,  then  that  could 
be  part  of  the  program  introduced  into 
the  new  draft  of  the  Constitution. 

Mr.  Tabor  asks  the  following  ques- 
tion of  Dr.  Georges: 

Do  you  think  the  Constitutional 
reform  and  the  nine  questions  are 
things  which  should  be  approved.  Dr. 
Georges? 

DR.  GEORGES:  I certainly  do. 

And  as  a public  health  physician,  I 
am  primarily  concerned  with  Item  8-A, 
a bond  issue  for  conservation.  This 
involves  a $500  million  bond  issue 
which  would  be  useful  for  primary 
purposes.  One  hundred  million  dollars 
would  be  administered  through  the 
Health  Department  in  helping  local 
municipal  governments  to  establish 
sewage  systems.  This,  of  course, 
would  do  a great  deal  in  implementing 
our  clean-streams  program.  Secondly, 
we  have  in  Pennsylvania,  and  have  had 
for  years,  a major  problem  relating 
to  water  pollution  from  abandoned 
coal  mines.  Two  hundred  million  dol- 
lars of  this  money  would  be  used  to 
abate  the  abandoned  coal  mines  pollu- 
tion problem.  This  problem  can  be 
solved  in  no  other  way.  The  remaining 
$200  million  would  be  used  for  two 
purposes.  One  to  repair  the  scarring 
left  from  abandoned  strip  mining  and 
lastly  to  help  local  units  of  government 
improve  their  open-space  recreational 
programs.  Anyone  who’s  interested  in 
public  health,  environmental  health 
and  the  world  we  live  in  must  be  in- 
terested in  this  $500  million  bond  issue. 

1 he  following  is  a statement  and 
question  by  Dr.  Marshall  followed  by 
a response  by  Dr.  Georges. 

I understand  what  you  say,  Mr. 
Tabor,  but  there  are  certain  things 
that  bother  me.  For  example,  if  this 
bond  issue  is  passed  that  would  clean 
our  streams,  would  the  state  take  this 
over  completely,  Dr.  Georges,  or  would 
they  attempt  to  work  with  the  people 
of  Allegheny  County  and  our  sur- 
sounding  counties  in  Western  Penn- 
sylvania? 

DR.  GEORGES:  The  state  would 
not  take  it  over.  The  state  would  offer 
a grant  in  aid  program  to  the  local 
municipalities.  There  is  no  question 
of  force  or  coercion.  The  local  mu- 


nicipalities want  now  to  construct 
modern  sewage  plants.  They  recog- 
nize the  need  as  well  as  we.  In  fact, 
they  apply  to  us  for  help.  Help  in 
planning  the  plant,  help  in  construct- 
ing. Unfortunately,  the  help  that  we 
can  provide  now  in  construction  is 
almost  non-existent.  This  issue  would, 
for  the  first  time,  make  it  possible  for 
the  state  to  respond  to  the  requests 
that  we  are  receiving  now  from  mu- 
nicipal governments  in  aiding  them. 
The  matter  of  improving  the  open  lab. 
the  recreational  open  facilities  in  local 
municipalities.  The  towns  know  what 
they  need.  They  know  what  they  want. 
They  are  going  now  to  Secretary 
Goddard  of  Forest  and  Waters  asking 
for  help  but  the  help  that  we  can 
provide  is  indeed  minimal.  This  bond 
issue  will  make  some  help  available 
through  a grant  in  aid  program. 

The  following  is  a summary  state- 
ment by  Mr.  Tabor. 

Well,  we  obviously  have  many  areas 
here  that  directly  affect  people.  It 
affects  their  health,  it  affects  their  jobs 
and  I should  say  that  also  in  the  ju- 
diciary article  we  are  talking  about, 
the  purity  and  the  speed  and  the  ef- 
ficiency of  justice  itself,  all  of  these 
things  are  strong  reasons  why  our 
citizens  should  take  an  active  interest 


first  in  learning  about  this  and  second  j 
in  voting  yes  nine  times  on  May  16.  I 

State  Urologists 
Petition  for  Charter 

The  Urological  Association  of  Penn-  I 
sylvania,  headquartered  at  508  North 
Second  Street,  Harrisburg,  has  filed 
a petition  for  a nonprofit  charter.  The 
petition  has  been  taken  under  advise- 
ment by  the  Dauphin  County  Common  1 
Pleas  Court. 

The  Association's  purpose  is  "to 
ethically  promote  the  science  of  u- 
rology  in  the  best  interest  of  the  public 
and  the  medical  profession;  to  con-  j 
tinually  improve  the  professional  stan-  j 
dards  of  urology;  to  study  and  evalu-  ] 
ate  all  economic  aspects  of  this  spe-  | 
cialty;  to  promote  incorporation  be-  I 
tween  all  disciplines  interested  in  urol- 
ogy  and  to  advise  all  other  professional  I 
groups  concerning  urology." 

The  following  incorporators  have  I 
been  named;  William  A.  Barrett.  M.D., 
Pittsburgh;  G.  John  Gislason.  M.D.. 
Philadelphia;  Josiah  F.  Reed.  Jr.,  M.D., 
Harrisburg;  Robert  H.  B_adley.  Jr.,  I 
M.D.,  Philadelphia;  S.  Harris  John- 
son, III.  M.D..  Pittsburgh;  John  R. 
Liska,  M.D.,  Greensburg;  and  Mar- 
shall U.  Rumbaugh.  M.D..  Kingston. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet* 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg. 

3 15  mg.  a 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT 

3 SIDE 

9 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT 

a SIDE  i 

w 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter.  And 
with  each  failure,  the  task  looks  more  hopeless. 
Therefore,  it  is  often  just  as  important  to  lift  the 
mood  as  to  curb  the  appetite.  Desoxyn  Gradumet 
does  just  that.  It  gently  elevates  and  sustains  the 
mood.  And  no  other  product — amphetamine  or  non- 
amphetamine— is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each  in  its 
own  tablet  section,  combined  back  to  back  to  form 
a single  tablet.  One  section  contains  Desoxyn  to 
suppress  the  appetite  and  lift  the  mood;  the  other 
contains  Nembutal®  (pentobarbital)  to  soothe  the 
patient  and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage  ratio 
throughout  the  day. 


CONTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of  inter- 
connecting channels,  much  like  a sponge.  These 
channels — filled  with  a drug — end  at  the  outer  sur- 
face of  the  tablet.  When  fluid  comes  in  contact 
with  the  Gradumet,  the  drug  in  the  outer  ends  of 
the  channels  dissolves.  As  the  fluid  makes  its  way 
up  the  channels,  there  is  a continuous  release  of 
medication. 

Since  the  rate  of  release  is  rigidly  determined  by 
the  size  and  number  of  channels,  the  Gradumet  is 
able  to  provide  controlled-release  as  well  as  long- 
re/ease.  Patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day — 
from  a single  ora!  dose. 


THIS  IS  A RELEASE  YOU  CAN  COUNT  ON 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why  they 
are  overweight — and  what  they  can  do  about  it — 
Abbott  has  a booklet  called  "The  Secret  of  Con- 
trolling Your  Weight."  It  is  available  to  your  patients 
only  through  you. 

Here  is  a partial  list  of  the  topics  covered  : 

Why  you  are  overweight 

Rewards  of  weight  reducing 

Balanced  meals 

Helpful  hints 

Hunger  between  meals 

Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 

Each  topic  is  covered  on  one  page  in  simple  and 
easy-to-understand  language.  At  the  back  of  the 
booklet,  there  is  a list  of  160  foods  showing  their 
caloric  content. 


the 

secret 


of 

controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  overweight 
patient  follow  your  eating  instructions.  Space  is 
provided  for  breakfast,  lunch,  supper,  and  even 
snacks.  By  writing  everything  down  that's  eaten 
each  day,  the  patient  is  constantly  reminded  that 
she's  trying  to  change  her  eating  habits.  And  you 
are  furnished  with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of  160 
foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 
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Desoxyn  Gradumet  and  Desbutal 
Gradumet  are  so  reasonably  priced 
that  patients  in  many  cases  save 
enough  (compared  to  other  leading 
long-release  anoretics)  to  get  five 
weeks  of  medication  for  the  price 
of  four. 


FREE  SUPPLIES 


ihv 


There  are  four  weight  control  booklets,  each  with 
the  same  text,  but  with  a different  sample  in  the 
back  of  the  booklet  to  meet  your  individual  patient's 
needs.  You  have  your  choice  of  Desoxyn  Gradumet 
in  10  mg.  or  15  mg.  strengths  as  well  as  Desbutal 
1 0 Gradumet  and  Desbutal  1 5 Gradumet.  The  Food 
Diary  is  the  same  for  all  of  the  weight  control 
booklets. 

Your  Abbott  man  will  be  happy  to  supply  you  with 
booklets.  Just  ask  him. 

CONTRAIN  DICATIONS : Methamphetamine  (in 
Desoxyn  and  Desbutal)  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor.  Do  not 
use  pentobarbital  (in  Desbutal)  in  persons  hyper- 
sensitive to  barbiturates. 


PRECAUTIONS.  SIDE  EFFECTS:  Observe  cau- 
tion in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism,  old  age,  or  those  sensitive 
to  sympathomimetic  drugs.  Prolonged  usage  may 
lead  to  tolerance  or  psychic  dependence.  Careful 
supervision  is  necessary  to  avoid  chronic  intoxica- 
tion and  addiction. 

Amphetamine  side  effects  such  as  a headache,  ex- 
citement, agitation,  palpitation  or  cardiac  arrhythmia 
usually  may  be  controlled  by  reducing  the  dose. 
Paradoxically-induced  depression  is  an  indication 
to  withdraw  the  drug.  Pentobarbital  (in  Desbutal) 
may  cause  skin  rash.  Nervousness  or 
excessive  sedation  with  Desbutal  is 
usually  transient. 


Gradumet — Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 


New  Birth  Control 
Regimen 

A pill-a-day  birth  control  regimen 
designed  to  take  the  mathematics  out 
of  therapy  has  been  advanced  by  a 
Yale  research  physician. 

Philip  DiSaia,  M.D.,  instructor  in 
obstetrics  and  gynecology  at  the  Yale 
School  of  Medicine,  reported  that  a 
program  using  birth  control  pills  and 
placebos  had  afforded  total  fertility 
control  with  no  serious  side  effects. 

Dr.  DiSaia,  who  is  also  chief  resi- 
dent of  Ob-Gyn  at  the  Yale-New 
Haven  Hospital,  was  one  of  four 
specialists  in  reproductive  physiology 
who  spoke  at  a medical  seminar  on 
oral  contraceptives  at  the  Yale  Medical 
Center. 

Dr.  DiSaia  termed  his  presentation 
an  “interim  report  on  continuous  tab- 
let therapy.”  The  study  was  initiated 
with  172  out-patients  at  the  Yale-New 
Haven  Hospital.  They  ranged  in  ages 
from  fifteen  to  thirty-seven  and  had  an 
average  of  three  children.  Additional 
patients  have  been  added  to  the  pro- 
gram, but  data  from  these  new  patients 
has  not  been  tabulated  as  yet. 

Dr.  DiSaia  said  the  purpose  of  the 
study  was  to  evaluate  the  efficacy, 
patient  acceptance  and  convenience  of 
a “simplified  daily  program  of  oral 
contraceptive  therapy  in  contrast  to 
the  conventional  dosage  regimens.” 

All  birth  control  pills  commercially 
available  in  the  United  States  are  ef- 
fective only  when  taken  according  to  a 
prescribed  schedule  of  either  twenty 
or  twenty-one  days.  Missed  doses, 
miscalculations  or  confusion  about 
when  to  start  or  resume  therapy  can 
decrease  or  eliminate  the  effectiveness 
of  the  pill.  Dr.  DiSaia  commented 
that  such  errors  “are  common  to  wom- 
en of  all  walks  of  life,  no  matter 
how  well-motivated  they  may  be.” 

Patients  followed  a twenty-eight-day 
regimen  in  the  study.  Tablets  1-21 
were  white  and  each  contained  nore- 
thindrone  1 mg.  and  mestranol  .05 
mg.  Tablets  22-28  were  orange-colored 
placebos.  Patients  were  instructed  to 
take  one  tablet  every  day  continuously. 
The  tablets  were  provided  in  single- 
dose, strip  packaging. 

At  monthly  intrevals,  patients  were 
contacted  by  telephone  or  seen  per- 
sonally by  a physician. 

A total  of  696  cycles  were  com- 
pleted; no  pregnancies  were  reported. 
Sixteen  patients  were  officially  recorded 
as  discontinuing  the  program,  only 
three  because  of  side  effects.  Dr. 
DiSaia  said  side  effects  reported  or 


suspected  included  those  symptoms 
normally  experienced  with  oral  con- 
traceptives or  pregnacy. 

The  Yale  physician  concluded  that 
“patient  cooperation  and  acceptance 
of  this  new  concept  was  very  good.” 
He  added  that  the  program  was  “equal- 
ly well-accepted”  by  the  physicians  who 
reported  that  much  less  time  was  re- 
quired to  explain  the  dosage  schedule. 

Suicide  Prevention 
Seminar 

A suicide  prevention  seminar  is 
being  conducted  at  Philadelphia  Gen- 
eral Hospital  in  order  to  prepare  resi- 
dent physicians  in  psychiatric  training 
there  for  a role  in  the  City’s  new  sui- 
cide prevention  program,  it  was  an- 
nounced by  Alfred  C.  TaBoccetta, 
M.D.,  PGH  Medical  Director  and 
Assistant  Executive  Director. 

Harvey  L.  P.  Resnik,  M.D.,  Director 
of  Emergency  Psychiatric  Services  at 
PGH  and  an  authority  on  suicide  for 
The  American  Medical  Association, 
meets  with  twenty-six  resident  physi- 
cians each  week  for  the  three-month 
lecture  course  which  terminates  mid- 
June. 

The  suicide  prevention  seminar  at 
PGH  was  formed  to  discuss  the  many 
facets  of  suicidal  behavior  and  depres- 
sion as  they  relate  to  clinical  practice. 
It  is  a practical  method  of  dealing  with 
a variety  of  psychological  problems 
which  may  lead  a person  to  suicide. 
Residents  identify  as  well  as  discover 
causes  for  suicidal  behavior. 

In  his  lecture  course.  Dr.  Resnik  em- 
phasizes the  social,  moral,  legal  and  re- 
ligious attitudes  towards  suicidal  be- 
havior as  evolved  from  the  early  Greek, 
Judea-Christian,  and  English  Common 
Law  beliefs. 

“The  suicidal  individual  could  bene- 
fit greatly  by  availing  himself  of  the 
services  offered  by  the  psychiatrist  on 
a telephone  service,”  Dr.  Resnik  said. 

“When  contacted  by  phone,  the  doc- 
tor assumes  a listening  relationship, 
and  uses  his  voice  and  understanding 
as  his  most  important  tools,”  he  con- 
tinued. “The  causes  for  suicide  usu- 
ally spring  from  an  intropersonal  or 
an  intrapersonal  relationship,  such  as 
drug  addiction,  sexual  identification 
crisis,  alcoholism,  or  adolescent  prob- 
lems.” 

Last  month,  Philadelphia  desig- 
nated $80,000  to  be  expended  in  the 
development  of  a suicide  prevention 
program  by  the  Mental  Health  Divi- 
sion of  the  Department  of  Public 
Health.  This  program  will  include 


many  services.  One  of  these  will  be 
a call-in  telephone  service  which  will 
be  established  in  the  City,  and  will 
operate  on  a twenty-four  hour  basis, 
seven  days  a week,  and  will  be  manned 
by  properly  trained  professional  per- 
sonnel. 

More  than  80  percent  of  all  people 
who  commit  suicide  ask  for  help  in 
one  way  or  another  before  they  take 
their  own  lives.  In  1965,  suicide  was 
the  fourth  leading  cause  of  death  for 
fifteen  to  twenty-four  year  old  Phil- 
adelphians, and  the  fifth  leading  cause 
of  death  for  those  between  the  ages 
of  25  and  44. 

SAMA  Award  Goes  to 
Temple  Student 

A senior  at  Temple  University 
School  of  Medicine,  a resident  physi- 
cian serving  with  the  U.S.  Air  Force 
and  a resident  physician  at  the  Uni- 
versity of  Miami  have  won  the  top 
awards  in  the  ninth  annual  competi- 
tion for  the  SAMA-Eaton  Medical  Art 
Awards. 

First  prize  winner  of  the  1967 
SAMA-Eaton  award  in  medical  il- 
lustration is  David  C.  Leber,  senior 
medical  student  at  Temple  University, 
for  his  drawing  titled  “Osseous  Struc- 
ture of  the  Ear — With  Associated 
Nerves.” 

The  national  competition  provides 
cash  prizes  for  outstanding  medical 
photographs,  photomicrographs  and 
illustrations  submitted  by  medical  stu- 
dents, interns  and  residents.  Profes- 
sional medical  photographers  and  stu- 
dents in  medical  illustration  schools 
are  judged  and  awarded  prizes,  in  a 
separate  category. 

The  program  is  sponsored  by  the 
Student  American  Medical  Associa- 
tion, in  cooperation  with  Eaton  Lab- 
oratories, division  of  the  Norwich 
Pharmacal  Company.  Prizes  in  the 
medical  student-house  staff  category 
consist  of  $250,  $150  and  $50  for  1st, 
2nd  and  3rd,  plus  plaques  and  honor- 
able mention  certificates;  professionals 
are  awarded  $100,  $50  and  $25,  plus 
plaques  and  honorable  mention  cer- 
tificates. 

First  prize  in  medical  photography 
has  been  awarded  to  Arthur  T.  Skarin, 
M.D.,  a resident  at  the  3320  USAF 
Hospital  in  Amarillo,  Texas,  for  his 
photo  titled  “Sarcoidosis.” 

First  prize  in  photomicrography  has 
been  awarded  to  Charles  W.  Israel, 
M.D.,  a resident  at  the  Bascom  Palmer 
Eye  Institute  at  the  University  of  Mi- 
ami, for  his  entry  titled  “Treponema 
Pallidum  in  Human  Aqueous  Humor.” 
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City  of  Philadelphia 
Initiates  Unique  Geriatric 
and  Chronic  Disease  Care 

A unique  program  of  geriatric  and 
chronic  disease  care — the  first  of  its 
kind  in  the  Nation — is  currently  being 
developed  by  the  City  of  Philadelphia, 
it  was  announced  today  by  Mayor 
James  H.  J.  Tate  in  connection  with 
the  observance  of  Senior  Citizens’ 
Month  starting  May  1. 

“This  program,”  Mayor  Tate  said, 
“will  project  Philadelphia  into  the  fore- 
front of  the  nation's  attack  on  heart 
disease,  cancer,  stroke,  and  the  other 
chronic  diseases  which,  all  too  often, 
either  prematurely  cut  off  life  or  con- 
vert prolonged  life  into  prolonged 
misery.” 

According  to  Deputy  Health  Com- 
missioner Walter  J.  Lear,  M.D.,  chair- 
man of  the  special  task  force  guiding 
its  development,  this  broad-spectrum, 
city-wide  program  will  cover  patient 
service,  clinical  research,  and  profes- 
sional training.  Established  under  the 
direction  of  the  Department  of  Public 
Health,  it  will  incorporate,  expand, 
and  integrate  the  appropriate  resources 
of  Riverview  (Philadelphia’s  Home  for 
the  Aged),  Philadelphia  General  Hos- 
pital and  other  components  of  the 
Health  Department’s  Community 
Health  Services. 

"The  existing  and  potential  contribu- 
tions of  PGH  and  other  elements  of 
the  Health  Department  to  care  for  the 
aged  and  chronically  ill,  coupled  with 
the  City's  broad  concern  for  the  wel- 
fare of  its  citizens,  make  a logical  base 
for  a comprehensive  quality  program 
directed  toward  qualifying  Philadelphia 
as  a leading  national  center  in  the  fields 
of  geriatrics  and  chronic  disease,”  Dr. 
Lear  added. 

In  a letter  to  Max  Rosenn,  Secre- 
tary of  the  Pennsylvania  Department 
of  Public  Welfare,  Mayor  Tate  said 
“I  am  determined  to  provide  the  best 
possible  care  for  all  the  disadvantaged 
older  people  in  this  community  . . . 
1 will  not  rest  until  Philadelphia  pro- 
vides the  very  best  of  care  for  every 
Philadelphia  resident  who  must  be 
served  at  Riverview.  This  concern  for 
the  aged  is  not  restricted  to  those 
housed  at  Riverview,  however.  It  ex- 
tends to  all  those  elderly  and  chronical- 
ly ill  Philadelphians  who  demonstrate 
a need.” 

The  first  major  steps  for  accomplish- 
ing these  objectives  already  have  been 
undertaken.  Civil  Service  Commission 
approval  has  been  obtained  for  a medi- 


cal director  for  the  new  geriatrics  and 
chronic  disease  program,  as  well  as 
for  a medical  director  for  Riverview. 
Approval  will  be  sought  shortly  for 
the  remaining  members  of  high-caliber 
professional  medical  leadership  team 
in  this  field. 

Guidelines  for  the  new  program  are 
currently  being  drawn  up  by  the  mem- 
bers of  Dr.  Lear's  task  force,  which  in- 
cludes Manuel  Kaufman,  Deputy  Wel- 
fare Commissioner,  Raymond  J.  Grol- 
ler.  Superintendent  of  Riverview,  Al- 
fred C.  LaBoccetta,  M.D.,  Medical 
Director  of  PGH,  and  Ernest  E.  Zeger, 
Administrative  Services  Director  of 
PGH.  Pascal  F.  Lucchesi,  M.D.. 
Executive  Vice-President  and  Medical 
Director  of  the  Albert  Einstein  Medical 
Center,  is  serving  as  consultant  to  the 
task  force. 

The  foundations  already  laid  down 
by  this  task  force  pay  special  attention 
to  respecting  the  dignity  of  the  indi- 
viduals served  and  preserving  wherever 
possible  their  viable  relationships  with 
family,  friends  and  community  life. 

To  this  end,  Philadelphia's  geri- 
atrics program  will  be  coordinated  with 
community  social,  recreational,  and 
educational  services,  and  with  com- 
munity housing  projects  for  the  aged. 
Such  community  orientation  will  be  a 
leading  principle  in  the  program's  de- 
velopment, with  several  significant 
dimensions,  such  as  the  use  of  non- 
municipal medical  institutions  and 
agencies  to  provide  for  patient  service 
as  appropriate,  and  the  active  solicita- 
tion of  program  guidance  and  quality 
care  support  from  the  city's  academic 
medical  centers  and  professional 
groups. 

Reviewing  the  background  leading 
to  the  City's  decision  to  move  in  this 
direction.  Welfare  Commissioner  Ran- 
dolph E.  Wise  noted  that  in  Phila- 
delphia, as  throughout  the  nation,  a 
dramatic  change  has  occurred  in  the 
resident  population  of  public  and  non- 
profit institutions  originally  conceived 
of  as  substitute  homes  for  the  needy, 
primarily  the  needy  aged. 

“Aged  persons  who  are  physically 
strong  and  mentally  competent  no 
longer  seek  admission  to  residential- 
type  institutions,”  he  said.  “Today's 
applicants  are  not  only  aged  and  needy, 
but  with  few  exceptions,  they  are  also 
burdened  with  serious  health  problems. 
They  require  more  than  a substitute 
home — they  need  medical  care,  not  of 
the  kind  provided  by  general  hospitals, 
but  nevertheless  in  considerable 
amounts  and  utilizing  a variety  of 
skills.” 


Hahnemann  Opens  Day 
Hospital  for  Mentally  III 

A Day  Hospital  for  the  care  of 
mentally  ill  patients  opened  recently 
at  the  Hahnemann  Medical  College 
and  Hospital  of  Philadelphia.  Under 
the  aegis  of  the  department  of  psychi- 
atry, this  new  service  is  a major  step 
in  Hahnemann's  broad-based  com- 
munity mental  health  program.  The 
Day  Hospital  is  situated  on  the  11th 
floor  of  the  Hotel  Philadelphia,  Broad 
above  Vine  Streets,  and  will  share  the 
space  with  Hahnemann's  psychiatric 
out-patient  service,  which  will  move 
there  in  the  near  future. 

The  Day  Hospital  will  be  an  inten- 
sive treatment  hospital  for  acutely  ill 
psychiatric  patients.  The  aim  of  the 
Day  Hospital  is  to  treat  acute  mental 
illness  without  resorting  to  twenty-four 
hour  hospitalization. 

In  explaining  the  program,  Morris 
J.  Goldman,  M.D.,  director  of  the 
Day  Hospital  and  of  psychiatric  in- 
patient services  and  clinical  assistant 
professor  of  psychiatry  stressed  that 
“the  Day  Hospital  is  not  to  be  con- 
ceived of  as  only  a post-hospital  center 
to  promote  socialization.  It  is  an  at- 
tempt to  maintain  the  mentally  ill  pa- 
tient in  his  home  and  family  setting  to 
prevent  the  isolation  which  accompa- 
nies hospitalization.  It  is  also  antici- 
pated that  we  will  be  better  able  to 
enlist  the  patient’s  cooperation  in  his 
own  treatment  in  this  kind  of  setting. 
The  emphasis  in  the  Day  Hospital  will 
be  on  constant  strengthening  of  the 
healthy  parts  of  the  personality  by 
progressively  placing  the  patient  in 
situations  requiring  more  and  more  in- 
dependence.” 

Van  Buren  O.  Hammett.  M.D..  pro- 
fessor and  chairman,  department  of 
psychiatry,  explained  that  "in  addition 
to  meeting  the  patient  care  needs  of  an 
urban  mental  health  center,  the  Day 
Hospital  will  become  an  integral  part 
of  the  teaching  program  at  Hahne- 
mann. Interns,  residents  and  medical 
students  will  receive  training  in  the 
Day  Hospital.  Special  programs  will 
be  developed  to  train  graduate  and 
student  nurses,  art  therapists  and  psy- 
chiatric technicians  for  a variety  of 
ancillary  roles  in  the  care  of  the 
mentally  ill. 

Emphasis  is  placed  upon  intensive 
understanding  of  the  individual  in  the 
setting  of  his  family  and  community 
through  individual  therapy  by  psychi- 
atrists. nurses  and  ancillary  therapists. 
There  is  also  group,  couple  and  family 
therapy. 
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Sixteenth  Annual  Health  Conference 
Dates  Set 

The  Sixteenth  Annual  Health  Conference  will  be 
held  this  year  from  August  13  through  17,  at  the 
Conference  Center,  Pennsylvania  State  University. 
The  theme  of  this  year’s  conference  is  “Investment 
in  Life — Health,  Environment,  and  Recreation.” 

The  Pennsylvania  Medical  Society  is  one  of  the 
seven  co-sponsors  of  the  conference.  Presentations 
at  the  conference  will  discuss  many  types  of  public 
health  problems  and  programs,  including  rehabilita- 
tion, medicare,  health  manpower  and  preventive 
medicine. 

The  American  Academy  of  General  Practice  will 
allow  18  hours  of  credit  to  physicians  who  attend  the 
Annual  Health  Conference. 

Requests  for  the  preliminary  program  or  other 
information  about  the  conference  may  be  sent  to  the 
Division  of  Public  Health  Education,  Pennsylvania 
Department  of  Health,  P.  O.  Box  90,  Harrisburg. 
Pennsylvania  17120. 


Harrisburg  Hospital  Receives 
Research  Grant 

A grant  totaling  $30,147  has  been  given  Harrisburg  Hos- 
pital by  the  State  Department  of  Health  to  help  finance 
five  research  projects,  Walter  S.  Shakespeare,  hospital  ad- 
ministrator, announced. 

Various  doctors  or  teams  of  doctors  will  work  on  the 
projects  which  will  delve  into  such  areas  as  nuclear  medicine, 
cardio-vascular  diseases  and  the  use  of  new  equipment  or 
techniques  in  diagnosis. 

Purposes  of  the  five  projects  are  to  determine: 

• The  possible  uses,  if  any,  of  the  newly-developed 
Vectro-cardiogram  in  diagnosis  of  cardio-vascular  diseases 
conducted  by  C.  W.  Smith,  M.D.,  chairman  of  the  Medical 
Department. 

• The  contributions  of  the  Intensive  Coronary  Care  Unit 
to  patient  care  conducted  by  Kenneth  Quickel,  M.D.,  head 
of  the  Cardiovascular  Disease  Section. 

• A method  to  predict  when  victims  of  such  lung 
diseases  as  anthrasilicosis  (miner's  asthma)  and  emphysema 
will  approach  cardiac  failure  as  a result  of  their  affliction. 
Conducting  the  study  will  be  G.  W.  Yarnall,  M.D.,  W.  A. 
Sullivan,  M.D..  of  the  Pulmonary  Disease  Section  and 
George  L.  Jackson,  M.D.,  of  Nuclear  Medicine. 

• If  the  new  "lung  scan”  process  will  enable  doctors  to 
predict  the  possibility  of  heart  failure  in  a patient  showing 
lung  clots.  William  Pease,  M.D.  and  George  Jackson,  M.D. 
will  head  the  study. 

• Coronary  blood  flow  through  use  of  the  radioisotope 
Technetium  conducted  by  Herbert  Gaither,  M.D.,  and 
George  Jackson,  M.D. 
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Hershey  Medical  Center  Library 
Gets  New  Computer  System 


"SCAT”  is  a popular  word  at  the 
library  of  the  new  Milton  S.  Hershey 
Medical  Center  of  The  Pennsylvania 
State  University  these  days.  It  is  not 
to  scare  away  patrons,  either. 

SCAT  is  the  acronym  for  a new 
computer  system  that  will  serve  library 
patrons  at  the  Medical  Center  by 
eliminating  their  making  unnecessary 
trips  or  phone  calls.  While  saving 
time  for  users,  it  also  provides  greater 


efficiency  of  time  and  space  for  library 
staffs  and  could  eventually  revolution- 
ize several  traditional  library  systems. 

SCAT  stands  for  Serials  CATalog, 
a book  produced  by  the  system  that 
lists  all  the  library’s  journal  and  peri- 
odical holdings  and  other  pertinent 
information  such  as  place  and  fre- 
quency of  publication,  date  of  first 
volume,  supplements  and  even  ex- 
planatory notes  about  unusual  listings. 

All  major  library  users  at  the  Medi- 
cal Center  will  have  a personal  copy 
of  this  reference  book  that  will  elim- 
inate many  of  their  trips  and  calls  to 
the  library.  For  example,  the  profes- 
sor of  anatomy  may  want  the  January 
1923  issue  of  the  Journal  of  Anatomy. 
instead  of  contacting  the  library  to 
find  out  if  it  has  the  issue  the  professor 


simply  checks  the  listings  in  the  book 
he  keeps  at  his  desk.  If  the  issue  is 
available,  he  picks  it  up  or  sends  for 
it.  If  it  is  not  available  he  knows  he 
must  make  other  arrangements. 

Begun  in  temporary  quarters  in  the 
Hershey  Community  Building  in  1965, 
the  library  already  has  more  than 
30,000  volumes;  27,000  of  these  are 
serial  volumes  containing  back  issues 
of  most  major  basic  science  journals 


dating  to  their  very  first  publication. 
Bibliographic  information  about  the 
library's  entire  holdings  is  now  stored 
in  a random  access  disc  storage  unit 
of  the  computer  at  Penn  State’s  main 
campus.  Once  the  system  was  installed, 
five  months  of  full  working  days  were 
required  to  transmit  that  accumulated 
information. 

The  system  was  developed  by  a 
team  effort  of  staff  members  at  the 
library  and  the  computation  center; 
at  Hershey,  Fred  D.  Bryant,  librarian, 
and  Thomas  J.  Johnson,  manager  of 
library  machine  operations  and  data 
processing;  at  University  Park,  Dr. 
Donald  T.  Laird,  director  of  the  Com- 
putation Center,  and  Mrs.  Barbara 
Kautz,  research  associate  and  program- 
mer. The  project  is  partially  funded 


by  a grant  received  from  the  National 
Library  of  Medicine. 

At  Hershey,  the  operator,  Charles 
Tesno,  enters  information  at  the  key- 
board of  an  IBM  1050  data  communi- 
cations system,  a device  much  like  a 
teletype  machine.  The  information  is 
sent  directly  to  an  IBM  1410  computer 
system  operating  in  a time  sharing 
mode,  which  means  that  the  University 
Park  computer  is  accepting  data  from 
three  other  input  terminals  at  the  same 
time,  Johnson  explained. 

The  Hershey  operator  first  connects 
with  the  computer  by  telephone;  the 
computer  acknowledges  the  request 
and  begins  accepting  the  information. 
The  computer  is  programmed  to  accept 
the  required  bibliographic  and  holdings 
information  for  the  serials  catalog. 
When  the  title  of  each  publication  is 
originally  entered,  it  is  assigned  a 
unique  number  by  the  computer;  the 
operator  then  refers  to  the  publication 
by  its  number  instead  of  typing  the 
title  each  time.  When  holdings  are 
entered,  the  computer  informs  the 
operator  of  any  duplicates  or  improper 
entries  and  edits  the  holdings  into  the 
form  easily  readable  by  the  catalog 
user.  When  the  operator  completes 
his  entries  each  day,  the  computer 
types  out  a list  of  volumes  that  have 
been  closed  that  day  and  which  should 
be  sent  to  the  bindery. 

The  first  catalog  has  been  produced 
on  a pilot  basis  and  mass  production 
and  distribution  are  scheduled  for  this 
fall,  when  the  school  opens  to  its  first 
students.  It  will  be  completely  updated 
and  redistributed  each  six  months. 
The  first  copy  of  each  edition  is  printed 
by  the  computer  in  page  form,  which 
then  will  be  reproduced  by  the  offset 
printing  technique. 

Although  these  catalogs  have  been 
produced  by  several  other  libraries, 
Johnson  listed  several  unique  features 
of  this  project:  information  is  trans- 
mitted directly  into  computer  storage, 
thus  eliminating  the  traditional  key- 
punching operation  and  permitting  im- 
mediate notification  of  duplications  and 
erroneous  entries;  the  103-mile  dis- 
tance between  the  remote  input/ output 
unit  in  the  computer  is  unusual;  the 
computer  prints  out  both  upper  and 
lower  case  letters,  others  use  just  upper 
case;  it  produces  six  different  kinds  of 
listings,  including  the  complete  cata- 
log. all  titles  in  numerical  order,  all 
titles  alphabetically,  currently  received 
titles  by  alphabet,  any  single  page  of 
the  last  catalog  printed  that  will  reflect 
any  changes  since  then  and  all  pages 
which  have  been  changed  since  the 
last  catalog  was  printed. 


Ihomas  J.  Johnson  (left),  manager  of  library  machine  operations,  checks 
periodicals  catalog  as  C harles  Tesno,  IBM  operator,  enters  new  information  for 
the  catalog  at  the  keyboard  of  an  IBM  1050  data  communications  system. 
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Postgraduate 
Courses 

ALLENTOWN 

Congenital  Malformations;  at  Al- 
lentown Hospital,  June  8,  1967,  10 
a.m.  to  1:00  p.m.;  3 hours  AAGP. 
Contact  John  Killough,  M.D.,  Jeffer- 
son Medical  College,  1025  Walnut  St., 
Philadelphia. 

Congenital  Malformations;  Allen- 
town Hospital,  sponsored  by  Jefferson 
Medical  College  and  the  Pennsylvania 
State  University,  June  8,  1967,  10 
a.m.  to  1 p.m.  Contact  Newton  O. 
Cattell,  University  Park.  AAGP  3 
hours. 

PHILADELPHIA 

Second  Annual  Course  in  Ocular 
Cryosurgery;  Wills  Eye  Hospital,  June 
10,  1967.  Fee  $50.00.  Contact  Di- 
rector of  Medical  Education,  Wills 
Eye  Hospital,  1601  Spring  Garden 
Street.  Philadelphia  19130. 

Clinical  Electroencephalography; 

sponsored  by  the  American  EEG  So- 
ciety, held  in  Philadelphia  June  5-7, 
1967.  Contact  Donald  W.  Klass, 
M.D.,  EEG  Course  Director,  Mayo 
Clinic,  Rochester,  Minnesota. 

Microsurgery  of  the  Temporal  Bone, 

Temple  University  School  of  Medi- 
cine, first  week  of  each  month.  Con- 
tact B.  J.  Ronis,  M.D.,  Temple. 

Courses  in  Bronchoesophagology; 
Temple  University  School  of  Medi- 
cine; September  18-29,  1967,  Feb- 


ruary 5-16,  1968;  fee,  $35.  Contact 
Charles  M.  Norris,  M.D.,  Temple  Uni- 
versity Hospital,  Health  Sciences  Cen- 
ter, Philadelphia  19140. 

Symposium  on  Sports  Medicine; 

Montgomery  County  Chapter  AAGP 
and  Germantown  Academy,  at  Fort 
Washington,  August  10,  1967,  9:15 
a.m.  to  8:30  p.m.,  August  11,  1967, 
9:00  a.m.  to  4:00  p.m.  Contact 
Franklin  C.  Kelton.  M.D.,  500  Willow 
Avenue,  Ambler  19002.  AAGP  9 Vi 
hours. 

PITTSBURGH 

Surgical  Anatomy  and  the  Tech- 
niques of  the  Temporal  Bone;  Univer- 
sity of  Pittsburgh  School  of  Medicine 
and  Eye  and  Ear  Hospital,  June  4-10, 
September  10-17,  November  12-18, 
1967;  fee  $500.  Contact  Ralph  J. 
Caparosa,  M.D.,  Suite  403,  3600 
Forbes  Avenue,  Pittsburgh  15213. 

Management  of  Retinal  Detach- 
ment; University  of  Pittsburgh  School 
of  Medicine  and  Eye  and  Ear  Hos- 
pital. July  31 -August  4,  1967;  tuition 
$250.  Contact  W.  G.  Everett,  M.D., 
c/ o The  Eye  Bank,  Eye  and  Ear  Hos- 
pital, 230  Lothrop  Street,  Pittsburgh 
15213. 

POTTSVILLE 

Surgical  Treatment  of  Coronary  In- 
sufficiency; at  Pottsville  Hospital;  June 
8,  1967;  11:30  a.m.  to  2:00  p.m.;  2 
hours  AAGP.  Contact  John  Killough, 
Jefferson  Medical  College,  1025  Wal- 
nut Street,  Philadelphia. 


OUT  OF  STATE 

11th  Congress  Cruise:  Blood  Flow 
and  Blood  Clotting  Disturbances. 

Route:  Kiel-Leningrad  ( Moscow  )- 

Aaland  - Stockholm  - Copenhagen  - Oslo- 
Leigh  (Edinburgh  ) -Amsterdam,  June 
3-17,  1967.  Contact  the  Vienna  Acad- 
emy of  Medicine,  Stadiongasse  6-8, 
A-1010,  Vienna,  Austria. 

Fifth  International  Congress  of 
Chemotherapy;  Vienna  Academy  of 
Medicine,  June  26-July  1,  1967.  Con- 
tact Vienna  Academy  of  Medicine, 
Stadiongasse  6-8,  A-1010,  Vienna, 
Austria. 

European  Cancer  Meeting;  Vienna 
Academy  of  Medicine,  July  3-5,  1967. 
Contact  Vienna  Academy  of  Medi- 
cine, Stadiongasse  6-8,  A-1010.  Vien- 
na, Austria. 

Tenth  Series  of  Postgraduate  Courses 
for  Specialists  in  Ophthalmology;  In- 
stitute of  Ophthalmology  of  the  Amer- 
icas, New  York  Eye  and  Ear  Infirmary, 
September  6-November  30,  1967.  Con- 
tact Jane  Stark,  Registrar,  Institute  of 
Ophthalmology  of  the  Americas,  New 
York  Eye  and  Ear  Infirmary,  218  Sec- 
ond Avenue,  New  York,  New  York, 
1003. 


. About  This  Section:  To  be  publicized, 

courses  must  be  one-half  day  (three  hours) 
or  more  in  length,  designed  for  licensed  doctors 
of  medicine,  and  of  interest  to  physicians  in  an 
area  of  several  counties  or  more.  Information 
must  be  received  by  the  first  day  of  each  month, 
to  appear  the  following  month.  Each  item  will 
appear  no  more  than  four  times.  Address: 
Commission  on  Medical  Education,  Taylor  By- 
pass and  Erford  Road,  Lemoyne  17043. 


Meetings 

JUNE 

Ninth  Annual  Meeting  of  the  Ameri- 
can Association  for  the  Study  of 
Headache,  June  17,  1967,  Colony 
Resort,  Atlantic  City,  New  Jer- 
sey. 

66th  Annual  Meeting  of  the  Medical 
Library  Association,  Americana, 


Miami,  Florida,  June  11-16, 
1967. 

Annual  Meeting,  American  Rheuma- 
tism Association,  New  York 
Hilton,  New  York,  June  15-16, 
1967. 

Annual  Convention,  AM  A,  June  18- 
22,  1967,  Atlantic  City,  New  Jer- 
sey. 

Annual  Meeting,  American  College  of 
Chest  Physicians,  June  23-27,  Chi- 
cago, Illinois. 


Ninth  Annual  Pre-Convention  Session 
on  School  Health  (AMA),  June 
18,  1967,  Chalfonte-Haddon  Hall, 
Atlantic  City,  New  Jersey. 

AUGUST 

19th  National  Meeting  of  the  Ameri- 
can Association  of  Clinical  Chem- 
ists, August  21-25,  1967,  Marriott 
Motor  Hotel,  Philadelphia. 

American  Dietetic  Association  Golden 
Anniversary  Meeting,  August  14- 
18,  1967,  Chicago,  Illinois. 
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AAGP  Receives  Mental  Health  Grant 


A federal  grant  for  $133,800  has  been  awarded  to  the 
American  Academy  of  General  Practice,  national  associa- 
tion of  family  doctors,  by  the  National  Institute  of  Mental 
Health.  The  grant,  to  be  supplied  at  the  rate  of  $44,600 
a year  over  a three  year  period,  is  designed  to  assist  the 
Academy  in  establishing  postgraduate  psychiatric  education 
programs  for  family  doctors. 

The  grant  will  be  administered  by  the  Academy’s  Com- 
mittee on  Mental  Health  headed  by  James  L.  Grobe,  M.D., 
Phoenix,  Ariz. 

The  postgraduate  education  program  was  designed  by 
the  Committee  to  further  the  education  of  family  doctors 
in  the  basic  techniques  of  psychiatry  (diagnosis  and  ther- 
apy) and  to  establish  better  communications  between  prac- 
ticing psychiatrists  and  family  doctors,  according  to 
Carroll  L.  Witten,  M.D.,  president  of  the  30  thousand- 
member  family  doctor  organization. 

“There  is  urgent  need  that  the  nation’s  family  doctors 
be  well  equipped  to  recognize  and  treat  emotional  as  well 
as  physical  problems,”  Dr.  Witten  stated.  He  cited  the 
fact  that  approximately  80  to  90  percent  of  patients  with 
emotional  problems  are  seen  first  by  a non-psychiatrist. 
“The  family  doctor,  usually  the  first  professional  involved 
in  cases  of  emotional  disturbance,  is  uniquely  situated  to 
treat  non-serious  cases  and  to  recognize  the  patient  who 
needs  specialty  attention,”  he  said. 

The  new  Academy  program  also  calls  for  continuation  of 
a series  of  regional  mental  health  workshops,  attended  by 
family  doctors  and  psychiatrists  from  a several-state  area. 
The  workshops  were  established  to  teach  psychiatric  pro- 
cedures and  to  stimulate  participating  physicians  to  establish 
postgraduate  education  programs  in  psychiatry  in  their 
home  states.  The  workshop  program  is  sponsored  jointly 
by  the  Academy  and  the  American  Psychiatric  Association. 
It  was  established  four  years  ago  under  a similar  NIMH 
grant. 

The  Academy’s  philosophy  of  continuing  education  has 
been  integrated  into  "The  Core  Content  of  Family  Medi- 
cine,” a blue-print  prepared  by  the  Academy  to  describe 
the  practice  of  the  proposed  new  specialist  in  family 
medicine.  The  Academy  is  spearheading  the  drive  to 
establish  a certifying  board  in  family  practice,  which 
would  make  it  the  twentieth  primary  medical  specialty. 
A preliminary  application  for  establishment  of  a certifying 
board  has  been  approved  by  the  Liaison  Committee  of 
the  Advisory  Board  for  Medical  Specialties. 

Under  the  “Core  Content”  blue-print,  the  resident  physi- 
cian studying  for  the  new  specialty  of  family  medicine 
would  be  required  to  take  a heavy  concentration  of  courses 
in  the  behavioral  sciences,  including  psychiatry,  psychology, 
sociology,  economics,  ethics  and  comparative  religion.  He 
would  have  extensive  work  covering  such  areas  as  the 
doctor-patient  relationship,  family  counseling,  child  psy- 
chiatry, sex  education,  clinical  psychology,  psychosomatic 
medicine,  the  geriatric  and  the  influence  of  environment  on 
mental  problems. 


removes  the  mental  blur 


that  clouds  vision 


S01F0T0N 

® 

Each  tablet  or  capsule  contains 

PHENOBARBITAL 16  mg. 

(Warning:  may  be  habit  formins;) 
BENSULFOID  ® (Sec  P D R)  65  mg. 

Precaution:  same  as  16  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

AVAILABLE  

Solfoton  (yellow,  uncoated  tablets  UP") 

100s,  500s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/C  (sugar-coated  beige  tablets ) 

100s,  500s,  4000s 


WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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M.D.’s  in 
The  News 

Franklin  C.  Brush,  M.D.,  Phoenix- 
vi lie,  was  honored  recently  for  his  fifty 
years  of  service  as  a physician. 

Vincent  D.  Stravino,  M.D.,  Allen- 
town, has  received  a federal  grant  to 
study  physical  medicine  and  rehabilita- 
tion at  Minnesota  University  School  of 
Medicine.  He  will  study  with  Fred- 
erick kottke,  M.D.,  a leading  authority 
in  physical  medicine. 

Donald  P.  Kopenhaver,  M.D.,  Allen- 
town, has  successfully  completed  his 
board  exams  in  obstetrics  and  gyne- 
cology. He  is  on  the  staff  of  Sacred 
Heart  Hospital,  Allentown. 

Raymond  J.  Lantos,  M.D.,  Johns- 
town, has  been  elected  to  membership 
in  the  American  College  of  Cardiology. 
He  is  chairman  of  the  department  of 
medicine  and  a member  of  the  execu- 
tive committee  of  the  medical  staff 
at  Memorial  Hospital. 


David  R.  Offord,  M.D.,  currently 
assistant  professor  of  psychiatry  at  the 
University  of  Florida  College  of  Medi- 
cine, has  been  appointed  associate  pro- 
fessor of  behavioral  science  at  the 
Pennsylvania  State  University  College 
of  Medicine  at  the  Milton  S.  Hershey 
Medical  Center. 

Edward  Tarabulcy,  M.D.  has  recent- 
ly joined  the  medical  staff  of  The 
Geisinger  Medical 
Center,  Danville. 
Geisinger,  Dr. 
Tarabulcy  was 
an  attending  urol- 
ogist at  George- 
town University 
Medical  Center, 
where  he  was  also 
an  instructor  in 
I)R.  TARABULCY  Urology. 

William  D.  Chamhlin,  Jr.,  M.D., 

has  been  named  director  of  obstetrics 
and  gynecology  at  Presbyterian-Uni- 
versity  of  Pennsylvania  Medical  Center 
in  Philadelphia. 


Melchisedec  C.  Ibanez,  M.D.,  chief 
surgeon  at  the  Kane  Community  Hos- 
pital, has  been  certified  as  a diplomate 
by  the  American  Board  of  Surgery. 


Harry  Cantor,  M.D.,  Philadelphia, 
has  been  named  full-time  emergency 


■ 

■# 


DR.  CANTOR 


unit  physician  at 
the  Einstein  Med- 
ical Center.  Dr. 
Cantor  has  been 
on  the  staff  of  the 
Medical  Center 
and  its  predeces- 
sor hospitals  since 
1942.  He  current- 
ly holds  the  posi- 
tion of  associate 
in  the  department 
of  surgery. 


William  P.  Camp,  M.D.,  former 
Commissioner  of  Mental  Health  for 
the  Commonwealth  of  Pennsylvania, 
has  been  named  the  recipient  of  the 
1967  Annual  Mental  Health  Award  to 
be  presented  by  Pennsylvania  Mental 
Health,  Inc.,  the  statewide.  United 
Fund  supported  citizens’  organization. 


Anthony  T,  LeDonne,  M.D.,  chief 
resident  in  obstetrics  and  gynecology 
at  Fitzgerald  Mercy  Hospital,  Darby, 
has  been  awarded  the  Resident’s  Prize 
by  the  Obstetrical  Society  of  Philadel- 
phia. The  award  was  presented  for  Dr. 
LeDonne’s  research  paper  on  The  Ef- 
fects of  an  Oxytocic  on  Umbilical  Cord 
Venous  Pressure. 


Charles  F.  Taylor,  M.I).,  chairman 
of  York  Hospital's  psychiatry  depart- 
ment, was  elected  president  of  the 
Pennsylvania  Psychiatry  Society  at  its 
annual  meeting.  The  organization  rep- 
resents about  six  hundred  psychiatrists. 
He  is  a diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology 
and  a fellow  of  the  American  Psychi- 
atric Association. 

Paul  Gross,  M.D.,  Pittsburgh,  was 
accorded  the  Adolph  G.  Kammer 
Merit  in  Authorship  Award  by  the 
Industrial  Medical  Association,  for  his 
paper  Alveolar  Clearance:  Its  Rela- 
tion to  Lesions  of  the  Respiratory 
Bronchiole. 

Morton  I).  Pareira,  M.D.,  surgeon- 
in-chief  at  The  Jewish  Hospital  of  St. 

Louis  and  profes- 
sor of  surgery  at 
the  Washington 
University  School 
of  Medicine,  has 
been  named  full- 
time chairman  of 
the  division  of 
surgery  at  Phila- 
delphia’s Albert 
Einstein  Medical 
Center  and  pro- 
fessor of  surgery 
at  the  Temple  University  School  of 
Medicine,  with  which  the  Medical 
Center  is  affiliated. 


Howard  Balin,  M.D.,  assistant  pro- 
fessor of  obstetrics  and  gynecology  at 
the  University  of  Pennsylvania  School 
of  Medicine  and  chief  of  gynecic  re- 
search at  Pennsylvania  Hospital,  has 
been  appointed  medical  consultant  by 
WCAU-CBS,  Philadelphia.  Dr.  Balin. 
in  conjunction  with  an  advisory  panel 
of  physicians  from  different  special- 
ties, is  preparing  a group  of  color 
video  tapes  which  will  be  shown  on 
open  circuit  television  in  September. 


James  W.  West,  M.D.,  instructor 
in  pharmacology  at  the  University  of 
Pennsylvania  School  of  Medicine,  has 
received  one  of  the  eleven  Lederle 
Medical  Faculty  Awards  made  this 
year  in  the  United  States.  He  will  re- 
ceive $20,000  in  research  funds  over 
a two-year  period. 


Seymour  Herschberg,  M.D.  has  been 
named  a clinical  research  fellow  in 
the  Clinical  Re- 
search Division  of 
the  Institute  for 
Cancer  Research. 
Philadelphia.  He 
will  be  working 
for  one  year  in  the 
Clinical  Research 
Division  where  he 
will  participate  in 
its  research  proj- 
ects, assist  in  pa- 

DR.  HF.RSCHBERG  . ’ , * 

tient  care  and  also 

initiate  his  own  research  project.  His 

main  interest  is  in  medical  genetics. 


John  V.  Templeton,  III,  M.D.  has 

been  appointed  the  Samuel  D.  Gross 


I)R.  TEMPLETON 
tiring. 


Professor  of  Sur- 
gery, head  of  the 
department  at 
Jefferson  Medical 
College  and  at- 
tending surgeon 
in  chief  at  Jeffer- 
son Hospital.  Dr. 
Templeton  will 
succeed  John 
H.  Gibbon.  Jr., 
M.D..  who  is  re- 


Two  Philadelphia  medical  college 
faculty  members  are  among  the  twenty- 
five  medical  scientists  in  the  nation 
appointed  Markle  Scholars  in  academic 
medicine  by  the  John  and  Mary  R. 
Markle  Foundation.  They  are  Lee  W. 
Henderson,  M.I).,  associate  in  medi- 
cine at  the  University  of  Pennsylvania 
School  of  Medicine  and  Lawrence  C. 
McHenry,  Jr.,  M.D.,  assistant  profes- 
sor of  neurology  at  the  Jefferson  Med- 
ical College  Division  of  the  Philadel- 
phia General  Hospital. 
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PENNSYLVANIA  MEDICINE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

rOlfirfXHi  6 SASiTRAGii’H 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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why  wonder  about  a drug 

when  you  know 


0ECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

produces  1-2  “extra”days’  activity 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.i.d. 

1-2  “extra”  days’  activity 

after  the  last  dose  to  protect  against  relapse 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


For  he’s  a jolly  good  fellow 


But  what  does  he  think? 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  os  vomiting,  ataxia,  tremors,  muscle 
twitching  ond,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
o fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company, 
Pearl  River,  New  York 
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AMA  Archive-Library 


A young  intern,  hoping  to  practice 
medicine  in  East  Africa  after  receiv- 
ing his  license,  wants  to  correspond 
with  medical  people  already  practic- 
ing there  and  needs  names  and  ad- 
dresses. He  writes  to  the  American 
Medical  Association  Archive-Library 
for  assistance. 

A doctor,  well  established  in  a prac- 
tice he  has  maintained  for  twenty 
years,  finally  gets  the  opportunity  to 
take  his  wife  on  their  dream  tour  of 
Europe.  They  will  be  in  Switzerland 
in  July.  He  wonders  if  there  will  be 
any  medical  meetings  he  can  attend 
in  Switzerland  during  their  visit.  He 
writes  to  the  Archive-Library  for  in- 
formation. 

A general  practitioner  has  a patient, 
a 17-year-old  girl,  who  is  planning  to 
attend  a year  of  school  in  Guatemala. 
She  is  a potential  surgery  patient.  He  is 
concerned  about  the  type  and  quality 
of  medical  service  available  in  the 
region.  He  writes  to  the  Archive- 
Library  for  help. 

You  could  be  any  one  of  these 
AMA  members  who  benefit  from  the 
services  of  the  AMA  Archive-Library, 
just  one  dividend  of  your  AMA  mem- 
bership. The  Archive-Library  services 
to  members  include  conducting  medi- 
cal literature  searches  and  compiling 
bibliographies  free  of  charge.  Another 
available  aid  of  great  value,  the  Li- 
brary's photocopy  service,  is  also  free 
to  you.  Any  article  from  any  journal 
to  which  the  Library  has  access  can 
be  copied  and  sent  to  you  for  your 
files. 

The  Library  handles  from  1,500  to 
1 ,800  requests  similar  to  those  above 
for  information  and  publications  from 
physician  members  every  month. 

Questions  and  requests  may  range 
from  the  treatment  of  chlorine  inhala- 
tion or  statistics  on  human  longevity 
to  the  latest  treatment  for  Scleroderma 
or  Raynaud's  disease  to  plans  for  the 
mass  treatment  of  large  numbers  of 
burned  patients. 

The  AMA  Archive-Library  upholds 
the  traditional  role  of  the  medical  li- 
brary as  an  adjunct  to  the  postgraduate 
education  of  the  physician  in  practice, 
but  it  is  even  more  than  a library.  It 
is  a complete  information  center. 

As  a national  medical  society  library, 
the  Archive-Library  is  able  to  pro- 
vide services  not  normally  available 
on  the  local  level.  A more  complete 
collection  of  materials  allows  the  Li- 
brary to  supplement  local  library  ser- 


vice. In  addition,  several  special  sub- 
ject collections  cover  thoroughly  such 
topics  as  international  health,  history 
and  the  sociology  and  economics  of 
medicine.  The  AMA’s  collection  on 
the  sociology  and  economics  of  medi- 
cine is  the  best  in  the  world.  It  con- 
tains almost  all  the  English  language 
publications  and  includes  opinions  re- 
flected in  mass  media  as  well  as  in 
scholarly  works. 

At  the  core  of  the  Library  is  a 
collection  of  current  medical  publica- 
tions. Today,  2,200  journals  are  re- 
ceived on  a regular  basis.  This  is 
twice  the  number  contained  in  any 
average  medical  school  library.  These 
represent  all  the  major  publications  in 
medicine  and  the  allied  sciences.  In 
addition  to  the  periodicals,  the  Library 
contains  40,000  books.  This  makes  the 
Archive-Library  one  of  the  most  com- 
plete current  medical  libraries  you  will 
find  any  place. 

Of  course  your  needs  and  requests 
determine  the  Library's  content.  The 
quantity  and  type  of  periodicals  and 
reference  books  contained  in  the  Li- 
brary are  guided  by  your  requirements 
and  those  of  the  AMA  staff. 

Perhaps  the  one  thing  above  all 
others  which  sets  the  AMA  medical 
Library  apart  and  makes  it  a true 
information  center  is  the  availability 
to  the  Library  staff  of  a unique  re- 
source unavailable  at  many  other  med- 
ical libraries — the  professional  staff 
members  of  the  AMA's  twenty  scien- 
tific departments.  “The  professional 


staff  is  here  and  we  can  use  them,” 
Susan  Crawford,  director  of  the  Ar- 
chive-Library, says.  “Lew  other  li- 
braries have  this  type  of  consultation 
available.  When  a doctor  writes  to  us 
and  wants  medical  opinion  or  judg- 
ment, his  question  is  referred  to  a 
consultant  on  the  AMA  staff,  or  to  one 
of  many  specialists  in  the  country, 
through  the  Questions  and  Answers  of 
JAMA.” 

Such  referrals  are  made  in  numerous 
areas  such  as  medical  physics,  cardi- 
ology, psychiatry  and  drug  therapy. 
Physicians  on  the  AMA  staff  evaluate 
information  for  you  before  it  is  ever 
delivered. 

Lor  example,  a question  on  drugs 
which  requires  clinical  and  pharma- 
cological judgment  is  routed  to  the 
AMA's  Department  of  Drugs.  The  staff 
in  that  department  can  research  all 
available  material  on  the  subject  and 
isolate  the  exact  information  you  need. 

The  twenty-six  members  of  the  Ar- 
chive-Library staff  will  go  to  great 
lengths  to  give  you  the  information 
you  need,  and  they  are  fully  qualified 
to  do  so.  They  are  especially  trained 
to  communicate  with  physicians — they 
speak  your  language.  Half  of  the  staff 
have  graduate  degrees  in  various  areas 
and  many  have  two  masters  degrees,  1 
one  in  library  science  and  another  in 
a chosen  field  such  as  economics,  his- 
tory or  the  biological  and  social  sci- 
ences. 

If  you  are  a history  buff,  one  of  the 
more  interesting  areas  of  the  Library 
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is  the  Archive  Section  which  houses 
documents  and  artifacts  on  the  history 
of  American  medicine  and  the  AMA. 
If  you  are  at  all  interested  in  the 
progress  of  organized  medicine,  in  the 
AMA  or  in  tracing  your  ancestry  or 
doing  other  historical  research,  the 
Archives  hold  a wealth  of  information 
for  you. 

The  Library  is  always  improving  and 
enlarging  its  facilities.  The  last  ad- 
dition to  the  services  was  the  Inter- 
national Health  Section  which  has 
made  it  possible  for  all  of  the  Library 
services  to  follow  you,  as  a member 
of  the  AMA,  wherever  you  go,  whether 
it  be  the  remote  mountain  stretches  of 
West  Pakistan,  the  rain  forests  of 
Brazil  or  a center  of  civilization  such 
as  Paris. 

If  you  are  planning  an  overseas  trip 
or  sabbatical,  to  set  up  practice  or  to 
attend  a meeting  or  congress,  the  Li- 
brary can  give  you  all  the  information 
you  need  on  foreign  medical  organiza- 
tions, hospital  and  medical  facilities  in 
various  countries,  living  conditions, 
what  you  should  bring  and  the  loca- 
tions of  the  nearest  American  physician 
in  any  country. 

The  staff  can  also  furnish  you  with 
information  on  a comprehensive  and 
up-to-date  listing  of  medical  meetings 
outside  the  United  States.  After  you 
are  situated  abroad  the  Library  will 
continue  to  provide  you  with  research 
facilities  and  photocopy  services  on 
specific  medical  subjects  just  as  they 
did  when  you  were  stateside. 

Any  of  the  services  of  the  Archive- 
Library  are  available  to  you  by  mail, 
telephone  (312-527-1500),  TWX  (910- 
221-0300),  telex  (254-020)  or  in  per- 
son. Library  hours  are  8:30  a.m.  to 
4:45  p.m.  Monday  through  Friday. 

Copies  of  a “Guide  to  Services  of 
the  Archive-Library  Department,”  a 
16-page  pamphlet,  will  soon  be  avail- 
able through  the  AMA  for  your  fur- 
ther information  on  this  AMA  service. 

Georges  Stresses 
Poison  Prevention 

Thomas  W.  Georges,  Jr.,  M.D., 
Pennsylvania's  Secretary  of  Health 
urges  parents  to  use  extra  caution  in 
the  use  and  storage  of  insecticides, 
pesticides  and  other  poisonous  ma- 
terials used  around  the  house  and 
garden. 

Each  year  there  are  nearly  three 
thousand  fatal  and  nonfatal  poisonings 
caused  by  insecticides  and  pesticides 
alone.  Thirty  percent  of  these  occur 
in  the  one-to-five  age  group,  with  the 


The  Arthritis  Foundation  salutes  the  thousands  of  dedicated  physicians  who 
volunteer  their  services  in  the  nation's  fight  against  crippling  arthritis. 

The  Arthritis  Foundation  is  the  sole  national  voluntary  health  agency  com- 
mitted to  conquering  the  rheumatic  diseases.  It  provides  the  means  for 
dynamic  partnership  between  physicians  and  laymen  to  marshal  leadership 
and  resources  toward  the  solution  of  this  major  national  health  problem. 

The  Arthritis  Foundation  looks  forward  to  rapid  growth  with  increasing 
opportunity  for  physicians  to  participate  in  the  arthritis  movement.  For 
further  information  about  The  Arthritis  Foundation  and  its  programs  write 
to  the  Foundation  chapter  in  your  community  or  to  the  Medical  Depart- 
ment, Box  2525,  New  York,  N.Y.  10001. 


Floyd  B.  Odium 
Chairman  of  the  Board 

William  S.  Clark,  M.D. 
President 


Donald  F.  Hill,  M.D. 

President  of  the  American 

Rheumatism  Association  Section 

William  E.  Reynolds,  M.D. 

Medical  Director 


most  dangerous  time  being  from  age 
one  to  two. 

Dr.  Georges  suggests  the  following 
rules  be  followed  to  prevent  such  acci- 
dents: 

1 . Use  a locked  cabinet  or  shed  for 
storing  poisonous  materials. 

2.  Keep  insecticides  and  pesticides  in 
original  containers  rather  than  in  sev- 
eral small  bottles  in  various  parts  of 
the  home. 

3.  Don’t  put  rat  or  mole  poisons 
around  a lawn  or  house  where  children 
could  possibly  get  to  them. 

4.  Make  sure  children  old  enough 


to  understand  are  told  of  the  danger 
of  putting  unknown  substances  in  their 
mouths. 

5.  If  a child  should  eat  or  drink 
a poisonous  substance,  phone  your 
nearest  hospital  emergency  room  or 
poisoning  treatment  center  immedi- 
ately. Be  ready  to  tell  them  what  the 
child  has  taken. 

Dr.  Georges  also  suggested  writing 
down  the  phone  numbers  of  the  emer- 
gency room,  physician  and  Poisoning 
Treatment  Center  serving  your  com- 
munity in  case  such  an  emergency 
should  arise. 


JUNE,  1967 
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A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHjOH 


Hydrocortisone 


CHsOH 

(*>0 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a. 
17-a  positions, 

tlius  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  ‘‘predict’’ 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone — show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  l/500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement* 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 
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For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


* 

Deaths 

Lee  D.  Dunkelberger,  Kutztown; 
University  of  Pennsylvania  School  of 
Medicine,  1922;  age  73;  died  March 
18,  1967.  Dr.  Dunkelberger  is  sur- 
vived by  his  wife,  two  daughters  and 
two  sons. 

O Albert  A.  Finn,  Philadelphia; 
Jefferson  Medical  College,  1923;  age 
68;  died  March  17,  1967.  Survivors 
include  his  wife,  a brother  and  two 
sisters. 

O Robert  J.  Grancey,  Forty-Fort; 
Hahnemann  Medical  College,  1945; 
age  45;  died  March  24,  1967.  Dr. 
Grancey  served  with  the  Army  Medi- 
cal Corps  during  World  War  II  and 
was  on  the  staff  of  Nesbitt  Memorial 
Hospital.  He  is  survived  by  an  aunt 
and  uncle. 

O Russell  I.  London,  Jenkintown; 
Hahnemann  Medical  College,  1938; 
age  57;  died  March  19,  1967.  Dr. 
London  was  on  the  staff  of  Einstein 
Northern  Division,  Rolling  Hill  Hos- 
pital and  Oxford  Hospital.  He  was  a 
diplomate  of  the  American  College  of 
Orthopaedic  Surgeons  and  a fellow  of 
the  American  College  of  Surgeons. 
Survivors  include  his  wife,  two  daugh- 
ters, a sister  and  a brother. 

O Norbert  F.  Rock,  Columbus, 
Ohio;  University  of  Pittsburgh  School 
of  Medicine,  1909;  age  83;  died 
March  20,  1967.  Dr.  Rock  is  survived 
by  a daughter  and  a son. 

O Nathaniel  G.  Shafritz,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1914;  age  76; 


died  March  30,  1967.  Dr.  Shafritz 
was  a diplomate  of  the  American 
Board  of  Ophthalmologists  and  a vet- 
eran of  World  War  I.  Surviving  are 
his  wife,  a son  and  two  sisters. 

O David  S.  Hausman,  Philadelphia; 

Jefferson  Medical  College,  1921;  age 
77;  died  April  7,  1967.  Dr.  Hausman 
was  on  the  staff  of  St.  Mary’s  Hospital. 
He  is  survived  by  his  wife,  a daughter, 
a son,  two  sisters,  and  a brother. 

Augustine  C.  Luhr,  St.  Marys;  Jef- 
ferson Medical  College,  1908;  age  80; 
died  April  1,  1967.  Dr.  Luhr  was  a 
past  president  of  the  Elk-Cameron 
County  Medical  Society  and  an  hon- 
orary staff  member  of  Andrew  Kaul 
Memorial  Hospital.  He  is  survived 
by  his  wife  and  two  sons. 

Morris  Markowitz,  Coral  Gables, 
Florida;  University  of  Pennsylvania 
School  of  Medicine,  1910;  died  Feb- 
ruary 24,  1967.  We  have  received  no 
information  regarding  survivors. 

O John  C.  Melassonos,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1940;  age  54;  died  April 
12,  1967.  Dr.  Melassonos  was  a fel- 
low of  the  American  College  of  Sur- 
geons and  a fellow  of  the  International 
College  of  Surgeons.  He  is  survived 
by  his  wife. 

O Oliver  F.  Miller,  Jr.,  Bloomsburg; 
Western  Reserve  University  Medical 
School,  1935;  age  60;  died  April  10, 
1967.  Dr.  Miller  was  a past  president 
of  the  staff  of  Bloomsburg  Hospital 
and  a veteran  of  World  War  II.  We 
have  received  no  information  regard- 
ing survivors. 

Joseph  G.  Ross,  Spring  City;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1925;  age  66;  died  April  3, 


1967.  Dr.  Ross  was  formerly  chief 
of  the  medical  staff  of  Phoenixville 
Hospital.  He  is  survived  by  his  wife 
and  son. 

O William  J.  Thudium,  Gladwyne; 
Jefferson  Medical  College,  1917;  age 
73;  died  March  6,  1967.  We  have  re- 
ceived no  information  regarding  sur- 
vivors. 

O J.  Herbert  Nagler,  Philadelphia; 
Basle  University  School  of  Medicine, 
Switzerland,  1935;  age  57;  died  March 
3,  1967.  Dr.  Nagler  was  the  founding 
secretary  and  later  president  of  the 
Pennsylvania  Academy  of  General 
Practice  and  a past  president  of  the 
Philadelphia  Academy  of  General 
Practice.  Surviving  are  his  wife,  two 
daughters  and  a sister. 

O Israel  J.  Carp,  Philadelphia;  Jef- 
ferson Medical  College,  1916;  age  70; 
died  April  5,  1967.  Dr  Carp  was  a 
diplomate  of  the  American  Board  of 
Urology.  He  is  survived  by  his  wife, 
a son,  a sister  and  a brother. 

O Prank  I.  Cohen,  Philadelphia; 
Maryland  Medical  College,  1910;  age 
81;  died  April  11,  1967.  Dr.  Cohen 
was  formerly  on  the  staff  of  the  Skin 
and  Cancer  Hospital.  Surviving  are 
his  wife,  a son,  a daughter,  a sister, 
and  two  brothers. 

O Lewis  H.  Seaton,  Chambersburg; 
University  of  Pittsburgh  School  of 
Medicine,  1910;  age  82;  died  March 
21,  1967.  Dr.  Seaton  was  a veteran 
of  World  War  I and  served  for  fifteen 
years  as  chief  surgeon  of  the  Cham- 
bersburg Hospital.  He  was  a fellow 
of  the  American  College  of  Surgeons 
and  a certified  fellow  of  the  Inter- 
national College  of  Surgeons.  Surviv- 
ing are  a daughter,  a brother  and  a 
sister. 


THE  JEFFERSON  MEDICAL  COLLEGE 

OF  PHILADELPHIA 

FOUNDED  1824:  A chartered  university  since  1838.  Coeducational.  1961.  Graduates  20,524. 

FACILITIES:  Modem  well-equipped  laboratories;  Curtis  Clinic;  Daniel  Baugh  Institute  of  Anat- 
omy; Jefferson  Hospital  and  Barton  Memorial  Division  of  the  Chest;  the  Lovelace  Foundation; 
teaching  museums  and  free  libraries;  instruction  privileges  in  sixteen  other  hospitals. 

ADMISSION:  For  full  particulars  regarding  admission  requirements  write  to  the  Office  of  the 
Dean,  1025  Walnut  St.,  Philadelphia,  Pa.  19107. 

William  A.  Sodeman,  M.D.,  Dean  and 
Vice  President  for  Medical  Affairs 
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CHARLES 

DICKENS' 


in  Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BURWELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 1 


Obese  Epitaph 

English  graveyard 


T^eCost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY / 


RECORD  FOR  EATING 


a»rr 


WHO,  IN  1743, 
CONSUMED  384  LBS. 
OF  FOOD  IN 
SIX  DAYS'  - 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS' 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indicatlons:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  yj,  HI 


RICHMOND,  VA.  23220 
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Streptococci 
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Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K*H._ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria,- and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units) , in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages.  [032067] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Cardiovascular  Briefs 


Rheumatic  Fever:  A Changing  Pattern 


Are  the  incidence  and  type  of  rheu- 
matic fever  cases  changing  in  our 
country  today? 

While  it  is  difficult  at  any  given 
time  to  determine  the  current  inci- 
dence of  rheumatic  infection,  the  avail- 
able figures  covering  the  past  decade 
do  show  a marked  decline  in  this  form 
of  cardiovascular  disease.  The  phy- 
sicians in  charge  of  groups  of  cardiac 
patients  in  most  of  our  large  centers 
share  this  impression.  Convalescent 
homes  for  the  care  of  patients  with 
rheumatic  C-V  disease  and  the  special 
heart  hospitals  in  America  are  also 
becoming  aware  of  the  situation.  In 
fact,  many  of  them  now  admit  pa- 
tients suffering  from  other  related  di- 
seases. 

Are  any  outstanding  symptoms  or  signs 
present  to  aid  us  in  arriving  at  a diag- 
nosis of  rheumatic  infection  in  older 
patients? 

Today,  Sydenham's  chorea  is  be- 
coming a rarity.  The  characteristic 
subcutaneous  rheumatic  nodules  are 
seldom  evident,  even  in  younger  pa- 
tients. The  number  of  patients  with 
pancarditis  is  fortunately  fewer.  Con- 
sequently, the  physician  may  encounter 
only  a temperature  elevation  in  the 
older  patient. 

How  do  you  explain  this? 

The  typical  sore  throats  and  scarlet 
fever  have  shown  a declining  incidence 
in  recent  years.  So.  too,  have  the  num- 
bers of  throat  cultures  positive  for  the 
typical  group  A streptococcus  de- 
creased. Again,  in  many  segments  of 
the  population,  the  streptococcus  does 
not  show  the  same  virulence  as  pre- 
viously noted  nor  is  the  antistrepto- 


lysin titer  as  high.  These  happenings 
may  confuse  the  physician  in  assessing 
the  problem.  We  may  be  dealing  with 
a rhythmic  change  in  the  disease  pic- 
ture itself,  a resistance  to  the  phagocy- 
tosis of  the  streptococcus,  the  season 
of  the  year  or  other  meteorologic  cir- 
cumstances. Hopefully,  we  believe 
that  the  increased  attention  given  to 
the  throat  culture  and  the  more  careful 
selection  of  the  patients  marked  for 
future  prophylactic  treatment  may  be 
the  answer.  As  previously  stated,  it 
is  easier  to  take  a culture  of  a sus- 
picious throat  than  to  refer  the  patient 
for  a cardiac  operation  at  a later  date. 

What  is  the  common  picture  of  rheu- 
matic infection  in  the  older  patient? 

This  is  difficult  to  answer.  First,  we 
must  keep  in  mind  that  primary  or 
secondary  carditis  may  be  present  with- 
out clinical  evidence.  At  first,  fever 
of  unknown  origin  may  be  listed  as  the 
diagnosis.  If  joint  pain  appears  in  a 
febrile  patient,  rheumatoid  arthritis 
is  the  usual  diagnosis.  Carditis  may 
develop  subclinically  in  spite  of  the 
fact  that  we  have  previously  regarded 
this  as  a rather  unusual  happening  in 
the  adult.  It  is  important  to  remember 
that  carditis  may  appear  in  an  older 
person  who  has  not  had  rheumatic 
heart  disease.  In  summary,  we  should 
keep  in  mind  that  in  any  patient  in 
whom  carditis  is  a possibility,  a dili- 
gent search  of  the  background  for  a 
history  of  a recent  sore  throat  or  an 
upper  respiratory  infection  is  called 
for.  Always  exclude  also  a previous 
history  of  rheumatic  fever.  Electro- 
cardiograms should  be  done  frequently 
for  comparison  in  order  to  detect  any 
prolongation  of  the  P-R  Intervals.  De- 
terminations of  the  sedimentation  rate 


and  SGOT  are  useful.  While  a salicy- 
late response  is  helpful  in  the  differ- 
ential diagnosis,  it  is  not  specific. 
Later,  the  appearance  of  mitral  steno- 
sis or  another  type  of  valvular  disease 
may  appear  and  add  important  evi- 
dence. 

What  further  can  we,  as  physicians, 
do  in  the  management  of  patients  in 
this  category? 

The  most  important  feature  of  the 
management  of  such  a patient  is  an 
early  diagnosis  since  severe  rheumatic 
carditis  in  the  adult  may  advance 
quickly  and  result  in  death.  Thus  we 
must  recognize  a real  need  for  con- 
tinuing penicillin  prophylaxis  into 
adulthood.  Always  keep  the  possibility 
of  rheumatic  carditis  in  mind  when- 
ever an  older  patient  develops  unex- 
plained fever  or  congestive  heart  fail- 
ure without  apparent  cause.  Unfor- 
tunately, there  is  no  specific  diagnostic 
test  for  the  presence  of  rheumatic  in- 
fection. Each  patient  deserves  careful, 
continued  study  and  full  evaluation 
from  all  aspects.  Appropriate  studies 
should,  of  course,  rule  out  the  presence 
of  bacterial  endocarditis,  particularly  if 
there  is  a past  history  of  rheumatic 
heart  disease. 

■ M.  Price  Margolies,  M.D.,  questions 
William  G.  Leaman,  Jr.,  M.D.,  Fellow, 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association,  Philadel- 
phia, Pa. 

■ William  G.  Leaman,  Jr.,  M.D.  pre- 
pared this  Brief  for  the  Council  on 
Scientific  Advancement,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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ORIGINAL  PAPERS 


Appendicitis 

An  analysis  of  two  thousand  one  hundred  seventeen  cases  treated  sur- 
gically in  a community  hospital  during  a period  of  twenty  years 


M.  STOWELL,  M.D.  and  ROBERT  C.  MACDUFFEE,  M.D. 


RICHARD  B.  MAGEE,  M.D.,  JOSEPH 
Altoona,  Pennsylvania 

It  is  the  purpose  of  this  retrospective 
study  to  compare,  in  all  respects, 
two  groups  of  patients  operated 
upon  for  appendicitis.  The  “inflamed” 
group  presented  the  clinical  picture  of 
appendicitis,  corroborated  by  the  mi- 
croscopic tissue  diagnosis.  The  “non- 
inflamed”  group  presented  the  clinical 
picture  of  appendicitis,  but  showed  no 
inflammation  upon  microscopic  exam- 
ination. 

Method  and  Materials 

This  study  includes  2,117  cases  of 
appendicitis  treated  at  The  Altoona 
Hospital  in  the  twenty  year  period 
1945  to  1964.  The  sample  includes 
those  operated  upon  having  a pre- 
operative diagnosis  of  acute  appendi- 
citis, a post-operative  diagnosis  of 
acute  appendicits,  or  a tissue  diagno- 
sis of  appendiceal  inflammation.  The 
study  does  not  include  non-inflamed 
appendices  removed  incidentally  dur- 
ing some  other  surgical  procedure. 

From  1945  to  1954  there  were 
82,379  total  hospital  admissions.  Of 
these,  1,137  cases,  or  1.38  percent 
were  treated  surgically  for  appendi- 
citis. From  1955  to  1964  there  were 
122,042  total  hospital  admissions  with 
980  cases  (0.805  percent)  of  appendi- 
citis. This  represents  an  absolute  and 
relative  decrease  (14  percent)  of  pa- 
tients with  appendicitis  admitted  to 
the  hospital  for  surgical  treatment. 
One  can  only  speculate  as  to  why  this 
occurred.  Perhaps  certain  cases  of 
appendicitis,  mistakenly  treated  as  gas- 
troenteritis with  antibiotics,  recover 
without  hospital  treatment. 

■ Dr.  Magee,  Dr.  StoweJl  and  Dr. 
MacDuffee  are  associated  with  the 
Altoona  Hospital.  Drs.  Magee  and 
Stowell  are  fellows  of  the  American 
College  of  Surgeons. 


The  “inflamed”  group  consists  of 
tissue  diagnoses  of  subacute,  acute, 
acute  suppurative,  acute  fibrinopuru- 
lent  with  periappendicitis,  gangrenous 
and  perforated.  The  “non-inflamed” 
group  includes  tissue  diagnoses  of  nor- 
mal appendix,  atrophic  appendix,  and 
appendix  with  lymphoid  hyperplasia. 
The  inflamed  and  non-inflamed  groups 
are  compared  throughout  the  study. 

Age  and  Sex 

The  range  in  age  is  from  eighteen 
months  to  ninety  years.  Thirty-one 
percent  (31  percent)  fall  in  the  ten 
to  twenty  year  group.  The  average 
age  for  those  with  inflamed  appendi- 
citis is  twenty-five  years  for  the  males 
and  twenty-one  years  for  the  females. 
The  age  variation  of  the  non-inflamed 
group  is  greater:  The  first  three  dec- 
ades include  79  percent  of  the  females, 
but  only  fifty-five  percent  of  the  males. 
Although  the  variation  between  sexes 
for  the  non-inflamed  appendices  is  no- 
table, the  total  sex  distribution  is  not, 
showing  1,099  males  and  1,018  fe- 
males. 

Factors  in  the  History 

The  time  that  elapses  from  the  on- 
set of  symptoms  to  hospital  admission 
varies  in  the  inflamed,  normal,  and 
perforated  cases.  As  expected,  a 
longer  period  (fifty-seven  hours) 
elapsed  for  the  latter.  The  duration  of 
symptoms  for  the  non-inflamed  group 
exceeded  that  for  the  inflamed  group 
by  an  average  of  twelve  hours  (48.6 
hours  to  36.6  hours).  Only  22  percent 
of  the  patients  sought  help  within  eight 
hours  of  the  onset.  In  29  percent, 
symptoms  began  twenty-four  hours 
prior  to  hospital  admission.  The  aver- 
age time  from  the  onset  of  symptoms 
to  hospital  admission  was  41.2  hours 
in  the  1945  to  1954  period,  but  only 
37.2  hours  in  the  1955  to  1964  period. 


The  pain  began  in  the  right  lower 
quadrant  in  forty-two  percent  of  the 
inflamed  cases  as  compared  to  59  per- 
cent of  the  non-inflamed  cases.  The 
pain  localized  in  the  right  lower  quad- 
rant in  71  percent  of  the  inflamed 
cases,  but  in  only  58  percent  of  the 
non-inflamed  cases.  There  was  abso- 
lutely no  localization  in  25  percent  of 
the  inflamed  group. 

A significant  feature  in  the  his- 
tory which  differentiated  the  inflamed 
from  the  non-inflamed  group  was  a 
shift  of  pain:  inflamed  (38  percent), 
non-inflamed  (24  percent).  Typically 
the  pain  began  in  the  periumbilical 
area  and  shifted  to  the  right  lower 
quadrant,  but  many  other  patterns 
were  observed. 

Of  the  inflamed  group  67  percent 
had  nausea  and  vomiting,  as  opposed 
to  57  percent  of  the  non-inflamed 
group.  Both  the  inflamed  and  non- 
inflamed  groups  had  approximately 
equal  rates  for  constipation  (12  per- 
cent) and  diarrhea  (11  percent).  Both 
groups  had  taken  laxatives  with  ap- 
proximately equal  frequency  (6  per- 
cent). 

The  patients  described  similar  pre- 
vious attacks  26  percent  of  the  time 
in  the  inflamed  group  but  42  percent 
of  the  time  in  the  non-inflamed  group. 
The  time  between  the  previous  attack 
and  the  present  hospital  admission  was 
essentially  the  same  for  both  groups 
(about  thirty-four  months).  An  at- 
tempt to  pinpoint  an  “appendicitis 
month  or  season”  was  generally  un- 
rewarding in  the  inflamed  group.  In 
the  non-inflamed  group,  there  was  an 
apparent  increase  of  cases  in  August 
and  September. 

Physical  Examination 

In  88  percent  of  both  the  inflamed 
and  non-inflamed  group,  tenderness 
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TABLE  I 


Factors  in  the  History 


Inflamed 

Non-Inflamed 

Duration  of  Symptoms 

36.6  hrs. 

48.6  hrs. 

Onset  of  Pain,  R.L.Q. 

42% 

59% 

Localization  of  Pain,  R.L.Q. 

71% 

58% 

Shift  of  Pain 

38% 

24% 

Nausea  and  Vomiting 

67% 

57% 

Constipation 

12% 

12% 

Diarrhea 

11% 

11% 

Laxatives 

6% 

6% 

Previous  Similar  Attacks 

26% 

42% 

was  reported  in  the  right  lower  quad- 
rant. Contrariwise,  8 percent  of  each 
group  had  no  tenderness  at  all.  In  the 
inflamed  group  rebound  tenderness 
was  present  85  percent  of  the  time  as 
opposed  to  77  percent  of  the  time  in 
the  non-inflamed  group.  Peristalsis 
was  said  to  be  “normal”  in  52  percent 
and  “hypoactive”  in  44  percent  of 
the  inflamed  cases.  In  the  non- 
inflamed  group  60  percent  “normal” 
and  27  percent  “hypoactive”  peristal- 
sis was  recorded.  Rectal  examination 
was  noted  in  only  18  percent  of  the 
records.  Of  the  inflamed  cases,  72 
percent  showed  tenderness  while  63 
percent  of  the  non-inflamed  cases  had 
rectal  tenderness  (TABLE  II). 

Laboratory  Findings 

Although  the  white  blood  count 
(VVBC)  and  segmented  neutrophile 
counts  were  higher  in  those  cases 
where  the  symptoms  had  been  present 
for  sixteen  hours  prior  to  hospital  ad- 
mission than  for  those  of  eight  or 
twenty-four  hours  duration,  there  was 
no  general  pattern  evident  when  con- 
sidered as  to  time  prior  to  hospital 
admission.  While  WBC  and  seg- 
mented neutrophiles  vary  directly  with 
the  severity  of  the  pathologic  diag- 
nosis, the  lymphocytes  vary  inversely 
(TABLE  III).  There  was  no  signifi- 
cant variation  between  the  inflamed 
and  non-inflamed  groups  in  the  follow- 
ing laboratory  values:  monocytes, 

banded  neutrophiles,  eosinophiles, 
hemoglobin,  hematocrit,  specific  grav- 


ity, and  albumin  in  the  urine. 

Albuminuria  occurred  in  21.8  per- 
cent of  the  inflamed  and  19.7  percent 
of  the  non-inflamed  cases.  WBC’s  in 
the  urine  (over  3 per  High  Power 
Field)  occurred  in  approximately  15 
percent  of  the  inflamed  cases  and  1.8 
percent  of  the  non-inflamed  cases. 
These  percentages  were  essentially  the 
same  at  the  time  of  hospital  admission 
and  after  localization  of  the  pain.  Of 
the  cases  with  WBC’s  in  the  urine, 
96  percent  of  the  inflamed  group  spe- 
cifically localized  pain  and  tenderness 
to  the  right  lower  quadrant  prior  to 
surgery. 

X-ray  Examination 

X-ray  examination  was  made  in  29 
percent  of  inflamed  cases.  Sixty  per- 
cent of  the  inflamed  cases  examined 
showed  no  abnormality  in  the  dorsal 
recumbent  and  lateral  decubitus  x-ray 
studies  of  the  abdomen.  Forty  per- 
cent, however,  showed  some  x-ray 
signs  suggestive  of  peritoneal  irrita- 
tion. Of  the  non-inflamed  group  69 
percent  of  the  x-rays  were  considered 
to  be  “normal.”  In  the  inflamed  group 
the  significant  x-ray  abnormalities 
were:  small  intestinal  gas,  18  percent; 
fluid  levels,  12  percent;  dilated  loops 
of  small  bowel,  10  percent.  Of  the  non- 
inflamed  group,  x-ray  abnormalities 
included  fluid  levels  in  12  percent  and 
abnormal  gas  pattern  in  the  small 
intestine  in  19  percent. 


Operation 

Appendectomy  alone  was  per- 
formed in  77  percent  of  the  inflamed 
cases;  17.5  percent  also  had  drains 
inserted.  Another  surgical  procedure 
was  carried  out  in  3 percent  of  the 
cases  while  2.5  percent  had  drainage 
without  appendectomy. 

Antibiotics 

Preoperative  antibiotics  were  given 
in  8 percent  of  all  inflamed  appendices 
and  21  percent  of  perforated  cases. 
Postoperative  antibiotics  were  given  in 
58  percent  of  the  inflamed  group  in 
the  1945-1954  period,  increasing  to 
66  percent  in  the  1955-1964  period. 
The  non-inflamed  group  received  post- 
operative antibiotics  in  26  percent  of 
the  cases  from  1945-1954  and  19.1 
percent  from  1955-1964.  Penicillin 
was  the  most  popular  antibiotic,  figur- 
ing in  the  treatment  of  60  percent  of 
the  antibiotic  group. 

Tissue  Diagnosis 

The  tissue  diagnoses  are  shown  in 
TABLE  IV.  Of  the  acute  inflamma- 
tory group,  the  diagnosis  of  “acute 
suppurative”  was  made  30  percent  of 
the  time;  “Acute  fibrinopurulent  with 
periappendicitis,”  16.5  percent;  “acute” 
in  53.5  percent  of  the  cases.  In  this 
classification  the  average  peripheral 
blood  WBC  was  16,550  with  seg- 
mented neutrophiles  of  76.1  percent 
and  lymphocytes  15.6  percent.  The 
gangrenous  appendicitis  cases  aver- 
aged 18,085  WBC  with  80.5  percent 
segmented  neutrophiles  and  13.6  per- 
cent lymphocytes.  Perforated  appen- 
dicitis made  up  4.4  percent  of  the 
inflamed  group.  Seventy  percent  of 
the  perforated  cases  occurred  in  the 
last  ten  year  period.  The  reason  for 
this  is  not  clear,  but  a more  wide- 
spread use  of  the  pre-operative  anti- 
biotics and  pressure  upon  surgeons  to 
avoid  removing  normal  organs  may  be 
factors.  The  subacute  category  was 
found  in  6.6  percent  of  the  cases. 
The  frequency  of  the  so-called  “inter- 
val” appendectomy  in  this  group  was 
high.  The  peripheral  blood  showed 
WBC’s  of  15,800;  segmented  neutro- 
philes of  74.5  percent;  and  lympho- 
cytes of  18.8  percent  on  the  average. 
Non-inflamed  appendices  were  re- 
moved 21.9  percent  of  the  time  from 
1945-1954,  but  only  6.9  percent  of 
the  time  from  1955-1964.  There 
were  198  females  and  only  119  males 
in  this  group,  too  great  a difference 
to  be  the  result  of  chance  alone. 
Certainly  one  factor  responsible  for 
this  disparity  is  that  25  percent  of 
the  postoperative  diagnoses  in  these 
cases  implicated  the  female  genital 
tract  as  the  true  origin  of  the  disease. 


TABLE  II 


Factors  in  the  Physical  Examination 


Inflamed 

Non-Inflamed 

R.L.Q.  Tenderness 

88% 

88% 

Rebound  Tenderness 

85% 

77% 

Peristalsis 

Normal 

52% 

60% 

Hypoactive 

44% 

27% 

Rectal  Tenderness 

72% 

63% 

TABLE  III 


Comparison  of  Average  White  Blood  Cell,  Segmented  Neutrophil, 
and  Lymphocyte  Counts 


W.B.C. 

SEGS. 

LYMPHS. 

Normal 

12,605 

71.6 

23.1 

Subacute 

15,800 

74.5 

18.8 

Acute 

16,550 

76.1 

15.6 

Gangrenous 

18,085 

80.5 

13.6 

Perforated 

18,325 

81.7 

12.6 

TABLE  IV 
Tissue  Diagnoses 


Acute  Inflammation 

66% 

Gangrenous 

13% 

Perforated 

3% 

Subacute 

6% 

Non-inflamed 

12% 

Wound  Infection 

Of  the  perforated  group,  50  percent 
developed  wound  infections.  Those 
with  the  diagnosis  of  acute,  subacute, 
and  gangrenous  appendicitis  developed 
wound  infections  20  percent  of  the 
time.  There  were  no  wound  infections 
in  the  non-infiamed  group. 

Mortality 

From  1945-1954  the  crude  mortal- 
ity rate  was  0.6  percent.  From  1955- 
1964  it  was  1.2  percent.  There  were 
nineteen  deaths;  six  of  which  can  be 
classified  as  “incidental.”  The  six 
“incidental”  deaths  included:  two 

cases  of  myocardial  infarction,  one  of 
uremia  due  to  nephrosclerosis,  one  of 
miliary  tuberculosis,  one  of  pulmonary 
embolism,  and  one  considered  to  be 
an  “anesthesia  death.”  Of  the  remain- 
ing thirteen  deaths,  those  resulting 
from  fatal  perforation  of  the  appendix 
followed  by  operation  represented  0.4 
percent  of  the  series  from  1945-1954 
and  0.82  percent  from  1955-1964.  It 
is  interesting  to  note  that  three  times 
more  normal  appendices  (22  percent 
were  removed  in  the  1945-1954  series 
than  in  the  period  from  1955-1964 
(7  percent). 

Conclusions 

1.  The  inflamed  group  had  a shorter 
duration  of  symptoms,  a right  lower 
quadrant  onset,  and  a right  lower 
quadrant  localization  of  pain  and 
tenderness. 

2.  There  was  no  localization  in  25 
percent  of  the  inflamed  group. 

3.  A shift  of  pain  from  anywhere 
to  the  right  lower  quadrant  is  the  most 
typical  feature  in  the  history  of  the 
inflamed  cases. 

4.  The  non-inflamed  group  had 
about  twice  as  many  “previous  at- 
tacks” as  the  inflamed  group. 

5.  Direct  tenderness  was  not  a dis- 
tinguishing feature  between  the  in- 
flamed and  non-inflamed  groups. 

6.  Rebound  tenderness  favored  a 
diagnosis  of  inflammation  in  the  ap- 
pendix. 

7.  The  finding  of  hypoactive  peri- 
stalsis was  about  twice  as  common  in 
the  inflamed  group. 

8.  WBC  and  segmented  neutro- 
philes  varied  directly  with  the  severity 
of  the  disease  process.  The  lympho- 
cytes varied  inversely. 

9.  Albuminuria  occurred  equally  (20 
percent  of  the  time)  in  both  inflamed 
and  non-inflamed  groups. 

10.  WBCs  in  the  urine  (more  than 
three  per  high  power  field)  occurred  in 
15  percent  of  the  inflamed  cases  and 
only  1.8  percent  of  the  non-inflamed 
cases. 

11.  X-rays  of  the  abdomen  were 
made  in  29  percent  of  the  inflamed 


cases.  Of  these,  40  percent  showed 
abnormality  suggesting  peritoneal  irri- 
tation. 

12.  In  the  inflamed  group,  appen- 
dectomy was  performed  77  percent  of 
the  time,  appendectomy  plus  drainage 
in  17.5  percent,  and  2.5  percent  had 
drainage  alone. 

13.  There  was  an  increase  of  30 
percent  in  the  use  of  antibiotics  pre- 
operatively  in  the  most  recent  ten  year 
period. 

14.  The  appendix  was  gangrenous 
or  perforated  17  percent  of  the  time 
and  was  not  inflamed  in  about  12 
percent  over  the  twenty  years  studied. 

15.  The  percentage  of  normal  ap- 
pendices removed  in  1945-1954  was 
22  percent  and  in  the  period  1955- 
1964  there  were  one-third  as  many  or 
7 percent. 

16.  The  wound  infection  rate  was 
50  percent  for  the  perforated  group; 
20  percent  for  other  inflamed  ap- 
pendices, and  none  for  the  non-in- 
flamed group. 

17.  The  crude  mortality  rate  rose 
from  0.6  percent  in  1945-1954  to  1.3 
percent  in  1955-1964.  The  adjusted 
mortality  rate  was  0.5  percent  in  the 
earlier  series  and  0.9  percent  in  the 
later. 
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Heartburn,  epigastric  discomfort, 
water  brash  and  nausea  are 
common  complaints  of  persons 
who  frequently  visit  the  physician’s 
office.  A large  market  for  over-the- 
counter  antacid  preparations  supports 
large  advertising  campaigns.  Data  re- 
ported by  the  National  Diagnostic  and 
Therapeutic  Index  for  the  twelve 
months  of  1965  indicates  that  physi- 
cians in  private  practice  diagnosed 
1,200,000  cases  of  peptic  ulcer  for  the 
first  time  and  that  there  were  11,- 
600,000  visits  to  private  physicians  by 
patients  with  peptic  ulcer  in  1965. 
Forty  percent  of  these  visits  were 
made  in  a hospital.  Lipkin  2 estimates 
that  active  peptic  ulcer  is  diagnosed  in 
three  million  persons  in  the  United 
States  each  year.  This  is  a lot  of 
“belly  ache”  for  physicians  as  well  as 
citizens.  Despite  the  glamorizing  of 
three  ulcer  actors  and  directors  in  our 
Hollywood  movie  colony,  upper  gas- 
trointestinal disease  is  a large  problem 
in  our  civilization.  The  potential  seri- 
ousness of  the  common  complications 
— hemorrhage,  perforation,  obstruc- 
tion— makes  peptic  ulcer  one  of  our 
major  problems. 

The  control  of  gastric  hyperacidity 
is  not  simply  the  prescription  and  the 
consistent  ingestion  of  the  best  antacid. 
The  Sippy  concept  of  continuous  neu- 
tralization of  the  acid-pepsin  factor 
in  the  healing  of  peptic  ulcer  is  still 
valid  and  merits  more  careful  atten- 
tion than  our  hurried  culture  tends 
to  devote  to  such  detailed  rituals. 
Low-residue,  bland  foods  every  hour 
on  the  hour  and  antacid  every  hour 
on  the  half  hour  is  a good  way  to 
promote  healing. 

Equanimity  must  be  cultivated  to 
counteract  the  emotional  drive  of  three 
ulcer  personalities:  initially  sedatives 
are  usually  essential.  Antacids  and 
sedatives  may  control  symptoms  of 
hyperacidity  and  even  heal  an  ulcer, 

9 At  Wyeth  Laboratories,  Dr.  Farrar 
is  director  of  medical  services  and  Dr. 
Bower  is  associate  medical  director. 
Both  are  felloivs  of  the  American  Col- 
lege of  Physicians. 


but  this  amount  of  medical  attention 
seldom  prevents  recurrence.  And  so 
the  psychosomatic  specialty  became 
dominant  some  years  ago  to  the  ne- 
glect of  the  acid-pepsin  factor.  Hyper- 
acidity was  thought  to  be  a direct 
result  of  difficult  interpersonal  rela- 
tionships through  exaggeration  of  the 
cephalic  phase  of  gastric  secretion 
mediated  through  the  vagus  nerve.  In 
recurrent  and  refractory  cases,  surgi- 
cal vagotomy  became  popular;  then 
the  high  incidence  of  gastric  stasis 
due  to  hypotony  required  pyloroplasty 
or  gastroenterostomy  even  if  a hemi- 
gastrectomy  was  not  performed.  The 
elimination  of  nasty  bosses,  inconsid- 
erate mothers-in-law,  dominating 
wives  or  husbands  and  unpleasant 
neighbors  lacks  legal  sanction.  Elimi- 
nation of  these  emotional  irritants  is 
often  just  as  impractical  as  the  avoid- 
ance of  rag  weed  pollen  by  the  hay 
fever  case.  Hyposensitization  therapy 
is  equally  slow  and  laborious.  Most 
physicians  have  learned  that  direct 
ventilation  of  emotional  conflicts  fre- 
quently aggravates  symptoms  beyond 
control. 

The  practitioner  must  control  symp- 
toms, prevent  complications  and  de- 
termine etiological  factors  in  the  long 
term  effort  to  prevent  recurrences. 
Rest,  Diet,  Antacid,  Sedative,  and 
Psychotherapy  are  essential. 

Management 

Let  us  consider  the  attempt  of  a 
British  surgeon  to  classify  peptic  ulcer 
patients  to  determine  the  type  of  ther- 
apy indicated  in  the  individual  case. 
TABLE  I presents  an  oversimplified 
version  of  the  classification  by  Orr  3 
of  his  patients.  His  classification  is 
based  on  measurement  of  Basal  gastric 
secretion  followed  by  the  Maximal 
Histamine  Response  (MHR).  Other 
than  to  present  the  response  of  normal 
subjects — male  2 mEq  HC1  per  hour 
Basal  and  12  ± 3 mEq  HC1  Maxi- 
mal Histamine  Response  (highest  of 
two  consecutive  fifteen  minute  periods 
during  first  hour  after  histamine)  the 
actual  range  of  observed  figures  are 
not  presented  in  the  table.  These 


secretions  by  “control  subjects”  repre- 
sent the  output  of  approximately  1 
billion  parietal  cells  in  the  “normal” 
stomach.  Group  1 patients  usually 
have  an  ulcer  in  the  stomach.  The 
Basal  secretion  and  the  MHR  are  de- 
creased and  the  number  of  function- 
ing parietal  cells  is  normal  or  de- 
creased. Here  a failure  of  defense 
mechanisms  is  postulated  but  these 
mechanisms  are  poorly  defined.  Since 
inflammatory  cell  infiltration  of  the 
gastric  mucosa  (gastritis)  is  usually 
observed 4 in  cases  of  gastric  ulcer, 
local  injury  or  irritation  is  suspected. 
A change  in  the  character  of  the  nor- 
mally protective  mucus  on  the  surface 
could  result  in  chemical  or  mechani- 
cal injury.  Vascular  abnormalities  in 
the  gastric  wall  have  been  postulated 
and  correlated  with  readily  visible  vas- 
cular abnormalities  of  the  mucus 
membranes  of  the  lips — microcherry, 
glomerulus  or  venous  lake.5  In  ani- 
mals exposed  to  stress,  vascular  con- 
gestion has  been  observed  in  the  sub- 
mucosa of  the  stomach  in  the  areas 
developing  stress  ulceration.6  Failure 
of  the  normally  rapid  (four  to  eight 
days)  regeneration  of  gastric  epithe- 
lial cells  has  been  observed  in  animals 
exposed  to  stress  and  such  a failure 
could  result  in  the  formation  of  an 
ulcer.7  In  Group  I only  resection  of 
the  ulcer  is  indicated,  if  surgery  is 
done  at  all. 

Group  II  patients  usually  have  the 
ulcer  in  the  duodenum,  this  is  char- 
acterized by  a low  or  normal  Basal 
secretion  with  an  increased  MHR  in- 
dicating an  increased  parietal  cell 
mass.  In  this  situation  a hyperactive 
secretion  of  the  hormone  gastrin  by 
the  antrum  of  the  stomach  is  postu- 
lated without  any  increase  in  vagus 
effect.  What  then  is  irritating  the 
antrum  of  the  stomach?  Since  local 
anesthetics  have  been  shown  to  inhibit 
the  release  of  gastrin  from  the  mucosa 
in  response  to  topical  chemical  or 
mechanical  stimuli,8  a local  anesthetic 
preparation 9 such  as  Oxaine®  M* 


* Oxethazaine.  Wyeth  Laboratories 
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is  recommended  while  the  pathogene- 
sis is  being  sought.  If  surgery  is  neces- 
sary, a hemigastrectomy  (antrectomy) 
is  indicated. 

Patients  in  Group  III  usually  have 
a duodenal  ulcer.  Both  Basal  and 
MHR  secretion  are  increased,  associ- 
ated with  an  increase  in  neural  and 
humoral  influences  and  an  increased 
parietal  cell  mass.  In  this  group  medi- 
cal therapy  should  include  the  usual 
rest,  diet,  antacid,  sedation  and  an 
anticholinergic  and  a local  anesthetic 
drug.  If  surgery  becomes  essential 
both  a vagotomy  and  a hemigastrec- 
tomy are  recommended. 

Group  IV  is  characterized  by  a 
tremendous  increase  of  Basal  secre- 
tion comparable  to  the  MHR.  The 
Zollinger-Ellison  syndrome  with  a gas- 
trin-secreting adenoma  of  the  pancreas 
or  elsewhere  is  often  found.  There  is 
synergism  between  the  hormonal  and 
neural  influences  and  usually  some 
increase  in  vagal  effect  in  these  pa- 
tients. Removal  of  the  adenoma,  if 
possible,  is  indicated;  if  local  surgery 
is  necessary,  a vagotomy  and  pyloro- 
plasty or  gastroenterostomy,  depend- 
ing on  the  condition  of  the  pylorus,  is 
suggested. 

In  the  intractable  Group  V Patient, 
both  Basal  and  MHR  secretion  are 


greatly  increased,  associated  with  in- 
creased neural  and  vagal  influences 
and  increased  parietal  cell  mass. 
Vagotomy  and  subtotal  gastrectomy 
seem  the  only  recourse  if  surgery  is 
necessary. 

Unfortunately,  this  attempt  to  or- 
ganize available  information  and  sys- 
tematize our  thinking  is  very  incom- 
plete. Studies  with  the  Maximal  His- 
talog®*  (instead  of  Histamine)  Re- 
sponse were  unable  to  distinguish  pa- 
tients with  peptic  ulcer  from  normal 
persons.10  Where  biostatistics  fail, 
only  the  art  of  medicine  remains  and 
sick  people  are  thankful  for  an  obser- 
vant and  compassionate  physician. 
The  attempted  classification  of  Orr  is 
recommended  as  a guide  line  in  the 
art  of  medicine. 

No,  you  are  not  being  urged  to 
search  for  that  stomach  tube  you  once 
had  in  your  office.  Gastric  analysis 
has  extremely  limited  diagnostic  value: 

A.  Achlorhydria  after  histamine 
(pH+  not  less  than  6)  = peptic  ulcer 
not  possible  and  pernicious  anemia  is 
possible; 

B.  Basal  secretion  greater  than 
mEq/hour  and  as  large  as  Maximal 


* Eli  Lilly  and  Company 


Histamine  Response  = Zollinger-Elli- 
son Syndrome; 

C.  After  0.2  units  regular  insulin/ 
Kg.  intravenously,  an  increase  of  HC1 
secretion  per  15  minute  period  of  less 
than  20  mEq  indicates  that  a com- 
plete vagotomy  has  been  performed. 

Each  of  these  three  is  a special 
situation  which  usually  brings  the  pa- 
tient to  a hospital  equipped  to  conduct 
such  studies.  To  enable  you  to  evalu- 
ate reports  of  gastric  analysis  coming 
to  you,  let  us  review  the  currently 
accepted  procedure.  The  aim  is  to 
collect  gastric  juice  most  completely 
and  with  the  least  contamination  with 
other  secretions.  The  patient  should 
be  fasting  and  no  drugs  should  have 
been  used  recently.  A naso-gastric 
tube  should  be  passed  under  fluoro- 
scopic guidance  to  the  most  dependent 
portion  of  the  stomach  while  the  pa- 
tient sits  upright.  All  saliva  should  be 
expectorated.  Continuous  mild  suc- 
tion should  be  applied.  Every  three 
to  five  minutes  additional  suction  and 
pressure  should  be  applied  with  a 
syringe,  by  hand,  to  keep  the  tube 
clear.  At  the  start,  collect  and  mea- 
sure residual  fluid  in  the  stomach. 
Set  aside  the  fluid  collected  in  the  next 
two  periods  of  fifteen  minutes  each. 
Collect  and  measure  the  volume  and 


TABLE  I 


Classification  of  Peptic  Ulcer  Patients 


GASTRIC  ACID 

PARIETAL 
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VAGAL 

GASTRIN 

SURGERY 
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1 Hour 

Max.  Hista- 
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Response — 
30  Minutes 

Control  F 
M 

1 mEq  HC1 

2 mEq  HC1 

9±3  mEq 
12±3  mEq 

1 Billion 
cells 

Gastric 
Group  I 

Low 

Low 

Normal  or 
decreased 

Failure 

Defense 

Mechanism 

None  or 
ulcer  only 

Duodenal 
Group  II 

Normal 
or  Low 

Increased 

Increased 

Increased 

Antrum 

Hyper- 

active 

Hemi- 

gastrectomy 

Duodenal 
Group  III 

Increased 

Increased 

Increased 

Increased 

Increased 

Vagotomy  & 
Hemi- 
gastrectomy 

Duodenal 
Group  IV 

High 

(10-20  mEq) 

Increased 

Normal 

Increased 

Zollinger 

Ellison 

(extra 

gastric 

gastrin) 

Vagotomy  & 
Pyloro- 
plasty or 
Gastro- 
enterostomy 

Duodenal 

High 

High 

Increased 

Increased 

Increased 

Vagotomy  & 

Subtotal 

gastrectomy 
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the  pH  from  each  of  the  next  four  fif- 
teen minute  periods.  Then  take  the 
volume  in  liters  x acidity  (H+)  in 
mEq/ liter  (get  [H  r]  from  table  ac- 
cording to  pH)=HCl  in  mEq  se- 
creted in  the  fifteen  minutes.  For  the 
basal  hour  secretion,  add  the  four  fif- 
teen minute  periods. 

A table  is  employed  because  gastric 
juice  is  not  a simple  aqueous  solution 
of  hydrochloric  acid.12  The  mucus  in 
gastric  juice  serves  as  a sort  of  buffer. 
Scientists  now  consider  the  titration  of 
units  of  free  and  of  total  acidity  with 
Topfer’s  Reagent  and  Phenolphthalein 
as  archaic  indicators  but  remember 
that  Topfer’s  changed  at  about  pH 
3.5  and  phenolphthalein  at  pH  8.  For 
comparison  pH  3.5  represents  an 
ionized  hydrogen  ion  concentration 
(H+)  of  0.39  mEq/liter  assuming 
that  the  concentration  of  sodium  plus 
potassium  ions  in  the  juice  is  50  mEq/ 
liter.  Since  a mEq  of  HC1  is  0.036 
Gnt.  then  0.39  mEq/liter  at  pH  3.5 
(i.e.  Topfer’s  change)  = 0.014  Gm. 
HC1  per  1,000  ml.  or  14  mg.  By  con- 
trast, at  pH  1 the  ( H-f- ) is  129.7 
mEq/liter  and  at  pH  5 (where  pepsin 
is  inactive)  is  0.01  mEq/liter. 

The  Maximal  Histamine  Response 
(MHR)  is  determined  after  collecting 
the  four  fifteen  minute  periods  of 
Basal  secretion.  To  prevent  severe 
headache  and  other  untoward  effects, 
an  antihistaminic  drug  (e.g.  50  mg. 
pyrilamine  maleate  USP — Neo-Anter- 
gan  Maleate®,*)  should  be  injected 
intramuscularly  at  the  commence- 
ment of  the  hour  of  collection  of 
Basal  secretion.  Recall  that  antihis- 
taminic drugs  do  not  inhibit  the  action 
of  histamine  on  gastric  secretion. 
Some  antihistaminic  drugs  when  swal- 
lowed inhibit  gastric  secretion  of  acid 
because  of  local  anesthetic  action  on 
the  mucosa  in  the  same  way  that 
cocaine  and  other  local  anesthetics  in- 
hibit gastric  secretion.  For  the  MHR, 
a dose  of  0.04  mg./ Kg.  of  body 
weight  of  histamine  acid  phosphate  is 
injected  subcutaneously  and  four  more 
fifteen  minute  period  collections  are 
made  and  measured  for  volume  and 
pH. 

Histalog®**  (betazole  hydrochlo- 
ride USP)  1.5  mg./ Kg.  induces  a sim- 
ilar stimulation  of  gastric  secretion  and 
because  of  lesser  side  effects  does  not 
require  the  prior  injection  of  an  anti- 
histaminic drug. 

Synthetic  polypeptides  representing 
the  active  portion  of  the  gastrin  mole- 


*  Merck,  Sharp  & Dohme 

**  Eli  Lilly  and  Company 


cule  are  active  stimulants  of  gastric 
secretion  without  the  side  effects  in- 
duced by  histamine.  Trials  of  these 
peptides  instead  of  histamine  are  in 
progress. 

What,  if  any,  relationship  exists  be- 
tween Maximal  Histamine  Response 
and  the  usual  response  to  meals?  By 
measuring  the  accumulation  of  alkali 
in  specimens  of  arterial  (femoral) 
blood  taken  every  ten  to  twenty  min- 
utes and  measurement  of  acid  or  base 
lost  in  the  urine  formed  during  the 
period  of  time,  eight  patients  were 
compared  on  alternate  days  for  re- 
sponse to  the  MHR  dose  of  histamine 
(28.6  mEq/hour)  and  a normal  meat 
and  vegetable  meal  (27.3  mEq/hour). 
In  four  cases  on  alternate  days  the 
response  to  the  meal  was  compared 
with  that  of  the  meal  plus  0.04  mg./ 
Kg.  histamine  acid  phosphate  sub- 
cutaneously; there  was  no  difference. 
Since  gastrin  and  histamine  potentiate 
each  other,  it  seems  obvious  that  the 
meal  induces  a maximal  stimulus  of 
both  neural  and  humoral  mecha- 
nisms.13 

The  insulin  test  for  vagal  continuity 
is  conducted  by  giving  0.2  units/ Kg. 
insulin  injection  (USP)  intravenously 
and  collecting  gastric  secretion  in  eight 
15  minute  periods  for  measurement 
of  volume  and  pH.  Blood  sugar  is 
determined  at  one  and  two  hours. 

In  closing,  we  should  return  to  the 
importance  of  diet  in  the  control  of 
gastric  acidity.  Reports  on  the  effect 
of  food  or  of  drug  on  the  gastric  con- 
tents are  often  subject  to  question  be- 
cause gastric  contents  are  at  least  par- 
tially removed  to  obtain  specimens  for 
analysis  and  the  presence  of  a foreign 
body— the  nasogastric  tube — may 
exert  an  effect  on  secretion  or  empty- 
ing of  the  stomach.  The  effect  of 
equicaloric  portions  in  equal  volume 
swallowed  by  dogs  on  the  secretion 
of  gastric  pouches  (Pavlov)  under 
usual  humoral  and  neural  control  were 
measured.14  Using  cooked  ground 
beef  as  100  percent,  a similar  response 
was  obtained  with  haddock  and  with 
chicken.  Cheddar  cheese,  salmon, 
creamed  cottage  cheese,  eggs,  pork 
and  milk  gave  75  percent  of  the  re- 
sponse to  ground  beef.  Half  the  re- 
sponse of  acid  secretion  came  after 
cream,  green  peas,  oatmeal  and  french 
fried  potatoes  while  fruits,  butter, 
white  bread  and  Wheaties  gave  only 
25  percent  of  the  full  response.  To- 
day it  is  held  that  a diet  high  in  satu- 
rated fats  (50  percent  of  calories  from 
fat  and  over  half  of  the  fat  as  satu- 
rated fat)  such  as  the  milk-cream 


Sippy  diet  is  correlated  with  a higher 
incidence  of  myocardial  infarction 
than  among  people  using  lower  fat 
diets.15  The  advisability  of  a milk- 
cream  mixture  every  hour  on  the  hour 
except  for  short  periods  is  in  question. 
The  availability  of  the  aluminum  hy- 
droxide gel  antacids  makes  possible  a 
more  varied  diet  with  less  frequent 
feedings.16  A recent  comparison  of  a 
soft  diet,  such  as  is  often  prescribed 
for  an  ulcer  patient  in  the  hospital, 
with  a low-residue,  bland  type  diet, 
such  is  commonly  recommended  after 
leaving  the  hospital,  and  with  a “free- 
choice”  diet  employing  a nasogastric 
tube  for  the  aspiration  of  5 ml. 
samples  hourly  in  twelve  cases  of 
duodenal  ulcer  showed  no  significant 
differences  in  the  acidity  of  the  gastric 
contents  during  twenty-four  hours; 
acidity  ranged  from  about  pH  2.3  after 
meals  to  pH  1.25  during  the  night.17 
If  control  of  acid-pepsin  factor  is  im- 
portant (as  the  authors  believe),  diet 
alone  is  inadequate  in  patients  with 
duodenal  ulcer.  Rest,  antacids,  seda- 
tive and  anticholinergic  and  local  anes- 
thetic drugs  as  indicated,  and  adjust- 
ment of  interpersonal  relations  are  es- 
sential. 
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A Simplified  Method  of  Suturing  the 
Esophageal  Hiatus  in  the  Obese  Patient 

DAVID  V.  PECORA,  M.D. 

Altoona,  Pennsylvania 


For  a number  of  reasons  transab- 
dominal repair  of  esophageal 
hiatal  hernia  may  be  preferred.  It 
permits  surgical  treatment  of  concom- 
itant abdominal  pathology  and  ap- 
pears to  have  a less  deleterious  effect 
upon  pulmonary  ventilation  than  the 
transthoracic  approach.1  For  the 
latter  reason  it  may  be  especially  indi- 
cated in  the  excessively  obese  patient 
— the  very  type  in  which  exposure  is 
notoriously  difficult.  During  the  last 
several  years,  the  technique  has  been 


found  to  be  of  invaluable  assistance. 
Figure  I demonstrates  the  method  of 
inserting  sutures  posterior  to  the 
esophagus  with  the  aid  of  a safety 
pin.  Passage  of  the  pin  can  be  ac- 
complished by  palpation  alone.  It  is 
necessary  to  visualize  only  one  crus  at 
a time;  this  usually  can  be  accom- 
plished without  difficulty. 

REFERENCE 

1.  Pecora,  D.  V.:  Major  nonpulmonary  sur- 
gery upon  patients  with  pulmonary  disease, 
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Successive  views  of  hiatus  being  sutured.  The  rim  of  the  hiatus  has  been  identified.  1.  Esophagus  retracted  to 
right  (by  1"  ribbon  retractor  or  penrose  sling);  suture  inserted  in  left  rim  of  hiatus.  2.  Pin  attached  to  suture  passed 
by  palpation  behind  esophagus.  3.  Esophagus  retracted  to  left;  suture  inserted  into  right  border.  4.  Other  end  of 
suture  attached  to  pin  passed  as  in  2.  5.  Suture  tied.  This  may  permit  remaining  sutures  to  be  inserted  without 
difficulty  from  the  right  side.  If  necessary  pin  technique  may  be  repeated. 
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when  he  just  can’t  sleep 

Tuinal 

One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  %,  1%,  and  3-grain  Pulvules 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal,  comprised  of  equal  parts  of  Seconal® 
Sodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodium 
(sodium  amobarbital,  Lilly),  is  indicated  for  prompt  and 
moderately  long-acting  hypnosis.  Not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  1 Vi  to  3 grains  at  bedtime. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Recurrent  Herpes  Simplex 
Ocular  Infection 

Early  diagnosis  and  treatment  are  essential  to  protect  against  this  leading 
cause  of  blindness  in  the  United  States 


PETER  R.  LAIBSON,  M.D. 
Philadelphia,  Pennsylvania 

Man  is  usually  subject  to  infection 
by  certain  viruses  (such  as 
rubella,  variola  and  vaccinia) 
only  once  in  a lifetime.  The  humoral 
immunity  these  viruses  induce  pro- 
vides protection  during  subsequent  ex- 
posure. On  the  other  hand,  there  are 
virus  diseases  which  frequently  are 
recurrent,  herpes  simplex  being  per- 
haps the  most  common.  Herpetic  in- 
fections most  often  are  encountered 
as  cutaneous  eruptions  around  the  lips 
(cold  sore  or  fever  blister),  and  less 
frequently  as  ocular,  digital  or  genital 
lesions. 

The  herpes  simplex  virus  is  respon- 
sible for  more  corneal  scarring  and 
blindness  in  the  United  States  than 
any  other  ocular  infective  organism. 
It  is  the  repeated  recurrences  of  kerati- 
tis, however,  that  cause  morbidity,  and 
not  the  primary  infection.  Unfortu- 
nately, recurrent  herpetic  involvement 
of  the  cornea  is  common;  26  percent 
of  patients  who  acquired  corneal 
herpes  for  the  first  time  subsequently 
developed  another  lesion  in  a two 
year  follow  up  period.1 

Subsequent  to  healing  of  the  pri- 
mary corneal  and/ or  conjunctival  dis- 
ease, the  virus  is  thought  to  take  an 
occult  or  latent  form  within  the  cell 
where  it  may  remain  dormant  for  long 
periods.  Eventually,  in  response  to  an 
adequate  stimulus  in  a susceptible 
host,  disease  again  is  manifested. 
There  are  no  obvious  features  distin- 
guishing the  latent  phase  of  herpes 
simplex,  nor  is  it  possible  to  detect  the 
virus  during  latency.  What  little  pic- 
ture there  is  of  this  latent  stage  comes 
from  the  blood,  where  both  neutraliza- 

■ Dr.  Laibson  is  an  associate  with  the 
Cornea  Service,  Wills  Eye  Hospital 
and  Research  Institute,  Philadelphia. 

Hi  The  study  presented  in  this  paper 
was  partially  supported  by  The  Na- 
tional Institute  of  Neurological  Dis- 
eases and  Blindness,  U.  S.  Public 
Health  Service,  Grant  NB-06355. 


tion  and  complement  fixation  tests 
have  been  used  to  detect  antibodies 
to  herpes. 

Andrewes  and  Carmichael  2 first 
reported  that  herpes  simplex  encepha- 
litis recurred  only  in  those  with  neu- 
tralizing antibody  to  herpes.  Bud- 
dingh  et  al.3  stated  that  neutralizing 
antibody  in  primary  herpetic  gingivo- 
stomatitis was  first  detected  from  the 
fourth  to  seventh  day  following  the 
onset  of  disease.  Maximal  levels  were 
reached  in  the  second  and  third  weeks 
after  infection  and  in  all  instances 
dropped  to  lower  levels  later.  Subse- 
quent increases  in  neutralizing  anti- 
body levels  developed  when  virus  was 
recovered  from  sputum,  although  no 
evidence  of  infection  was  present. 
Following  each  rise  the  antibody  level 
dropped  promptly.  Generally  age  and 
socioeconomic  grouping  determine 
levels  of  herpes  antibody  in  population 
studies.  Of  an  adult  group  of  patients 
on  a hospital  ward,  84  percent  had 
neutralizing  antibody,  whereas  in  a 
group  of  young  physicians  this  figure 
was  37  percent.4 

In  adults  it  is  difficult  to  determine 
if  a dendritic  corneal  lesion  represents 
the  first  encounter  the  patient  has  had 
with  the  herpes  simplex  virus.  Mem- 
ory of  previous  disease  cannot  be 
relied  upon  in  these  cases,  as  minimal 
symptoms  or  inapparent  infection  is 
frequently  the  rule  in  the  primary  in- 
volvement. Therefore,  in  adults  with 
ocular  herpes  noted  for  the  first  time, 
all  that  can  be  stated  is  that  the  infec- 
tion is  primary  for  the  eye  only.  If 
no  antibody  is  present  when  tested 
within  the  first  three  days  of  symptoms, 
it  is  presumably  a systemic  primary 
herpetic  infection. 

The  possible  role  of  antibodies  in 
recurrent  herpetic  disease  has  been 
touched  upon  by  Tokumaru.5  From 
a group  of  forty-two  young  patients 
with  various  non-ocular  herpetic  dis- 
ease (of  which  seventeen  were  recur- 
rent), the  gamma  A,  G and  M im- 


munoglobulins were  tested.  He  postu- 
lated that  an  imbalance  of  synthesis 
of  these  three  immunoglobulins  may 
be  responsible  for  recurrent  episodes 
of  herpetic  disease.  A deficiency  of 
the  gamma  A was  associated  with 
recurrences.  Evaluation  of  ocular 
herpes  along  these  lines  is  now  in 
progress. 

During  latency  viral  reproduction  is 
blocked  and  the  patient  is  free  of  dis- 
ease. This  symbiotic  arrangement  may 
continue  indefinitely.  Herpetic  kerati- 
tis occurring  years  after  the  primary 
ocular  infection  may  be  due  to  reacti- 
vation of  latent  virus  or  re-infection. 
Good  and  Campbell,6  utilizing  anaphy- 
lactic shock  as  a precipitating  factor, 
were  able  to  reactivate  herpetic  en- 
cephalitis in  rabbits  which  had  re- 
covered spontaneously  from  experi- 
mentally induced  herpes  simplex  en- 
cephalitis previously.  Virus  also  was 
isolated  from  the  central  nervous  sys- 
tem of  rabbits  in  quiescent  periods 
and  during  spontaneous  exacerbations, 
indicating  that  the  herpes  simplex 
virus  had  remained  in  some  non-in- 
fectious  forms  following  the  initial  in- 
fection. Schmidt  and  Rasmussen 7 
successfully  precipitated  recurrent  her- 
petic encephalomyelitis  in  rabbits  by 
injecting  epinephrine  systemically  in 
animals  previously  infected  with  her- 
pes simplex  virus. 

Anderson  et  al s reactivated  herpes 
simplex  virus  in  healed  rabbit  corneal 
herpes  by  evoking  a local  Arthus  reac- 
tion in  the  cornea.  They  also  de- 
scribed several  instances  of  sponta- 
neous virus  release  not  related  to 
Arthus  stimulation.  Laibson  and 
Kibrick,9  using  epinephrine  injected 
intramuscularly,  reactivated  herpes 
simplex  virus  from  healed  corneal  her- 
petic lesions  and  described  the  keratitis 
which  accompanied  virus  release. 
They  noted  the  same  response  to  ap- 
plication of  epinephrine  locally  in  oint- 
ment form.  Reactivation  of  virus  fol- 
lowing epinephrine  stimulation  was 
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TABLE  I 


Precipitating  Causes  of  Recurrent  Herpes  Simplex  Virus  Infections 


Local  Hyperpyrexia 

Trauma 

Artificial  Fever 

Wind 

Febrile  Disorders,  (Malaria, 

Section  of  V Nerve 

Typhoid  Fever,  Pneumonia) 

Emotional  Upsets 

Local  Ultraviolet  Radiation 

Flpinephrine 

Menstruation 

Systemic 

Administration  of  Foreign  Proteins 
Lesions  of  the  Gasserian  Ganglion 

Local 

encountered  more  than  a year  after 
the  initial  herpetic  incident.  Sponta- 
neous virus  release  was  noted  in  their 
studies  intermittently  during  control 
periods  on  various  occasions  up  to 
604  days  after  the  initial  infection. 
Uninfected  eyes  of  rabbits  similarly 
cultured  were  consistently  negative. 
From  these  four  studies  it  appears  that 
subsequent  disease  is  due  to  reactiva- 
tion of  latent  virus  rather  than  re- 
infection. 

Herpes  simplex  virus  has  been  iso- 
lated in  man  from  various  sites  other 
than  the  eye  in  the  absence  of  clinical 
disease.  The  appearance  of  virus  spon- 
taneously in  man  and  experimental 
animals  after  the  initial  infection  has 
healed  may  be  part  of  the  natural 
course  of  the  disease.  It  is  strongly 
suggested  from  clinical  evidence  that 
various  trigger  mechanisms  which  are 
known  to  precede  recurrent  keratitis 
(TABLE  I)  activate  the  viral  cycle. 
The  level  of  protective  immunoglobu- 
lins at  the  time  of  stimulation  perhaps 
influences  the  response  to  these  pre- 
cipitating events. 

One  may  ask  where  the  viral  pre- 
cursor beds  during  hibernation.  We 
have  some  evidence  for  conjecture 
from  the  analogous  situation  occurring 
in  recurrent  fever  blisters.  Several  in- 
vestigators have  described  facial  herpes 
in  patients  with  herpetic  antibodies 
following  trigeminal  sensory  root  sec- 
tion for  tic-douloureux.  Lesions  ap- 
pear on  the  homolateral  side  within 
the  distribution  of  the  second  or  third 
division  of  the  cut  fifth  nerve  on  skin 
or  mucosa.  Interruption  of  the  second 
or  third  sensory  divisions  of  the  fifth 
nerve  before  root  section  aborts  the 
appearance  of  herpes.  Paine10  (1964) 
has  postulated  that  virus  in  the  pri- 
mary infection  travels  in  the  sensory 
nerves,  probably  in  Schwann  cells,  to 
the  ganglion.  In  the  ganglion  the  non- 


infective  form  remains  latent.  On  acti- 
vation, new  virus  particles  are  formed 
which  then  travel  down  the  axon  to 
the  epithelial  cells  once  more.  Other 
possible  sites  of  hibernation  include 
epithelial  cells  and  sensory  nerve  end- 
ings. It  is  striking,  considering  the 
latter  possibility,  that  corneal  anes- 
thesia is  such  a common  finding  even 
years  after  the  herpetic  lesion  has 
healed.  Anesthesia  may  be  present 
over  areas  of  corneal  scarring  or  in 
clear  cornea.  This  can  be  a helpful 
sign  in  the  diagnosis  of  recurrent  dis- 
ease. 

Attempts  to  detect  the  cellular  pro- 
tein interferon,  which  may  play  a 
prominent  part  in  the  virus  growth 
cycle,  have  not  been  pursued  during 
the  latent  phase  of  herpes  simplex 
infections  in  man.  Interferon  reaches 
its  peak  in  the  first  eighteen  hours  of 
virus  infection.  The  great  majority 
of  patients  have  not  required  medical 
assistance  by  that  time  as  their  infec- 
tions are  either  minimal  or  symptom 
free;  therefore,  work  along  this  line 
must  be  pursued  in  animals.  With 
new  experimental  animal  models  for 
inducing  recurrent  herpetic  keratitis 
the  dynamics  of  latency  and  reinfec- 
tion are  being  investigated. 

Presently  the  primary  defense 
against  corneal  scarring  from  recur- 
rent disease  is  the  early  diagnosis  of 
reactivation,  which  is  enhanced  by  the 
patient's  awareness  of  the  nature  of 
the  disease.  The  avoidance  of  local 
steroids  is  essential  unless  there  is  a 
specific  reason  for  their  use,  such  as 
anterior  uveitis  or  corneal  vasculariza- 
tion. Idoxuridine*  (IUDR)  in  oint- 
ment form  (particularly  for  children), 
or  liquid  form  remains  the  only  medi- 


*  Dendrid.  Alcon  Laboratories;  Herplex,  Al- 
lergan Pharmaceuticals;  Stoxil,  Smith,  Kline 
and  French  Laboratories. 


cation  with  some  established  effective- 
ness. Debridement  of  the  involved 
epithelium,  whether  it  be  mechanical, 
chemical  or  with  the  cryostylet,  in 
cases  of  IUDR  fastness  or  resistance 
is  essential.  An  aid  to  diagnosis  may 
be  found  in  the  past  history  and  im- 
mediately preceding  incidents  related 
to  trigger  mechanisms  or  concurrent 
herpetic  manifestations  elsewhere  in 
the  body. 

Conclusion 

The  leading  cause  of  blindness  in 
the  United  States  due  to  corneal  in- 
fective disease  stems  from  recurrent 
or  chronic  herpes  simplex  keratitis. 
Despite  the  presence  of  circulating 
antibody  induced  by  this  virus,  subse- 
quent recurrent  infection  is  common. 
During  the  latent  or  symptom-free 
stage  it  is  not  possible  to  detect  the 
virus  or  viral  precursor.  In  response 
to  certain  trigger  mechanisms,  how- 
ever, viral  replication  is  resumed  lead- 
ing to  new  infection.  Reproduction 
of  similar  disease  processes  in  experi- 
mental animals  may  help  our  under- 
standing of  the  pathogenesis  of  these 
infections,  but  presently  early  diagno- 
sis and  initiation  of  therapy  rather 
than  prophylaxis  is  the  first  line  of 
defense. 
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I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia — have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 

A quality  controlled  product  of 

Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


Eananil 


(meprobamate) 


Parathyroid  Disease:  Changing  Concepts 

Demonstration  of  an  elevated  serum  calcium  and  a lowered  serum 
phosphorus  is  the  basis  for  the  diagnosis  of  hyperparathyroidism 

WILLIAM  P.  GRAHAM,  III,  M.D.  AND  HENRY  P.  ROYSTER,  M.D. 

Philadelphia,  Pennsylvania 


The  study  of  disorders  of  the  para- 
thyroid glands  has  gained  much 
impetus  since  the  early  publica- 
tions of  Shelling  1 and  Albright.2  As 
the  early  work  done  in  the  1930s  pro- 
gressed to  a fuller  understanding  of 
hyperparathyroidism  and  the  methods 
of  diagnosing  disorders  of  calcium 
metabolism  became  more  and  more 
sophisticated,  the  intricacies  of  the 
control  of  the  serum  calcium  and 
phosphorus  level  by  the  parathyroid 
gland  have  become  apparent. 

In  addition  to  the  adenomas  of  the 
parathyroid  gland,  several  forms  of 
primary  hyperplasia  may  occur.  In 
1934,  Albright  and  his  co-workers 3 
described  Wasserhelle  cell  hyperpla- 
sia. It  was  not  until  1958  that  Cope 
et  al  4 were  able  to  demonstrate  con- 
clusively the  occurrence  of  Chief  cell 
hyperplasia  as  a cause  of  hyperpara- 
thyroidism. They  now  have  reported 
that  this  is  the  most  frequent  form 
of  primary  parathyroid  hyperplasia 
found  in  their  patients.5  Although  it 
may  be  difficult  to  distinguish  between 
hyperplasia  and  an  adenoma,  it  is 
often  possible  to  demonstrate  a rim 
of  normal  parathyroid  tissue  about  the 
margin  of  an  adenoma:  while  in  the 
hyperplastic  gland,  the  distinction  be- 
tween normal  and  abnormal  gland 
shows  no  such  clear  demarcation.5 

Carcinoma  of  the  parathyroid  gland 
is  infrequent.  In  the  series  of  343 
patients  discussed  by  Cope,5  fifteen 
had  carcinoma  while  263  patients  had 
single  adenomas  of  the  parathyroid. 
In  this  group,  there  were  fifty-two  pa- 
tients with  primary  hyperplasia,  thirty- 
seven  of  whom  had  the  Chief  cell 
variety. 

■ At  the  University  of  Pennsylvania , 
Dr.  Royster  is  professor  of  surgery, 
School  of  Medicine  and  chief,  plastic 
surgery  division  of  the  University  Hos- 
pital. Dr.  Graham  is  instructor  in 
plastic  surgery  at  the  School  of  Medi- 
cine and  director  of  the  tumor  clinic, 
Graduate  Hospital. 

■ This  study  supported  in  part  by 
USPIIS  Clinical  Cancer  Traineeship 
Grants  CST-374-65  and  CST-374  B66. 


Hyperplasia  of  the  parathyroids  can 
accompany  renal  disease,  and  also  can 
occur  in  osteomalacia  and  rickets.  In 
these  disorders,  however,  the  gross  en- 
largement is  not  as  great  as  that  seen 
in  the  primary  hyperplasia  of  hyper- 
parathyroidism.5 

Approximately  five  hundred  patients 
with  parathyroid  adenomas  have  been 
described  in  the  literature  from  1925 
(when  Mandl  °>  7 removed  the  first 
parathyroid  adenoma)  to  1955.  Since 
that  time,  large  numbers  of  cases  have 
been  reported  from  many  institutions, 
including  the  Massachusetts  General 
Hospital,5  the  Mayo  Clinic  8 and  the 
University  of  California  Medical  Cen- 
ter in  San  Francisco.9 

Many  workers  such  as  Green- 
wald,10  MacCallum  and  Voegtlin,11 
Salvesen  12  and  others  contributed  to 
the  early  understanding  of  parathyroid 
physiology.  In  1924  and  1925,  Han- 
son 13  and  Collip  14  independently  pre- 
pared extracts  of  the  parathyroid  gland 
and  in  1929,  Albright15’  16  demon- 
strated the  actions  of  the  parathyroid 
hormone  to  be  that  of  phosphate 
diuresis  with  a decrease  in  the  blood 
phosphate  level  and  a concomitant 
rise  in  the  serum  calcium  with  an  in- 
crease in  the  urinary  calcium.  The 
present  concept  of  calcium  metabo- 
lism as  influenced  by  parathyroid  hor- 
mone represents  a modification  of  this 
original  hypothesis.  Namely,  para- 
thyroid hormone  inhibits  the  tubular 
reabsorption  of  phosphorus  and  re- 
leases calcium  from  bone.  It  is  possi- 
ble that  a primary  action  of  para- 
thyroid hormone  in  bone  might  he  the 
release  of  citrate  and  lactate,  lower- 
ing the  pH  and  thereby  freeing  cal- 
cium from  its  binding  in  bone.17 

The  direct  action  of  parathyroid 
hormone  on  bone  was  unequivocally 
shown  by  Barnicot 18  and  Chang.19 
Gordan  20  demonstrated  that  human 
serum  albumin  is  necessary  for  the 
release  of  radiocalcium  from  boiled 
dried  calcium  labeled  mouse  bone.  As 
this  action  was  not  inhibited  by  heat- 
ing the  serum  to  50  ° C.,  the  role  of 
phosphatases  and  other  thermolabile 


substances  in  this  reaction  has  been 
eliminated.  It  is  possible  that  this 
physio-chemical  action  of  parathyroid 
peptide  may  explain  some  of  its  bio- 
logical functions  in  the  binding  of 
divalent  cations  by  an  albumin  para- 
thyroid peptide  complex. 

Some  of  the  most  exciting  work 
performed  in  parathyroid  physiology 
is  that  of  Copp,21  which  has  led  to  the 
discovery  of  calcitonin,  the  calcium 
lowering  hormone  of  the  parathyroid 
thyroid  axis.  The  more  recent  inves- 
tigations hy  Hirsch  22  and  Copp  23 
and  their  associates  indicate  that  there 
are  possibly  two  types  of  calcitonin 
which  are  quite  similar  in  size  and 
chemical  property.  One  has  its  origin 
in  the  thyroid  gland  and  has  been 
termed  thyrocalcitonin.  The  other, 
probably  arising  from  the  parathyroid 
gland  directly,  is  calcitonin.  On  the 
basis  of  these  two  hormones  and  the 
minute  to  minute  maintenance  of  the 
serum  calcium  level,  Copp  23  has  pos- 
tulated that  calcium  homeostasis  may 
be  the  result  of  a dual  negative  feed- 
back mechanism  involving  parathy- 
roid hormone  and  calcitonin  not  un- 
like that  of  the  dual  negative  feed- 
back mechanism  of  the  pancreas  in- 
volving insulin  and  glucagon. 

Knowledge  of  the  patho-physiology 
of  hyperparathyroidism  has  been 
hampered  by  the  lack  of  a direct  meth- 
od for  measuring  the  hormone.  The 
diagnosis  is  therefore  dependent  upon 
indirect  methods  of  measuring  para- 
thyroid activity.  No  one  method  is 
preferable  to  another  and  all  must  be 
used  with  extreme  ingenuity  to  un- 
cover hyperparathyroidism.  The  in- 
direct methods  of  determining  para- 
thyroid excess  are  dependent  upon  the 
following  activities  of  the  hormone  in 
the  body: 

1.  Phosphorus  Diuresis:  Albright 15 
showed  that  parathyroid  extract  would 
lower  the  serum  phosphorus  levels  and 
increase  the  urinary  phosphorus  excre- 
tion in  patients  with  hyperparathy- 
roidism. This  phosphorus  diuresis  is 
effected  by  interference  with  the  renal 
tubular  reabsorption  of  phosphorus. 
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Although  hypophosphotemia  had  been 
thought  essential  in  the  diagnosis  of 
hyperparathyroidism,  Goldman  and 
his  co-workers 9 found  that  60  per- 
cent of  their  patients  with  hyperpara- 
thyroidism had  normal  or  only  slightly 
lowered  serum  phosphorus  levels. 
Since  phosphorus  diuresis  may  take 
place  in  the  absence  of  parathyroid 
hormone,24  mechanisms  other  than 
changes  in  the  rate  of  parathyroid 
hormone  secretion  must  account  for 
part  of  the  renal  response  to  fluctua- 
tions in  phosphorus  intake. 

2.  Elevation  of  Serum  Calcium: 
Hypercalcemia  is  essential  for  the 
diagnosis  of  hyperparathyroidism,  but 
the  extreme  degrees  of  serum  calcium 
elevation  of  past  years  rarely  occur 
now.  The  presence  of  hypercalcemia 
must  be  determined  on  several  occa- 
sions and  requires  extremely  careful 
laboratory  technique. 

3.  Parathyroid  Extract  Injection: 

The  direct  renal  effect  of  parathyroid 
extract  has  been  well  described  by 
Handler  et  al.25  They  showed  that 
the  minute  excretion  of  phosphate  was 
two  to  six  times  normal  and  the  over 
excretion  continued  even  after  the 
period  of  diuresis  following  adminis- 
tration of  parathyroid  hormone.  The 
rising  glomerular  filtration  rate  and 
renal  plasma  flow  lasted  for  more  than 
four  hours  while  a variable  plasma 
response  occurred.  No  decrease  in  the 
tubular  reabsorption  occurred:  the 

filtration  merely  exceeded  the  tubules’ 
capacity  to  reabsorb  phosphorus  in 
animals  given  an  intravenous  injec- 
tion. 

Ingalls  20  showed  that  the  altera- 
tions in  calcium  metabolism  produced 
by  parathyroid  hormone  fundamen- 
tally affected  bone  so  that  within 
twenty  hours  after  injection  of  large 
doses  of  parathyroid  hormone  in 
nephrectomized  rats,  early  histologic 
changes  compatible  with  those  seen  in 
hyperparathyroidism  occurred. 

Clinical  Hyperparathyroidism 

The  signs  and  symptoms  of  clini- 
cal hyperparathyroidism  reflect  the 
correlation  of  the  pathology  of  the 
disease  and  its  effects.  Hyperparathy- 
roidism in  85-90  percent  of  patients 
results  from  adenomatous  change  in 
one  or  more  glands.  Ten  percent  of 
patients  will  have  generalized  hyper- 
plasia of  the  parathyroids,  while  less 
than  five  percent  of  people  affected 
with  hyperparathyroidism  will  have 
carcinoma  of  the  parathyroid  gland. 

1.  Symptoms  Due  to  Hypercalce- 
mia: The  symptoms  of  hypercalcemia 


are  protean  and  include:  hyposthenu- 
ria, nocturia,  polyuria,  thirst,  dehydra- 
tion, nausea,  anorexia,  vomiting,  con- 
stipation, abdominal  pain,  weakness, 
loss  of  weight,  lassitude,  bradycardia 
and  cardiac  irregularities. 

2.  Renal  Involvement:  Renal  cal- 
culi or  nephrocalcinosis  with  or  with- 
out uremia  may  occur.  The  incidence 
of  renal  disease  has  been  as  high  as 
70  percent  in  some  series  of  patients 
with  primary  hyperparathyroidism.0 

3.  Skeletal  Disease:  Originally  the 
most  frequent  objective  finding  in 
hyperparathyroidism,  this  has  been  a 
rapidly  decreasing  occurrence  as  more 
sophisticated  determinations  of  the 
chemical  abberations  of  hyperparathy- 
roidism become  available.  About  20 
percent  of  patients  in  most  series  will 
have  roentgenographic  evidence  of 
bone  disease.9  There  will  be  a gen- 
eral demineralization  with  the  erosion 
of  cortical  bone  best  seen  on  the  radial 
side  of  the  middle  phalanges  of  the 
fingers.  If  cysts  form  (von  Reck- 
lingenhausen’s  disease  of  bone),  frac- 
tures and  skeletal  shortening  may  oc- 
cur. 

4.  Peptic  Ulcer:  Black  reported 
peptic  ulceration  in  24  percent  of  the 
patients  with  hyperparathyroidism  at 
the  Mayo  Clinic 8 and  ulcer-like 
symptoms  in  an  additional  15-20  per- 
cent of  patients. 

Black,  and  Zimmer,27  and  Ellison  28 
et  al  were  unable  to  demonstrate  a 
positive  relationship  when  all  patients 
who  had  gastrointestinal  complaints 
were  screened  for  hyperparathyroid- 
ism. Shrifter  29  believes  that  there  is 
no  direct  cause  and  effect  relationship 
between  peptic  ulceration  and  hyper- 
parathyroidism. 

5.  Pancreatitis:  Cope  reported  a 

3 percent  incidence  of  pancreatitis  in 
the  343  patients  with  hyperparathy- 
roidism seen  at  the  Massachusetts 
General  Hospital.5  In  1962,  Turchi 
and  his  colleagues,30  in  reporting  two 
patients  with  pancreatitis  and  hyper- 
parathyroidism. were  able  to  find  only 
twenty-six  such  patients  in  the  litera- 
ture, although  Kyle 31  reports  a 12 
percent  incidence  of  pancreatitis  in  the 
patients  seen  at  Georgetown  Univer- 
sity. 

6.  Familial  Hyperparathyroidism: 
Cutler  in  (1964  ) 32  reported  one  fam- 
ily in  which  eleven  cases  of  Chief  cell 
hyperplasia  were  found.  Nearly  half 
of  these  patients  had  multiple  para- 
thyroid gland  involvement  in  contrast 
to  about  15  percent  of  the  patients 


with  non-familial  variety  of  the  dis- 
ease. 

7.  Multiple  Endocrine  Adenomato- 
sis: The  possibility  of  other  endocrine 
tumors  must  always  be  considered  in 
patients  with  primary  hyperparathy- 
roidism. Most  commonly,  there  may 
be  associated  tumors  of  the  pituitary 
and  pancreatic  glands.  33 

8.  Newborn  Tetany:  The  occur- 

rence of  tetany  in  the  newborn  may 
lead  to  the  detection  of  maternal 
hyperparathyroidism.34’  35  On  the 
contrary,  women  who  are  treated  for 
hypoparathyroidism  while  pregnant  do 
not  appear  to  have  a greater  incidence 
of  fetal  complications  or  difficulty  with 
the  management  of  their  hypoparathy- 
roidism during  pregnancy.36 

The  Diagnosis  of 
Hyperparathyroidism 

1.  Serum  Calcium:  The  diagnosis 
of  uncomplicated  hyperparathyroid- 
ism is  based  upon  an  elevated  serum 
calcium  and  reduced  serum  phos- 
phorus level  on  repeated  examinations. 
The  urinary  calcium  output  is  in- 
creased while  the  serum  alkaline  phos- 
phatase is  elevated  only  if  bone  dis- 
ease is  evident. 

2.  Urinary  Calcium:  Because  of 

the  difficulty  in  achieving  metabolic 
equilibration  and  the  need  for  a strict- 
ly regulated  constant  calcium  diet, 
most  determinations  of  urinary  cal- 
cium are  not  helpful  in  the  diagnosis 
of  hyperparathyroidism. 

3.  Tubular  Reabsorption  of  Phos- 
phorus: In  patients  with  borderline 

serum  calcium  elevations,  the  tubular 
reabsorption  of  phosphorus  (TRP ) 
should  be  measured  because  parathy- 
roid hormone  will  inhibit  this  activity. 
In  the  normal,  healthy  adult,  10-20 
percent  of  the  phosphorus  filtered 
daily  is  excreted.  Thus,  the  tubular 
reabsorption  of  phosphorus  is  80-90 
percent  in  the  patient  with  normal 
renal  function.37 

Dietary  restriction  of  serum  phos- 
phorus will  normally  lead  to  an  in- 
crease in  the  TRP  that  is  maximal  on 
the  third  day.  This  is  a homeostatic 
mechanism  to  conserve  phosphate 
and  is  probably  a major  function  of 
the  parathyroid  gland.  If  a diet  rich 
in  phosphorus  is  given  to  the  patient, 
the  tubular  reabsorption  of  phos- 
phorus will  be  reduced  to  a physiologic 
minimum  of  75  percent.  In  order  to 
interpret  the  TRP,  the  approximate 
dietary  intake  of  phosphorus  must  be 
known. 

Patients  with  hyperparathyroidism 
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who  have  urolithiasis  will  be  instructed 
to  take  diets  containing  little  phos- 
phorus. Such  a diet  in  the  normal 
person  may  raise  the  TRP  as  high  as 
95  percent.  Those  patients  with  peptic 
ulcer  symptoms  may  receive  diets  that 
are  rich  in  phosphorus  (largely 
milk).  This  type  of  diet  can  reduce 
the  tubular  reabsorption  of  phos- 
phorus in  the  normal  person  to  75 
percent. 

A diminution  in  the  tubular  re- 
absorption of  phosphorus  may  occur 
in  hypocalcemic  osteomalacia,  possi- 
bly because  of  the  secondary  hyper- 
parathyroidism that  is  a component 
of  this  disorder.  It  also  occurs  in  the 
phosphate  diabetes  syndrome  of  Debre, 
de  Toni  and  Fanconi  and  impaired 
tubular  transport  of  phosphorus  as  a 
result  of  infiltration  of  the  renal  tubules 
with  abnormal  protein  and  subsequent 
lowering  of  the  TRP  may  occur  in  pa- 
tients with  sarcoidosis  and  multiple 
myeloma.  Neither  osteoporosis  nor 
uncomplicated  urolithiasis  will  alter 
the  TRP. 

A normal  serum  phosphorus  level 
in  the  presence  of  a diminished  tubu- 
lar reabsorption  of  phosphorus  prob- 
ably results  from  an  increased  inges- 
tion of  phosphorus.  Gordan  et  al 37 
have  shown  that  a low  phosphorus 
diet  will  cause  hypophosphatemia 
within  three  days  in  patients  with 
hyperparathyroidism.  This  diet  will 
not  lower  the  serum  phosphorus  levels 
of  normal  people  below  the  lower 
range  of  normal.  Thus,  the  low  phos- 
phorus diet  is  a useful  tool  in  pro- 
ducing diagnostic  hypophosphatemia. 
Also,  patients  with  hyperparathyroid- 
ism receiving  a low  phosphorus  diet 
will  be  unable  to  raise  their  tubular 
reabsorption  of  phosphorus  above  85 
percent  while  normal  people  may  at- 
tain values  of  90  percent  or  higher, 
providing  the  endogenous  creatinine 
clearance  is  normal. 

4.  Tracer  Test:  Strontium  and  cal- 
cium move  from  blood  to  bone  at 
identical  rates.  Eisenberg  38  has  dem- 
onstrated that  in  patients  with  hyper- 
parathyroidism the  exchangeable  cal- 
cium pool  is  greatly  enlarged  and  the 
rate  of  osteogenesis  may  be  increased 
by  as  high  as  40  percent.  Thus,  the 
rate  at  which  calcium  (strontium) 
enters  bone  in  individuals  with  hyper- 
parathyroidism may  be  highly  signifi- 
cant and  of  value  in  diagnosis. 

5.  Calcium  Infusion:  Howard 39 
has  used  the  calcium  tolerance  in- 
fusion test  to  discover  those  patients 
with  normal  serum  phosphorus  levels 
who  have  hyperparathyroidism. 


The  administration  of  large  amounts 
of  calcium  will  reduce  parathyroid 
activity  leading  to  a fall  in  the  urinary 
excretion  of  phosphorus  with  a rise  in 
the  serum  phosphorus  level.  This  re- 
sponse will  not  occur  in  patients  with 
hyperparathyroidism,  whom  Howard 
feels  do  not  have  a normal  homeo- 
static control  of  parathyroid  hormone 
secretion. 

Normal  responses  to  this  test  have 
been  demonstrated  in  patients  with 
surgical  absence  of  the  parathyroid 
glands,  indicating  that  changes  in 
urinary  and  serum  phosphorus  levels 
are  not  solely  dependent  upon  para- 
thyroid function. 

6.  Cortisone  Suppression  Test: 
Connor 40  and  Dent 41  have  demon- 
strated that  the  hypercalcemia  of 
sarcoidosis  and  various  malignancies 
may  be  differentiated  from  the  hyper- 
calcemia of  hyperparathyroidism  by 
treatment  with  cortisone.  Gwinup  and 
Sayle,42  however,  have  reported  in- 
stances in  which  the  hypercalcemia  of 
hyperparathyroidism  was  ameliorated 
by  the  administration  of  cortisone. 

7.  Urinary  Calcium:  The  deter- 

mination of  urinary  calcium  is  prob- 
ably of  no  value  in  the  diagnosis  of 
hyperparathyroidism.  Many  patients 
with  urolithiasis  may  have  hypercal- 
ciuria,  probably  because  of  complicat- 
ing infection  and  a renal  tubular  cal- 
cium leak. 

8.  Alkaline  Phosphatase:  This  de- 
termination will  be  elevated  only  if 
bone  disease  is  advanced. 

9.  Roentgen  Study  of  Bone:  The 
characteristic  lesions  of  hyperparathy- 
roidism may  be  demonstrated  by  the 
appropriate  x-ray  studies.  A contrast 
examination  of  the  esophagus  with 
barium  may  occasionally  demonstrate 
the  impression  of  a large  adenoma  on 
this  structure. 

10.  Bone  Biopsy:  This  is  not  neces- 
sary for  the  diagnosis,  as  almost  all 
patients  with  hyperparathyroidism  will 
show  the  histological  changes  in  bone 
even  if  the  serum  alkaline  phosphatase 
level  is  normal.  These  changes  are 
not  pathognomonic  since  they  may  oc- 
cur in  osteomalacia  and  advanced 
malignancy. 

11.  Seleniomethionine  Scanning: 
Radiographic  visualization  of  the  para- 
thyroid glands  has  been  attempted  by 
many  methods.  Angiographic  demon- 
stration has  not  been  successful  with 
any  degree  of  consistency.43  Radio- 
cyanocobalantine  is  concentrated  in 
parathyroid  tissue  but  has  insufficient 


specificity  to  permit  its  use  in  external 
scanning.  44  Potchen  45’4(i  has  shown 
that  tritiated  methionine  will  selec- 
tively label  the  parathyroid  glands  in 
calcium  depleted  rats.  The  adminis- 
tration of  seleniomethionine  following 
triodothyronine  suppression  of  the  thy- 
roid gland  may  demonstrate  the  para- 
thyroid glands.  It  is  likely  that  the 
application  of  this  technique  is  most 
useful  in  the  instances  of  residual 
hyperparathyroidism  after  previous 
cervical  surgery. 

One  of  the  most  difficult  diagnostic 
dilemmas  is  that  of  differentiating  the 
hypercalcemia  of  metastatic  malig- 
nancy from  that  of  primary  parathy- 
roid disease.  Carcinoma  of  the  breast, 
lung,  kidney  and  thyroid  may  lead  to 
elevation  of  the  serum  calcium  even  in 
the  absence  of  demonstrable  bony 
metastases.  The  serum  alkaline  phos- 
phatase may  be  elevated,  depending  on 
the  existence  of  bone  disease,  and  the 
serum  phosphorus  may  be  normal  or 
only  slightly  lowered.47 

The  degree  of  hypercalcemia  seen 
with  malignancy  may  be  of  sufficient 
magnitude  to  pose  a life-threatening 
situation.  The  use  of  systemic  cortico- 
steroid therapy,  adequate  hydration 
and  when  necessary  the  infusion  of 
sulfate,  citrate  or  phosphate  solutions 
may  be  beneficial.  Some  authors  ad- 
vocate the  institution  of  a low  cal- 
cium diet  in  all  patients  with  malig- 
nancy.48 Extracorporeal  dialysis  has 
been  successful  in  preparing  patients 
for  surgery  who  are  experiencing  para- 
thyroid crisis  with  marked  elevation 
of  the  serum  calcium.49 

The  mechanism  of  hypercalcemia  in 
patients  with  advanced  metastatic  dis- 
ease is  unclear.  Investigations  by 
Gordan,30  however,  have  indicated 
that  a substance  similar  to  7-dehydro- 
cholesterol  may  be  elaborated  by  the 
tumors  that  cause  hypercalcemia.  It 
is  unknown  whether  this  “humor  from 
the  tumor”  may  facilitate  the  occur- 
rence of  bony  metastases. 

Summary 

1 . The  symptoms  of  hyperparathy- 
roidism are  sufficiently  obscure  as  to 
require  shrewd  clinical  acumen  to  sus- 
pect the  diagnosis.  It  is  important 
that  this  diagnosis  be  entertained  for 
it  represents  a disorder  that  is  readily 
amenable  to  surgical  correction. 

2.  The  diagnosis  of  hyperparathy- 
roidism rests  with  the  demonstration 
of  an  elevated  serum  calcium  and  a 
lowered  serum  phosphorus.  Extreme 
ingenuity  by  the  investigator  may  be 
required  to  demonstrate  either  of  these 
aberrations  due  to  associated  renal  dis- 
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ease  or  dietary  variations  in  the  in- 
take of  these  substances. 

Useful  in  the  diagnostic  evaluation 
of  the  patient  with  suspected  hyper- 
parathyroidism are  the  serum  calcium, 
serum  phosphorus,  tubular  reabsorp- 
tion of  phosphorus,  calcium  infusion 
test  and  cortisone  suppression  test. 

Additional  useful  information  may 
be  obtained  in  selected  cases,  by  tracer 
test  with  non-radioactive  strontium  or 
seleniomethionine  scanning  of  the 
parathyroid  glands. 

3.  Associated  conditions  which  may 
lead  to  a suspicion  of  a parathyroid 
malfunction  are  pancreatitis,  peptic 
ulcer,  urolithiasis  and  multiple  endo- 
crine adenomatosis. 

4.  The  most  common  cause  of 
hypercalcemia  is  metastatic  malig- 
nancy and  at  times  the  differentiation 
of  hypercalcemia  on  this  basis  from 
that  of  primary  hyperparathyroidism 
may  be  difficult. 

5.  Since  hyperparathyroid  crisis  or 
hypercalcemia  associated  with  malig- 
nancy may  be  of  sufficient  magnitude 
to  pose  a life-threatening  situation,  the 
clinician  must  be  cognizant  of  methods 
for  lowering  the  serum  calcium  level. 
These  may  include  lowering  of  the 
dietary  calcium  intake,  assurance  of 
adequate  hydration,  administration  of 
systemic  corticoids,  and  in  dire  emer- 
gencies, the  infusion  of  sulfate, 
citrate  or  phosphate  solutions  to  bind 
the  serum  calcium  and  facilitate  its 
excretion  by  the  kidneys.  Extracor- 
poreal dialysis  may  be  another  method 
of  reducing  the  serum  calcium  to  a 
satisfactory  level  for  parathyroidec- 
tomy or  to  give  the  physician  time  to 
provide  adequate  treatment  for  pa- 
tients who  have  hypercalcemia  due  to 
other  causes. 

6.  New  investigations  by  Copp  and 
others  have  led  to  the  discovery  of 
calcitonin  and  thyrocalcitonin  and  may 
give  rise  in  the  next  few  years  to  satis- 
factory medical  management  of  cer- 
tain aspects  of  parathyroid  hyperfunc- 
tion. 
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Medical  Students  Receive  Prizes 

Fourteen  prizes  were  awarded  to  medical  students  of 
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science  faculty. 

Lynn  Iverson  (second  year  student),  St.  Davids,  won 
the  Mary  Ellis  Bell  Prize,  and  David  W.  Bilheimer  (fourth 
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the  Biochemical  Mechanism  Underlying  Photohemolysis 
of  Erythrocytes  in  Erhthropoietic  Protoporphyris.” 

This  year's  Borden  Undergraduate  Research  Award  in 
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this  year,  was  won  by  Michael  S.  Hershfield  (fourth  year 
student),  Olyphant.  The  prize  is  for  the  best  student 
research  on  birth  defects.  Hershfield  won  it  for  his  paper 
on  “Placental  Transfer  of  Nonesterified  Fatty  Acids  in  the 
Guinea  Pig.” 
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within  a week.  These  effects  are  obtained  with 
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Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
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Tandearil*  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


TA-4919  PC 


Sperling,  I L : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964 
Watts.  TW  , Jr  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin.  Med.  73:65,  1966. 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


76.9%  of  407  patients 
84.6%  of  39  patients 


Why  these  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  The  agitated  patient. 

gg?  v Anxiety— particularly  that  beyond  the 

range  of  minor  tranquilizers— fre- 
quently is  expressed  as  gross  motor 
restlessness,  fidgetiness  and  purpose- 
less movements,  and  may  erupt  into 
aggressive  behavior.  Mellaril  is  al- 
most a specific  for  those  patients 
whose  anxiety  follows  such  a pattern. 


2.  The  psychosomatic  patient. 

The  family  physician  is  rarely  given 
the  diagnostic  luxury  of  a classic, 
textbook  “anxiety  state.”  Most  often 
he  must  probe  for  anxiety  masked  by 
a functional  disorder  — or  which  exac- 
erbates a somatic  problem.  Double- 
blind evaluations  have  demonstrated 
that  Mellaril  can  be  a significant  ad- 
junct in  the  treatment  of  such  patients. 


3.  The  patient  under 
situational  stress. 

Mellaril  helps  the  patient  deal  with 
stresses  of  everyday  life.  Nonhabitu- 
ating, it  can  be  given  for  extended  pe- 
riods of  time.  It  does  not  “separate” 
the  patient  from  practical  problems 
and  pressures,  does  not  induce  eupho- 
ia  or  a fuzziness  which  can  compro- 
mise the  ability  to  cope  with  reali- 
ties. Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worrying  about. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated)  problems : the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 

Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

Mellaril 

(thioridazine) 
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seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 
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Research  in  the  Service  of  Medicine 


Did  Dorothy  Larson  show  you 
her  ankles  in  private? 

Now  she  shows  them  in  public, 


Your  office  examination  would  have  confirmed 
that  Mrs.  Larson  was  up  to  her  knees  in  edema.  Her 
heart  was  beginning  to  fail.  And  her  ankles  had 
disappeared  under  an  inch  of  salty  water. 

Along  with  digitalis,  you  might  have  prescribed 
Hygroton.  To  get  rid  of  the  edema.  And  to  keep  it 
from  coming  back.  And  you  prescribe  Hygroton  the 
same  way  you  usually  prescribe  digitalis:  just  once 
a day. 

Tablet  for  tablet,  Hygroton  is  just  about  the  most 
effective  diuretic  going.  And  it  costs  a fraction  of 
what  Mrs.  Larson  would  have  to  spend  for  equiva- 
lent therapy  with  short-acting  diuretics. 

In  fact,  Hygroton  is  an  awfully  nice  way  to  treat  the 
Mrs.  Larsons  in  your  practice.  Just  tell  them  you 
can  get  their  ankles  back  at  half  price. 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 
Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 


Hygroton 

chlorthalidone 


Average  Dosage:  One  tablet  (1 00  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  1 00  mg.  6524-V(B) 

For  full  details,  see  prescribing  information. 


postural  hypotension,  constipation,  leukopenia,  throm- 
bocytopenia, agranulocytosis,  impotence,  dysuria,  tran- 
sient myopia,  skin  reactions,  including  urticaria  and 
purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 


and  in  patients  receiving  corticosteroids.  ACTH.  or  digi- 
:alis.  Salt  restriction  is  not  recommended. 
aide  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
typerglycemia,  hyperuricemia,  headache,  muscle  cramps 


. . .so  you  might  say 
Hygroton 

is  good  public  relations 
for  Mrs.  Larson 


Because  it  gets  her  out  in  public  in  the  first  place. 

At  43,  Mrs.  Larson  worries  about  appearances  and 
swollen  ankles  don't  help. 

But  Hygroton's  cosmetic  effect  is  only  half  the 
story.  Hygroton  and  digitalis  therapy  helps  her  get 
back  in  the  swing  of  things.  Gives  her  a second 
wind.  Gets  rid  of  the  extra  pillow  she  needed  for  a 
good  night's  sleep.  Now  she  even  likes  to  take 
walks.  Justforthefun  of  it! 

When  hertroubles  began,  Mrs.  Larson  thoughtthey 
were  the  signs  of  the  change  of  life.  It's  a change 
all  right,  but  one  you  can  treat.  And  you  can  count 
on  Hygroton  to  help  keep  her  in  public  instead  of 
in  the  hospital. 

See  preceding  pages  for  brief  summary 
of  prescribing  information. 
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Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York 


A Layman  s Notes  on  Addiction 

"We  need  to  recognize  that  addiction  is  not  yet  a neat  scientific 
package  which  can  be  pushed  off  on  the  doctors." 


PETER  M.  CARNAHAN 
Harrisburg,  Pennsylvania 

Ask  any  layman  how  to  identify 
a person  under  the  influence 
of  narcotics  and  he  will  tell  you 
“dilated  pupils.”  Ask  him  for  the 
characteristics  of  an  alcoholic,  he  will 
say,  “the  shakes,  the  DT’s.”  He  is 
unaware  that  he  is  describing  not  the 
effect  of  the  drug  but  the  effect  of  its 
absence.  The  most  dramatic  part  of 
the  addictive  cycle,  the  abstinence  syn- 
drome, is  known  to  him.  As  to  how 
the  person  became  addicted,  what  this 
state  of  addiction  consists  of,  and  what 
can  be  done  to  help  him,  the  layman  is 
either  in  the  dark,  or  misinformed  by 
bits  of  knowledge  mixed  with  bits  of 
prejudice  and  myth.  This  second  was 
my  own  case. 

When  I set  out  to  write  a tele- 
vision script  on  addiction  for  a series 
sponsored  by  the  Pennsylvania  Med- 
ical Society.  I confidently  placed  my- 
self in  the  more  exclusive  category  of 
“informed  layman.”  I congratulated 
myself  that  I did  not  have  some  of 
the  wilder  misconceptions  about  dope 
fiends  rampaging  in  the  streets  at- 
tacking small  children.  Addiction,  I 
knew,  was  not  a moral  weakness 
but  a disease;  its  victims  more  to  be 
pitied  and  sent  off  to  hospitals  than  to 
be  censured  and  ignored.  The  disease 
was  caused  by  a special  sensitivity 
some  unfortunate  persons  had  to  alco- 
hol, narcotics  or  other  drugs.  Cure 
was  very  nearly  impossible.  The  whole 
thing  was  a medical  problem  anyway. 

My  confidence  in  my  “informed” 
opinions  did  not  last.  At  the  end 
of  six  weeks  of  research,  while  hardly 
an  expert  in  the  field,  I must  concede 
I found  sandy  soil  under  most  of  my 
previous  ideas  about  addiction. 

What  follows  are  some  grains  of 
that  shifting  sand,  my  surprises;  not 
a survey  of  the  field,  but  isolated  facts 
and  speculations  that  arise  from 
them.  The  speculations  may  be  con- 
troversial, certainly  arguable,  for  my 

H Mr.  Carnahan,  managing  director  of 
The  Harrisburg  Community  Theatre, 
has  done  script  writing  and  adapta- 
tions for  stage  and  television. 


first  discovery  was  that  there  are  many 
disputed  areas  in  the  field  of  addiction 
and  many  unlighted  corners.  All  the 
more  reason,  it  seems  to  me,  for  haz- 
arding a few  thoughts. 

The  Social  Acceptability  of  Drugs 

The  moment  I read  Dr.  John  D. 
Armstrong's  simple  statement  “Ethyl 
alcohol  is  a drug,” 1 I said,  “Of 
course!”  It  seemed  obvious  but,  like 
many  social  drinkers,  I had  never 
thought  of  alcohol  in  these  rather 
startling,  if  clinically  correct,  terms. 

We  make  a great  distinction  in  our 
thinking  between  the  socially  accept- 
able drugs — alcohol,  tobacco,  pills — 
and  the  socially  unacceptable  and  ille- 
gal drugs — the  narcotics,  marijuana, 
the  hallucinogens.  The  former  are  not 
thought  of  as  drugs  at  all  but  as  pro- 
moters of  social  ease,  helpmates,  grati- 
fications earned  after  a hard  day  at 
the  office.  The  latter  are  pariahs  and 
we  assign  to  them,  in  addition  to  their 
own  destructive  qualities,  all  the  bad 
qualities  of  our  acceptable  drugs. 

It  surprised  me,  for  instance,  to 
learn  that  alcohol  was  more  toxic  than 
heroin,2  that  marijuana  produced  no 
more  significant  physical  dependence 
than  tobacco,3  that  withdrawal  from 
heroin  was  not  as  difficult  nor  as  dan- 
gerous as  withdrawal  from  barbitu- 
rates.4 None  of  these  facts  square 
with  our  common  conceptions  of  ad- 
dictive drugs.  Marijuana  and  heroin 
are  illegal;  alcohol  and  barbiturates 
legal,  acceptable  and  even,  in  the  case 
of  alcohol,  the  veritable  badge  of  so- 
ciability. 

Marijuana  seems  to  be  one  of  the 
most  inaccurately  defined  drugs, 
presently  lumped  together  with  opi- 
um and  heroin  under  our  federal  nar- 
cotics laws.  The  scientific  illogic  of 
this  classification  has  created  a vocal 
movement  in  this  country  to  restore 
the  “good  name”  of  the  drug,  a move- 
ment led  by  bearded  poet  Allen  Gins- 
berg.5 Although  one  is  put  off  by 
Ginsberg’s  obvious  delight  in  tweak- 
ing the  whiskers  of  the  Narcotics 
Bureau,  one  has  to  admit  that  re- 


searcher after  researcher,  as  well  as 
lengthy  reports  from  India  9 and  Mo- 
rocco 7 (where  cannabis  is  in  general 
use),  agree  with  Ginsberg,  not  the 
Narcotics  Bureau  in  their  description 
of  the  effects  of  long  term  use  of  the 
drug. 

We  are  in  a nonsense  situation 
where  the  “far  out”  drug  users  are  in 
possession  of  the  scientific  facts,  while 
the  government  agency  established  to 
protect  us  from  drug  abuse  seems  to 
have  based  its  thinking  on  a disregard 
for  the  findings  of  laboratory  and  field 
research,  which  state  emphatically  that 
marijuana  does  not  create  pharmaco- 
logical dependence  nor  in  any  signifi- 
cant sense  lead  to  the  use  of  other 
drugs.8’  9 

On  the  legal  side,  it  seems  a bit 
out  of  proportion  that  a person  can  be 
sentenced  to  thirty  years  in  jail  and  be 
fined  $40,000  for  possession  of  three 
ounces  of  marijuana,  when  any  citi- 
zen in  the  country  can  get  a more 
hazardous  and  more  habit-forming 
kick  from  inhaling  the  fumes  of  the 
gasoline  in  the  tank  of  his  automobile, 
or  some  of  the  organic  solvents  under 
his  kitchen  sink  10 — substances  which 
he  may  possess  with  complete  im- 
punity. Although  both  can  be  danger- 
ous, model  airplane  glue  has  social 
acceptability;  marijuana  has  not. 

As  more  and  more  drugs  are  dis- 
covered, synthesized  and  marketed  in 
the  scientific  explosion  of  the  20th 
Century  we,  the  public  who  are  re- 
sponsible for  the  laws,  will  have  to 
think  more  clearly  about  what  we 
mean  by  “habit-forming”  drugs. 

The  Alcoholic  As  A Special  Person 

The  old  picture  of  the  alcoholic 
dies  hard.  “The  Rake’s  Progress”  and 
“Ten  Nights  In  A Barroom”  project 
the  idea,  which  w’as  still  current  in  my 
mind,  that  the  alcoholic  is  a person 
with  a special  susceptibility  to  alcohol. 
One  drink  and  he  is  on  the  road  to 
ruin. 

The  one  drink  theory  does  have 
currency,  I found,  with  certain 
schizophrenics  and  with  ex-alcoholics 
in  whom  the  compulsive  cycle  is  still 
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latent  and  may  be  touched  off  by  a 
drink  or  two.  But  sensitivity  to  alco- 
hol seems  as  likely  to  make  a person 
a teetotaler  as  an  addict. 

I had  not  realized  how  hard  the 
average  citizen  has  to  work  to  be- 
come an  alcoholic.  Physicians  esti- 
mate between  two  and  five  years  of 
determined  drinking  before  tolerance 
develops,  and  as  much  as  twenty  years 
of  social  drinking  in  some  cases.11 

The  concept  of  tolerance,  the  mea- 
sure of  physical  dependence,  is  a use- 
ful one  to  the  layman.  To  learn  that 
alcohol  tolerance  takes  two  to  five 
years  to  develop  while  heroin  toler- 
ance develops  in  two  to  three  weeks,12 
points  up  not  only  the  swift  and  im- 
mediate danger  of  using  heroin,  but 
also  the  insidious  and  hidden  dangers 
of  alcohol.  Such  knowledge  is  a 
great  deal  more  valuable  than  the 
present  cat’s  cradle  of  legal  and  social 
taboos  which  surround  the  words 
“drug  addict.”  The  public  could  bene- 
fit from  more  specific  knowledge  of 
the  tolerance  cycles  of  common  drugs, 
not  only  alcohol  and  narcotics,  but 
especially  tranquilizers  and  barbitu- 
rates. 

Causes  of  Addiction 

In  the  present  state  of  knowledge, 
researchers  are  forced  to  assign  the  ini- 
tial causes  of  addiction  to  the  dif- 
ficult area  of  individual  psychology. 
General  categories  are  defined:  pat- 
terns of  dependency,  low  tolerance  for 
anxiety,  pathological  need  to  revolt  or 
to  become  intoxicated,  but  the  defini- 
tions are  rarely  specific  enough  to  be 
useful  in  preventive  treatment.  No 
one  has  been  able  to  isolate  for  sure 
a physical  pre-condition  for  addiction 
to  any  drug. 

If  some  day  physical  pre-conditions 
are  discovered,  it  would  prove  pos- 
sible for  the  first  time  to  prevent  ad- 
diction. To  this  end  research  con- 
tinues to  determine  if  nutritional, 
metabolic  or  endocrine  deficiencies  in 
the  body  can  produce  drug  craving, 
but  with  no  conclusive  results.13 

Counter  to  the  theory  of  physical 
pre-conditions  is  an  intriguing  thought 
suggested  to  me  by  two  incidents  in 
Dr.  Daniel  Casriel’s  book  on  Synanon, 
the  west  coast  organization  which  re- 
habilitates narcotics  addicts.  In  one 
instance,  an  addict  relates  that  upon 
first  trying  marijuana,  he  got  no 
“kick”  from  it  at  all.  Several  years 
later,  after  suffering  severe  traumatic 
experiences,  he  tried  marijuana  again 
and  experienced  the  “high”  reputed  to 
the  drug.  In  another  case,  two  ex- 
addicts, who  apparently  had  been  at 


Synanon  long  enough  to  experience  a 
definite  personality  readjustment,  left 
the  organization  and  attempted  to  go 
back  on  heroin.  They  were  unable  to 
get  “high”  on  their  dose  and  accused 
the  pusher  of  selling  them  a “bad 
fix.”  He  called  in  other  addicts  to 
testify  that  they  had  received  the  usual 
euphoric  effect  from  the  same  batch 
of  heroin. 

These  incidents  suggest  the  possi- 
bility that  a psychological  pre-con- 
dition is  necessary  in  order  to  ex- 
perience the  physical  effect,  rather 
than,  as  in  most  research  thinking, 
vice  versa. 

The  distinction  between  physical 
and  psychological  is  arbitrary,  but 
considering  the  ineffectiveness  of  phys- 
ical “cures”  of  addiction  to  date,  and 
the  contrasting  effectiveness  of  socio- 
psychological  “cures,”  one  wonders  if 
those  who  are  looking  for  physical 
pre-conditions  or  are  developing  phys- 
ical inhibitors  to  the  drugs  might  not 
be  approaching  the  problem  from  the 
less  promising  end. 

What  profit  to  develop  a drug  which 
blocks  the  effects  of  heroin,  if  we  are 
treating  a symptom  and  not  the  un- 
derlying disease,  which  then  breaks 
out  in  another  form  of  addiction?  We 
could  conceivably  eliminate  heroin  ad- 
diction only  to  increase  the  number  of 
alcohol  or  barbiturate  addicts. 

The  Incitements  to  Self-Doctoring 

Dr.  Karl  Menninger  describes  ad- 
diction as  “not  a disease,  but  rather 
a suicidal  flight  from  disease,  a di- 
sastrous attempt  at  the  self-cure  of  an 
unseen  inner  conflict.”  14 

Self-doctoring  is  a useful  descrip- 
tion of  what  the  addict  does  and  how 
he  may  rationalize  his  action  to  him- 
self. It  also  ties  in  closely  with  a 
growing  phenomenon  in  our  culture 
pointed  out  by  Dr.  Leslie  H.  Farber 
in  a recent  article  in  The  New  York 
Times.  Under  the  title  “Ours  Is  The 
Addicted  Society,”  Dr.  Farber  noted 
the  increasing  social  acceptability  of 
drugs,  and  the  propensity  throughout 
society  for  taking  chemicals  for  what- 
ever ails  us.  The  aspirin-analgesic  type 
of  television  commercial  was  held  up 
as  a prime  example  of  the  “happiness 
through  the  pill”  mode  of  thinking 
which  is  sold  to  us  more  and  more 
every  day. 

I had  always  suspected  television’s 
analgesic  anxiety  dramas.  Why 
should  those  neurotic  people  on  the 
screen  be  told  to  take  a pill  when 
what  they  obviously  need  is  psychiat- 
ric help?  After  reading  Drs.  Men- 
ninger and  Farber,  I began  to  look 


more  closely  at  the  way  things  are 
sold  to  us  on  television. 

Television  sponsors  sell  their  prod- 
ucts by  defining  for  us  the  kind  of 
life  we  want  to  lead  and  then  im- 
plying that  their  product  will  help  us 
achieve  that  existence.  The  function 
of  defining  a beautiful  life  is  almost 
more  important  than  the  function  of 
associating  the  product  with  that  life, 
that  is,  the  cigarette  company  that  can 
conjure  more  beautiful  antiseptic  pas- 
tures, birch  groves  and  bubbling 
streams  can  probably  sell  more  ciga- 
rettes. 

American  life,  as  defined  by  the 
television  commercial,  is  characterized 
on  the  one  hand  by  relief  from  anxiety 
and  pain  (the  pill,  spray  and  time 
capsule  commercials)  and  on  the  other 
by  a kind  of  extended  picnic  in 
which  beautiful  young  couples  romp 
through  athletic  games,  spin  away  in 
convertibles  or  roam  romantically 
down  shaded  lanes  (the  cigarette,  beer 
and  automobile  commercials).  On  the 
one  hand  we  are  told  that  pain  and 
anxiety  are  bad  and  that  we  must  es- 
cape them.  Then  we  are  incited  to 
“come  alive,”  “live  modern,”  “be  a 
swinger,”  “get  with  it;”  as  if  happiness 
were  somehow  a matter  of  being  ter- 
ribly jolly  at  a never-ending  party. 

The  escape  from  pain  and  anxiety 
is  promised  to  us  in  exactly  the  terms 
provided  not  by  simple  analgesic  pills, 
but  by  heroin,  alcohol  and  barbitu- 
rates. The  visualization  of  “happiness” 
as  a kind  of  “high”  or  “kick”  is  an 
accurate  description  of  the  effect  of 
amphetamines  and  other  central  ner- 
vous system  (CNS)  stimulants.  Amer- 
ican life  a la  television  exists  along  an 
anxiety-hedonism  axis.  In  the  lexicon 
of  drug  addiction,  this  is  called  nega- 
tive and  positive  euphoria. 

Who  is  more  susceptible  to  this  view 
of  the  American  Dream  than  the  po- 
tential drug  addict  with  his  low  tol- 
erance for  anxiety  and  his  obsessive 
need  for  kicks? 

What  chance  has  a psychiatrist, 
talking  quietly  of  the  need  for  the  in- 
dividual to  be  able  to  tolerate  a certain 
amount  of  anxiety,  boredom,  and 
frustration  against  this  glamorized  im- 
age of  a euphoric  life  free  from  pain 
which  is  promised  by  the  makers  of 
analgesics,  cigarettes  and  automobiles, 
but  delivered  only  by  drugs? 

“Kicking  the  Habit" 

Anyone  who  had  seen  the  agonies 
of  Frank  Sinatra  in  “The  Man  With 
The  Golden  Arm”  knew  that  “kicking 
the  habit”  was  a terrifying  and  danger- 
ous experience. 
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I don't  mean  to  imply  that  the  ex- 
perience is  easy  or  pleasant,  but  it  was 
a surprise  to  me  to  find  that  scientists 
consider  the  abstinence  syndrome  a 
self-limiting  condition,  rarely  danger- 
ous except  in  the  presence  of  other 
diseases  and  that  medically,  withdrawal 
from  drugs  was  a fairly  routine  matter, 
usually  accomplished  within  seven 
days.15  Even  addicts  testify  that  “kick- 
ing the  habit”  can  be  no  more  uncom- 
fortable than  a bad  cold  and  that  many 
go  for  hospital  treatment  simply  to 
reduce  the  cost  of  supporting  their 
habit.16 

Doctors  tell  me  that  the  pain  of 
any  malady  can  be  as  much  a matter 
of  the  individual’s  psychology,  his  ap- 
prehensions, fears,  and  tensions  as  the 
physical  condition  itself.  This  opinion 
is  borne  out  in  the  narcotics  field  by 
Synanon,  where  entering  members 
kick  the  habit  “cold  turkey,”  with  no 
physical  supports  beyond  coffee  and 
cigarettes  but  with  the  psychological 
supports  of  sympathy  and  companion- 
ship. The  process  takes  about  four 
days  and  members  testify  that  they 
never  kicked  so  easily. 

Stanley  Budner  of  the  New  York 
State  Psychiatric  Institute  states,  “The 
problem  of  narcotics  is  not  one  of  ad- 
diction, but  one  of  habituation,”  that 
is,  not  of  physical  dependence  but  of 
psychological  dependence.17  Surely  the 
statistics  prove  this,  with  90  percent 
of  those  released  from  the  Federal 
Hospital  at  Lexington  going  back  on 
narcotics  when  returned  to  their  home 
environments.18 

The  recent  decision  of  the  World 
Health  Organization  to  change  its 
terminology  from  “drug  addiction”  to 
“drug  dependency” 19  indicates  the 
shift  in  thinking  from  emphasis  on 
physical  dependency  as  the  stan- 
dard to  the  broader  field  of  psycholog- 
ical dependency.  This  emphasis  not 
only  points  up  the  crucial  areas  of 
emotional  and  environmental  pressure 
in  the  individual  case,  but  in  the  ex- 
panding pharmacopoeia,  includes 
those  substances  formerly  termed 
“non-habit-forming,”  in  the  strict 
pharmacological  sense,  but  which  have 
proved  to  be  conducive  to  psycholog- 
ical dependency. 

Maturing  Out 

The  reports  and  case  histories  of 
narcotics  addiction  are  a catalogue  of 
hopelessness.  Of  all  drugs,  narcotics 
are  the  swiftest  acting,  the  most  con- 
ducive to  physical  dependence,  the 
most  likely  to  ensnare  the  user  with 
their  euphoric  benefits.  Virtually  100 
percent  of  heroin  users  become  ad- 


dicted, one  source  tells  us,  as  opposed 
to  10  percent  of  alcohol  users.20  Nar- 
cotics addicts  continually  kick  the 
habit,  and  continually  go  back  on. 
What  hope  for  them? 

A surprising  study  by  the  Federal 
Bureau  of  Narcotics  of  7,234  former 
narcotics  addicts  indicates  a majority 
had  voluntarily  ceased  to  use  narcotics 
by  the  age  of  thirty-five,  and  that  by 
the  age  of  forty-seven,  some  87.3 
percent  had  become  inactive.21  This 
is  in  the  absence  of  any  significant 
social  or  psychological  therapy. 

Narcotics  addiction,  these  figures 
suggest,  may  be  largely  a disease  of 
the  young,  and  it  may  be  possible  that 
after  the  age  when  the  peculiarly  in- 
tense anxieties  of  youth — the  obsessive 
need  for  revolt  and  the  exaggerated 
sexual  fears — have  been  calmed,  the  in- 
dividual may  very  well  “mature  out” 
of  his  need  for  narcotics. 

Alcoholism  is,  by  contrast,  a disease 
of  the  middle  aged.  The  age  range 
of  thirty  to  fifty  years  supplies  be- 
tween 70  and  80  percent  of  the  ad- 
dictive drinkers.  Could  this  be  sim- 
ply that  it  takes  longer  to  produce  an 
alcoholic?  Why  is  there  no  observed 
“maturing  out”  among  alcoholics? 
Perhaps  some  day  there  will  be  suf- 
ficient observation  data  to  suggest 
answers. 

Other  intriguing  speculations  arise: 
with  pill  addiction  on  the  rise  (one 
half  of  the  nine  million  barbiturate 
and  amphetamine  capsules  manufac- 
tured annually  in  the  United  States  are 
sold  illegally22),  with  hallucinogens 
seeming  to  have  replaced  alcohol  as 
the  drug  of  social  revolt  among  young 
people,  are  the  patterns  of  addiction 
changing  in  the  mid-20th  Century? 
Alcohol  was  obviously  the  drug  of 
choice  in  the  19th  Century,  even 
though  narcotics  were  sold  openly, 
without  prescription,  and  a great  part 
of  that  century’s  moral  and  social  lit- 
erature was  addressed  to  the  problem 
of  Demon  Rum.  Since  the  triumph 
and  failure  of  those  views  in  the  ex- 
periment of  Prohibition,  we  have  ex- 
pressed less  public  concern  than  our 
forefathers  with  alcoholism,  although 
it  remains  a major  health  problem. 
Our  attention  has  turned  more  to  nar- 
cotics, barbiturates  and  hallucinogens. 
Perhaps  the  slow,  insidious  pace  of 
alcoholism  is  too  leisurely  for  the  20th 
Century;  perhaps  addictive  personali- 
ties will  turn  increasingly  to  those  sub- 
stances which  offer  fast,  fast,  fast  re- 
lief. 

The  Disease  Concept  of  Addiction 

Although  as  recently  as  1958,  ac- 


cording to  a Roper  Poll,  35  percent 
of  the  people  in  the  country  still  re- 
garded the  alcoholic  as  a “morally 
weak”  person,  who  could  “stop  drink- 
ing if  he  wanted  to,” 23  enlightened 
and  educated  people  have  for  at  least 
half  a century  regarded  alcoholism  and 
other  forms  of  addiction  as  diseases. 

The  disease  concept,  besides  being 
more  humane,  is  a great  deal  more 
useful.  Moral  attitudes  have  a way  of 
stopping  all  inquiry:  he’s  a weak, 

worthless  person  and  he  deserves  the 
trouble  he  gets.  Finis.  Moral  attitudes 
are  too  often  a convenient  way  to 
avoid  responsibility.  The  disease  con- 
cept commits  us  to  look  for  causes 
and  cures,  to  a scientific  approach. 
The  disease  concept,  however,  can  it- 
self be  misleading. 

There  is,  for  example,  no  bacteria, 
no  virus,  no  infecting  agent  involved 
and  so  far,  no  proven  physical  pre- 
condition or  weakness  to  trigger  the 
disease.  If  we  are  going  to  consider 
addiction  as  a disease,  therefore,  it 
must  be  placed  in  the  category  of  men- 
tal disease,  or  at  least  under  psycho- 
somatically  induced  disease. 

A.  D.  Ullman  brings  up  another 
complicating  question:  whether  addic- 
tion (in  this  case  alcoholism)  is  in 
fact  a disease,  or  the  symptom  of  a 
disease.  This  is  of  practical  signifi- 
cance, he  points  out,  in  deciding  what 
to  treat — addiction  itself  or  an  under- 
lying disease.24 

Ullman’s  question  brings  him  into 
conflict  with  one  of  the  prime  spokes- 
men for  the  disease  concept.  Alcoholics 
Anonymous.  In  AA  theory,  the  alco- 
holic has  contracted  an  incurable  di- 
sease— “once  an  alcoholic,  always  an 
alcoholic.”  The  object  of  AA  work  is 
to  arrest  the  disease  and  treatment  is 
concentrated  on  “the  break-up  of  the 
sequence  of  activities  involved  in  ad- 
dictive drinking.” 

AA’s  advantage  in  the  treatment  of 
alcoholics  is  its  inborn  ability  to  lay 
to  rest  feelings  of  guilt,  one  of  the  main 
factors  which  keeps  the  addictive  cycle 
going.  The  lack  of  moral  condemna- 
tion, implicit  in  even  the  most  under- 
standing doctor  or  psychiatrist,  is  the 
great  strength  of  an  organization  com- 
posed entirely  of  ex-addicts. 

For  all  the  scientific  tone  of  AA's 
disease  concept,  however,  the  AA 
treatment  program  is  overwhelmingly 
moral  and  religious  in  its  orientation. 
To  quote  just  three  of  the  Twelve 
Steps,  “We  believe  that  a power 
greater  than  ourselves  can  restore  us  to 
sanity,”  “We  are  entirely  ready  to 
have  God  remove  all  these  defects  of 
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character,”  “We  humbly  ask  Him  to 
remove  our  shortcomings.” 

Without  intending  criticism,  I 
would  suggest  that  the  scientific  termi- 
nology of  “disease”  is  used  by  AA  for 
the  purpose  of  creating  a positive 
moral  atmosphere,  and  that  the  extra- 
ordinary effectiveness  of  AA  further 
belies  the  disease  concept  in  effecting 
what  is  essentially  a moral  “cure”  for 
alcohol  addiction.  AA  members  are 
helped  not  through  medical  or  psy- 
chiatric treatment,  but  through  faith, 
social  rehabilitation  and  the  efforts  of 
the  individual  will. 

An  even  more  impressive  example 
of  “cure  by  will”  is  the  experience  of 
Synanon.  Narcotics  addicts  entering 
Synanon  are  immediately  required  to 
kick  their  habit  “cold  turkey.”  They 
are  then  assigned  for  a period  of  sev- 
eral months  to  the  most  menial  tasks 
in  the  organization,  are  treated  as 
children  regardless  of  their  age  or  edu- 
cation and  are  subjected  in  sessions 
described  as  “leaderless  group  ther- 
apy” to  the  most  merciless  dressing 
down  as  “junkies,”  “dope  fiends”  and 
“idiots.”  This  rough  treatment  is  car- 
ried on,  of  course,  in  the  context  of 
a strong,  authoritative  family  struc- 
ture, so  that  the  addict,  although  he 
may  feel  beseiged,  never  feels  for- 
saken.25 

The  results  of  the  Synanon  treat- 
ment are  highly  encouraging.  It  seems 
to  be  one  of  the  few  successful  treat- 


ments in  the  history  of  narcotics  ad- 
diction. 

Thus,  the  paradox.  Although  it  is 
only  sensible,  as  well  as  humane,  to 
consider  addiction  as  a disease,  the 
purely  medical  treatment  of  addiction 
has  failed  so  many  thousands  of  times 
as  to  leave  doctors  involved  in  the 
work  with  a cynical  and  even  despair- 
ing attitude.  The  only  effective  treat- 
ment of  addiction  known  to  date  is  a 
highly  moralistic  one,  involving  frank 
statements  of  right  and  wrong,  and 
centered  around  the  addict’s  attempts 
in  a controlled  situation  to  raise  him- 
self by  his  own  bootstraps. 

Synanon  even  records  success  with 
patients  who  had  resisted  the  efforts 
of  psychiatry  for  years. 

The  key  factor  seems  to  be  the  re- 
building of  the  addict’s  positive  social 
sense,  first  in  relation  to  other  individ- 
uals, then  to  society  as  a whole.  This 
puts  the  problem  right  back  in  the 
public  lap.  We,  the  public,  need  all 
the  help  and  knowledge  that  medical 
science  can  provide,  but  we  need  to 
recognize  also  that  addiction  is  not 
yet  a neat  scientific  package  which  can 
be  pushed  off  on  the  doctors. 

The  scientific  term  “disease”  can  be 
our  way  of  avoiding  the  responsibility. 
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The  Physician  and  Social  Security 

Role  of  the  attending  physician  toward  the  patient  applying  for  dis- 
ability benefits  under  the  Social  Security  Law 


JOHN  L.  LANSHE,  M.D. 
Harrisburg,  Pennsylvania 

In  the  not  too  distant  past,  most 
physicians  in  organized  medicine  in 
Pennsylvania,  including  myself, 
were  of  the  opinion  that  anything  that 
had  to  do  with  Medicine  where  the 
Federal  and  State  government  were  in- 
volved would  eventually  lead  to  the  di- 
lution of  our  integrity  and  service  and 
soon  take  us  down  the  path  of  social- 
ized medicine.  Two  issues  that  recent- 
ly came  into  being  helped  to  promote  a 
better  relationship  and  understanding 
between  the  practicing  physician  and 
the  State  and  Federal  governments. 
The  first  issue  was  the  inclusion  of 
physicians  in  the  Social  Security  pro- 
gram. The  second  was  the  clarifica- 
tion, for  many  of  us,  of  the  early 
impression  we  had  of  medicare.  After 
a year  of  trial  we  find  that  this  social 
legislation  did  not  particularly  disrupt 
our  organized  medical  structure.  The 
acceptance  of  the  merits  of  these  two 
issues  created  a much  healthier  medi- 
cal climate. 

It  is  with  the  phase  of  our  rela- 
tionship with  the  State  and  Federal 
Medical  Programs  that  I wish  to 
dwell;  that  is,  “the  role  of  the  prac- 
ticing physician  and  his  obligation  to 
his  patient  in  conjunction  with  the 
policies  of  the  Disability  Insurance 
Program  of  Social  Security.”  Physi- 
cians are  an  integral  part  of  this  pro- 
gram and  are  governed  by  the  same 
rules  and  regulations  as  the  patient. 
The  Medical  Advisory  Committee  of 
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the  Social  Security  Administration, 
composed  of  outstanding  physicians 
recommended  by  the  American  Medi- 
cal Association  to  serve  on  this  Com- 
mittee, makes  recommendations  re- 
garding the  medical  aspects  of  this 
program,  which  are  then  implemented 
by  lay  and  medical  personnel  of  the 
Social  Security  Administration.  Their 
duties  are  not  static  because  with  re- 
gard to  the  ever-changing  picture  af- 
fecting American  Medicine  with  its 
many  facets,  the  necessary  policies  and 
regulations  proposed  by  this  commit- 
tee are  kept  current  to  cope  with  any 
new  contingencies. 

Any  discussion  of  the  Social  Secu- 
rity concepts  of  disability  evaluation 
must  begin  with  the  definition  of  dis- 
ability. It  is,  “the  inability  to  engage 
in  any  substantial  gainful  activity  by 
reason  of  any  medically  determinable 
physical  or  mental  impairment.”  This 
definition  calls  for  a decision  based 
on  the  facts  of  each  particular  case. 
The  medically  determinable  facts  to 
be  elicited  are  the  responsibility  of 
all  physicians.  An  applicant  is  entitled 
to  disability  benefits  if  (1)  he  has 
worked  credits  for  twenty  out  of  the 
last  forty  quarters;  (2)  he  has  not 
engaged  in  work  activity  for  six 
months  because  of  a medically  deter- 
minable impairment;  (3)  he  is  unable 
to  engage  in  any  substantial  gainful 
activity  because  of  his  age,  education 
and  work  experience  and  by  reason  of 
a medical  impairment  which  has  lasted 
or  is  expected  to  last  for  at  least 
twelve  months,  or  ends  in  death  after 
a six  month  waiting  period.  Of  recent 
note,  legislation  permits  a non-perma- 
nent disability  to  qualify  a patient  for 
benefits.  Under  this  new  law  a patient 
can  qualify  for  retroactive  benefits 
even  if  he  has  recovered  from  a dis- 
ability; however,  he  must  file  within 
fourteen  months  of  the  date  of  his 
recovery. 

What  is  the  involvement  of  the  prac- 
ticing physician  that  contributes  so 
vitally  to  this  program’s  success?  Pri- 
marily, it  starts  with  the  physician  ad- 
vising his  patient  or  patients  who  are 
too  disabled  to  work  to  consult  the 
local  Social  Security  Office.  This  small 
function  of  referral  promotes  not  only 


good  patient  relations  but  it  is  a service 
to  the  patient.  Since  disabled  patients 
are  often  in  financial  straits,  your  sug- 
gestion that  they  file  may  result  in 
their  receiving  urgently  needed  funds. 
When  the  attending  or  treating  phy- 
sician advises  his  patients  to  seek  dis- 
ability insurance  benefits,  it  is  not  con- 
sidered prudent  to  assure  him  that  he 
will  be  found  disabled  and  thus  be  en- 
titled to  Social  Security  benefits.  It  is 
better  to  state,  “I  do  not  know  if  you 
will  be  entitled  to  benefits  or  not.  In 
proper  service  to  you,  I can  and  will 
report  all  the  facts  I have,  so  that  a 
just  decision  can  be  made.”  This  pre- 
caution is  necessary,  since  disability 
determinations  can  go  beyond  the 
signs,  symptoms  and  laboratory  find- 
ings of  ordinary  reports  and  could  lead 
to  the  ruling  that  the  patient  is  not 
entitled  to  benefits  after  all.  When 
the  patient  applies  at  the  Social  Secu- 
rity Office  for  disability  insurance 
benefits,  he  lists  where  he  has  re- 
ceived care.  He  also  signs  a form  that 
authorizes  “any  physician  having 
medical  records  pertaining  to  him”  to 
furnish  reports  for  official  use  in  eval- 
uating his  disability.  Under  the  Law, 
the  applicant  is  responsible  for  present- 
ing medical  evidence  in  support  of  his 
claim.  To  expedite  his  claim,  the 
Social  Security  Office  may,  at  his 
request,  act  in  his  behalf  and  mail  the 
forms  requesting  evidence  from  doc- 
tors, clinics  and  hospitals.  Experience 
shows  that  the  extent  of  the  patient’s 
disability  may  be  determined  largely 
on  accurate  chronological  documented 
evidence  available  only  from  his  per- 
sonal physician’s  records.  By  giving 
a detailed  report  of  data  from  his  files, 
the  physician  may  save  his  patient 
needless  delay  before  the  claim  can  be 
evaluated.  Normally,  a regular  Social 
Security  medical  report  form  is  sent 
for  the  physician  to  complete,  but 
some  find  this  objectionable  and  would 
rather  send  in  a narrative  report  on 
their  own  stationery.  That  is  all  right 
too,  as  it  is  the  content  rather  than 
the  format  that  counts. 

It  is  at  this  time  (when  the  treat- 
ing physician  receives  this  reporting 
form)  that  the  role  of  the  doctor  be- 
comes paramount.  If  a prompt  and 


thorough  report  is  forthcoming  it  usu- 
ally culminates  in  promoting  good 
relations  with  the  patient  as  well  as 
promoting  the  expeditious  handling  of 
the  claim.  The  medical  reports  for 
Social  Security  Disability  Program 
purposes  are  those  that  give  not  only 
a diagnosis,  but  also  a complete  his- 
tory, physical  examination,  results  of 
relevant  diagnostic  tests,  a therapeutic 
history,  a description  of  the  patient’s 
clinical  course  and  an  outline  of  any 
anticipated  therapeutic  measures.  In 
the  therapeutic  history,  the  type  of 
drugs  used  should  be  listed  with  dos- 
ages and  frequency  of  administration. 
Surgical  procedures,  either  carried  out 
or  recommended  should  be  described. 
The  evaluating  physician  needs  to 
know  about  any  problems  in  commu- 
nicating with  the  patient  or  securing 
his  cooperation  in  therapy.  If  the  ordi- 
nary expected  therapeutic  measures 
have  not  been  carried  out,  the  evaluat- 
ing physician  is  in  a better  position  to 
decide  the  case  if  he  knows  why.  Since 
benefit  payments  are  related  to  the 
duration  of  the  patient's  disability,  the 
symptoms,  signs  and  laboratory  find- 
ings should  not  only  be  carefully  re- 
corded, they  also  should  be  dated.  The 
changes  that  have  occurred  over  a pe- 
riod of  time,  either  spontaneously  or 
as  a result  of  treatment,  and  the  time 


interval  should  be  described.  In  this 
type  of  thorough  reporting,  a con- 
siderable number  of  applications  can 
be  adjudicated  satisfactorily  by  the 
use  of  consultative  examinations,  with- 
out resorting  to  the  Bureau  to  obtain 
additional  medical  information.  When 
the  attending  physician  is  unable  to 
provide  the  needed  information  for  a 
proper  determination,  however,  con- 
sultative examinations  and  requests  for 
necessary  tests  and  laboratory  proce- 
dures are  made. 

Approximately  two-thirds  of  the  ap- 
plicants, on  an  average,  are  found 
eligible  for  benefits.  Every  claim,  re- 
gardless of  whether  it  is  allowed  or 
denied,  is  screened  to  evaluate  the 
claimant’s  potential  for  rehabilitation. 

Of  course,  anyone  whose  claim  is 
rejected  may  request  reconsideration 
within  six  months  of  the  denial.  Any 
case  that  has  been  denied  may  be  re- 
opened if  the  applicant’s  doctor  sub- 
mits new  medical  evidence.  If  this 
claim  is  rejected,  the  claimant  may 
next  request  a hearing  before  a Fed- 
eral hearing  examiner.  He  may  then 
take  his  case  for  review  to  the  Appeals 
Council  of  the  Bureau  of  Hearings 
and  Appeals,  and  as  a last  resort  he 
may  bring  the  case  to  a Federal  court. 
For  most  cases  this  regular  chain  of 
procedures  is  unnecessary. 


The  Social  Security  Disability  Insur- 
ance Program  is  a large  government 
operation  affecting  doctors  and  pa- 
tients in  the  Commonwealth  of  Penn- 
sylvania. In  this  concept,  it  should 
be  our  goal  to  establish  improved  doc- 
tor-patient relationships.  Since  its  in- 
ception, over  two  million  disabled  pa- 
tients have  benefited  from  its  provi- 
sions. Currently,  some  one  million  pa- 
tients are  receiving  monthly  payments 
from  the  program.  Each  month,  ap- 
proximately twenty  thousand  new  pa- 
tients are  found  eligible  for  benefits. 
The  source  of  these  payment  benefits 
is  the  Social  Security  Trust  Fund 
(funds  available  equal  to  one  percent 
of  disability  payments  paid  in  previous 
years.) 

We  must  be  mindful  of  the  fact 
that  it  may  be  a privilege  for  doctors 
to  apply  for  these  benefits  at  some 
time.  An  early  return  of  the  forms 
submitted  to  you,  including  a thorough 
reporting  of  all  the  pertinent  data  you 
have  in  your  files  concerning  your  dis- 
abled patient,  is  of  utmost  importance. 
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The  Physician  s Role  in 
Health  Facility  Planning 


MATTHEW  MARSHALL,  JR.,  M.D, 
Pittsburgh,  Pennsylvania 

Current  concepts  of  health  facility 
planning  boil  down  to  what  su- 
perficially sounds  like  a process 
as  simple  as  ABC.  Simply  stated,  it  is 
to  base  a facility’s  function  upon  the 
need  of  the  community  it  serves,  and 
to  adapt  its  structure  to  its  function. 
Even  under  ideal  circumstances,  dif- 
ficulties are  encountered  because  of 
the  problems  of  predicting  what  health 
facility  services  a community  will  need 
or  want  in  five  or  ten  years.  Neither  I 
nor  anyone  else  is  really  fully  pre- 
pared to  accept  the  fact  that  $100  per 
diem  hospital  costs  will  mean  a differ- 
ent use  for  hospital  beds  than  the 
$10  per  diem  costs  we  remember.  Yet 
we  must  plan  for  beds  and  services 
of  this  cost.  We  must  plan  keeping 
in  mind  that  this  cost  will  not  be 
paid  directly  by  the  patient  and  that 
interference  with  hospital  construc- 
tion and  function  by  those  govern- 
mental or  nongovernmental  agencies 
concerned  with  premium  costs  will  be 
a fact  of  life.  A major  source  of 
concern  to  physicians,  and  the  public 
when  it  is  aware  of  the  problem,  is  to 
be  sure  that  the  interference  is  ap- 
propriate and  consistent  with  stimu- 
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lating  better  patient  care.  The  uncer- 
tainties of  this  process  are  so  frighten- 
ing as  to  tempt  us  to  deny  that  there 
will  be  a need  for  such  cost  control. 
A major  need  is  to  face  this  situation 
objectively. 

A second  major  problem  of  plan- 
ning is  the  vague  nature  of  needed 
health  care  services.  Actual  health 
care  is  a compromise  between  pa- 
tients’ demands  and  a professional 
opinion  of  what  his  health  care  needs 
are,  between  a patient's  indifference  to 
his  health  and  concern  with  his  dis- 
ease. Both  of  these  in  turn  are  influ- 
enced by  the  availability  of  physi- 
cians, allied  health  personnel,  health 
care  facilities,  what  kind  of  health  care 
people  will  pay  for,  and  how  much  of 
their  money  they  will  spend  for  which 
aspects  of  health  care.  Carried  to  its 
extreme,  regardless  of  health  care  need 
and  demand,  if  hospitals  were  de- 
stroyed, and  physicians  and  others 
engaged  in  health  care  banished  to 
some  foreign  land,  there  would  be  no 
health  care  cost.  But  conversely,  re- 
gardless of  demand  or  need,  doubling 
the  number  of  hospitals,  physicians, 
and  others  engaged  in  health  care 
will  substantially  increase  the  cost. 
Therefore,  planning  for  health  care 
needs  is  a complex  problem  depending 
upon  the  community’s  wealth,  its  atti- 
tudes towards  spending  money  on 
health  care,  its  currently  favored  and 
ignored  diseases,  and  quite  possibly 
least  of  all,  upon  what  health  pro- 
fessionals feel  is  the  public’s  need  for 
optimum  health  care.  In  today’s  de- 
mocracy, the  health  professional’s 
viewpoint  will  have  influence  only  to 
the  extent  the  public  cares  to  accept 
his  advice.  Such  planning  is  plan- 
ning to  accommodate  paradoxes;  para- 
doxes that  are  inherent  in  man’s  quest 
to  increase  his  health  and  length  of 
life,  recognizing  as  he  does  that  all  of 
his  best  laid  plans  are  doomed  to  even- 
tual failure. 

I believe  physicians  have  a special 
ability  to  play  an  effective  role  in  plan- 
ning under  such  paradoxical  condi- 
tions because  they  are  forced  in  their 
daily  practices  to  compromise  between 
what  they  would  like  to  accomplish 


for  a patient  and  what  they  are  ca- 
pable of  accomplishing.  Medicine,  by 
its  nature,  is  part  art  and  part  science 
and  physicians  are  used  to  dealing 
with  such  inconsistencies.  They  often 
have  been  forced  to  recognize  that 
when  their  patient  cannot  be  cured,  it 
in  no  way  lessens  their  obligation  to 
do  the  best  they  can.  Similarly,  the 
cost  and  complexity  of  medical  care 
in  today’s  society  demands  that  de- 
spite these  difficulties  health  care  must 
be  planned  better.  In  my  opinion, 
better  planning,  inexact  as  it  may  be, 
will  result  in  better  health  through 
better  use  of  health  care  facilities  and 
the  dollars  spent  for  health  care. 

The  first  key  role  that  requires  a 
physician  is  that  of  a professional  esti- 
mator of  what  future  patients’  health 
care  needs  will  be.  This  is  based 
upon  a critical  analysis  of  how  today’s 
health  care  needs  are  met.  It  could 
be  called  an  analysis  of  the  pattern 
of  health  care.  Such  an  analysis  was 
one  of  the  functions  of  the  Utiliza- 
tion Committee  concept  originally 
recommended  by  the  Pennsylvania 
Medical  Society  and  more  recently,  by 
medicare.  The  necessity  for  such  an 
analysis  as  a primary  basis  for  plan- 
ning, however,  was  never  well  under- 
stood not  by  Congress,  third  party 
payers,  or  even  most  physicians  and 
hospitals.  It  obviously  cannot  perform 
such  a function  if  it  is  to  be  con- 
sidered a police  committee  concerned 
with  judgments  regarding  technicali- 
ties of  individual  patient  care.  Com- 
pare this,  if  you  will,  to  the  differences 
in  function  between  a foreman  in  a 
lumber  camp,  whose  concern  is 
whether  a tree  is  cut  and  will  fall 
properly,  to  the  conservationist,  who 
analyzes  the  pattern  of  cutting  to  pre- 
dict its  impact  upon  the  land  and  to 
maximumize  the  land’s  future  poten- 
tial. To  date,  I believe  the  scarce 
resources  of  the  physician’s  time  to 
analyze  patient  care  has  been  squan- 
dered upon  the  trivia  of  claim  exami- 
nation and  their  effectiveness  demoral- 
ized by  the  ineffectiveness  of  the  re- 
sults of  their  evaluations  and  recom- 
mendations. Physicians  have  too 
many  patients,  in  whose  care  they  can 
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observe  the  fruits  of  their  labor,  to 
develop  enthusiasm  for  any  activity 
that  apparently  results  in  little  tangible 
benefit. 

Nevertheless,  until  something  more 
about  the  patterns  of  present  patient 
care  can  be  determined,  there  is  little 
hope  that  future  projections  will  be 
based  upon  substantially  factual  data. 
Hopefully,  medicare  and  all  agencies 
concerned  with  the  prepayment  of 
health  care  will  recognize  that  physi- 
cians’ time  utilized  for  the  determina- 
tion of  facts  useful  for  claims  admin- 
istration or  any  chart  analyses  per- 
formed which  are  not  analyzed  by 
competent  staff  to  reveal  a pattern  are 
activities  that  represent  time  taken 
from  patient  care  which  inevitably 
will  contribute  to  the  higher  cost  of 
physician  service. 

The  development  of  data  which  can 
be  useful  to  physicians  in  analyzing 
patterns  of  patient  care  is  a highly 
sophisticated,  time  consuming  en- 
deavor which  requires  structural  de- 
sign by  specially  trained  and  highly 
competent  individuals.  I believe  we 
are  fortunate  in  Pennsylvania  to  have 
the  Hospital  Utilization  Project,  the 
principal  purpose  of  which  is  not  to 
make  Blue  Cross  less  expensive,  is  not 
to  assist  medicare,  is  not  to  regulate 
the  practice  of  medicine  or  to  make 
judgments  with  regard  to  how  much 
over  or  under  utilization  of  hospital 
beds  takes  place  by  any  highly  arbi- 
trary criteria.  It  is  not  controlled  by 
any  governmental  or  prepayment  agen- 
cy, but  rather  is  an  agency  dedicated 
to  the  scientific  method  of  analysis, 
the  expressed  purpose  of  which  is  to 
make  medical  care  more  effective.  To 
date,  it  has  not  been  used  primarily 
for  patient  care  analyses,  which  can 
form  the  basis  for  planning,  but  has 
developed  special  studies  in  several 
hospitals.  I believe  this  places  it  upon 
the  threshold  of  a new  era  where 
data  can  be  so  organized  that  physi- 
cians can  make  more  intelligent  anal- 
yses of  the  patterns  of  care  in  their 
hospital  and  use  this  information  as  a 
basis  for  predicting  the  future  and 
recommending  changes  to  meet  these 
needs.  For  example,  actually  know- 
ing instead  of  guessing  the  number  of 
beds  currently  used  in  short-term  hos- 
pital X for  long-term  care  will  reveal 
the  number  of  additional  short-term 
beds  which  will  be  available  if  more 
chronic  care  beds  are  constructed.  The 
difference  in  cost  between  construc- 
tion and  maintenance  of  long-term 
and  short-term  beds  is  significant 
enough  to  warrant  expert  analyses. 
Similarly,  the  cost  of  convenience  for 


inpatient  diagnostic  care  could  be 
analyzed.  Both  analyses,  however,  de- 
pend upon  a basis  of  a physician’s 
judgment. 

The  second  important  role  of  the 
physician  in  the  planning  process  is 
his  membership  on  a long-range  hos- 
pital planning  committee.  Here  he 
must  consider  the  community’s  future 
health  care  needs.  The  analysis  of  his 
hospital's  function  is  but  one  of  the 
factors  he  must  consider.  He  must 
consider  the  structure  and  function  of 
all  of  the  hospitals’  health  care  fa- 
cilities, physicians,  and  other  health 
professionals  which  have  an  interre- 
lationship to  his  hospital.  He  must 
consider  the  needs  of  the  people  in 
the  area  served  by  his  hospital  for 
both  ambulatory,  routine,  and  emer- 
gency care,  specialized  diagnostic  or 
therapeutic  services  such  as  supervolt- 
age irradiation,  mental  health  care, 
obstetrics,  pediatrics,  and  transporta- 
tion facilities. 

It  may  well  be  that  to  be  productive 
such  a perspective  requires  that  these 
efforts  be  a joint  hospital  staff  activity, 
or  medical  society  activity  rather  than 
individual  staff  functions.  The  physi- 
cian’s role  is  to  bring  to  this  activity 
his  professional  skill  and  knowledge, 
but  to  be  effective,  health  facility 
planning  must  be  carried  out  jointly 
with  those  skilled  in  hospital  adminis- 
tration and  those  publicly  responsible 
for  the  hospital  operation — namely, 
the  trustees.  Planning  must  proceed 
with  knowledge  and  consideration  of 
public’s  desires.  Because  he  has  the 
primary  responsibility  for  patient  care 
both  by  training  and  law  and  to  the 
extent  that  his  professional  opinion  is 
recognized  and  accepted  by  the  public 
as  closely  identical  with  its  demands, 
the  physician’s  role  will  be  a domi- 
nant one  in  health  planning,  tempered 
by  the  necessity  for  administrative 
practicality  and  realistic  costs,  which 
are  the  concern  of  hospital  adminis- 
tration. 

Physicians  and  hospital  administra- 
tors will  find  that,  like  it  or  not,  they 
will  have  thrust  upon  them  the  in- 
creasing responsibility  for  this  function 
because  of  the  increasing  complexity 
of  health  care  which  makes  these 
problems  difficult  to  understand  for 
anyone  without  special  training,  and 
time  consuming  for  anyone  with  other 
substantial  responsibilities. 

Physicians  have  a third  key  role: 
in  exerting  leadership  in  planning.  It 
is  basically  the  role  of  a catalyst  in 
helping  those  who  must  do  so  make 
the  different  psychologic,  philosophic, 
and  sometimes  economic  adjustment 


to  a shift  in  thinking  from  what  your 
hospital  needs  to  what  your  commu- 
nity needs.  To  date,  few  physicians, 
hospital  administrators,  trustees,  pa- 
tients, politicians,  or  the  public  have 
been  able  to  make  this  adjustment. 
Physicians  should  be  better  able  to 
adapt  since  they  are  more  used  to 
thinking  in  terms  of  patients’  needs 
than  institutional  needs.  Furthermore, 
to  the  extent  their  income  is  based 
upon  a fee  for  service,  they  are  more 
financially  dependent  upon  patient 
satisfaction  than  upon  a specific  in- 
stitution for  their  livelihood.  Changes, 
therefore,  would  seem  to  be  less  of 
a threat  to  them  economically  and  they 
tend  to  view  the  hospital  more  as  a 
place  to  take  care  of  patients  than  as 
a specific  source  of  income  or  as  a 
favorite  charitable  endeavor  with 
many  symbolic  attachments. 

Hospitals  need  esprit  de  corps.  They 
need  to  compete,  but  new  ways  must 
be  found  to  compete  in  excellence  of 
effort  for  better  patient  care,  better 
efficiency  in  the  use  of  materials  and 
personnel,  and  something  equivalent 
to  market  research.  The  physician  is 
an  inherent  part  of  such  a team  effort. 


Iron  Storage,  Colitis, 
Among  Programs  at 
AMA  Convention 

Symposia  of  interest  to  both  the 
generalist  and  the  specialist  will  be 
included  in  this  year's  Scientific  Pro- 
gram of  the  American  Medical  Associ- 
ation’s Annual  Convention. 

The  Convention  will  be  held  in 
Atlantic  City  June  18-22,  the  Scientific 
Program  in  Convention  Hall  and  sur- 
rounding hotels  and  the  House  of 
Delegates  at  the  Chalfonte-Haddon 
Hall  Hotel. 

A Symposium  on  Absorption  and 
Storage  of  Iron  will  be  presented  as 
a joint  meeting  of  the  Sections  on 
Pathology  and  Physiology,  Internal 
Medicine.  Experimental  Medicine  and 
Therapeutics,  and  Gastroenterology. 

The  Sections  on  Radiology,  Proc- 
tology, Pediatrics,  General  Surgery, 
Internal  Medicine,  and  Gastroenterol- 
ogy will  join  for  a Symposium  on 
Granulomatous  Colitis  and  Ulcerative 
Colitis  in  Children. 

Other  symposia  are  being  planned 
and  scheduled. 

The  entire  Scientific  Program  for 
the  1967  Annual  Convention  will  be 
published  in  the  May  8 issue  of  the 
lOURNAL  OF  THE  AMERICAN  MEDICAL 

Association. 
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Patterns  for  the  Future 


"Adequate  health  care  for  all  Americans" 


MORTON  D.  MILLER 
New  York  City,  New  York 

One  doesn't  have  to  be  a public 
opinion  analyst  or  a student 
of  political  science  to  grasp  at 
least  the  main  outlines  of  what  has 
happened  in  this  country  in  the  area 
of  health  care.  Adequate  health  care 
for  all  Americans  has  been  moved 
from  the  realm  of  a debatable  social 
issue  to  a position  of  public  policy. 

This  is  a profound  fact.  The  insti- 
tution of  private  health  insurance 
knows  this.  The  insurance  industry 
is  clearly  aware  today  that  it  is  living 
in  a time  of  transition — an  age  of 
shifting  social,  economic,  and  political 
realities  which  envelop  all  who  are 
concerned  with  health  care,  be  they 
providers,  consumers  or  insurers. 

In  consequence,  private  health  in- 
surance is  now  rapidly  moving  away 
from  what — at  least  in  the  public 
mind,  if  not  in  fact — has  been  con- 
sidered as  confirmed  opposition  to 
government  involvement  in  health 
matters  and  toward  a cooperative,  par- 
ticipative arrangement  whose  scope 
and  direction  are  not  yet  clearly  per- 
ceived. 

We  are  going  from  a battle  whose 
dust  is  settling  to  a long  range  testing 
of  the  values  and  goals  of  our  insti- 
tution—and  not  in  limited  terms  of 
our  ability  to  meet  the  needs  of  a 
small  segment  of  the  population  but 
with  a full  determination  to  help  meet 
the  needs  of  society  as  a whole. 

We  are  in  the  process  of  changing 
from  solely  a financing  mechanism  to 
a broader  social  instrument— from  a 
limited  perspective  of  our  role  to  a 
new  self-awareness  of  what  we,  as 

■ Mr.  Miller  is  vice-president  and 
actuary  of  the  Equitable  Life  Assur- 
ance Society  of  the  United  States.  He 
teas  president  of  the  New  York  65 
Health  Insurance  Association. 

■ Presented  at  the  First  National  Con- 
gress on  the  Socio-Economics  of 
Health  Care,  sponsored  by  the  Coun- 
cil on  Medical  Service  and  the  Divi- 
sion of  Socio-Economic  Activities  of 
the  American  Medical  Association , 
Chicago,  Illinois,  January  23,  1967. 


trustees  of  so  large  a share  of  the 
public’s  health  funds,  can  and  shall 
do  to  improve  the  effectiveness  of  care. 

We  believe  the  public  expectation 
that  adequate  health  care  should  be 
available  to  everyone  is  legitimate  and 
we  know  it  presents  a new  and  dra- 
matic challenge  for  mutual  planning 
and  cooperative  effort  between  govern- 
ment at  all  levels,  on  one  hand,  and 
all  voluntary  health  interests,  on  the 
other. 

We  are  seeing  the  evolution  of  a 
complex  series  of  interrelationships 
among  the  problems  of:  planning  and 
organization  of  facilities  and  services; 
recruitment  and  training  of  health 
manpower;  provision  of  quality  care; 
and  the  cost  and  financing  of  such 
care. 

Private  health  insurers  are  prepared 
to  accept  this  development  with  a new 
awareness  of  their  need  to  be  respon- 
sive to  their  responsibilities. 

Significant  in  this  regard  was  the 
statement  of  policy  recently  adopted 
by  the  Health  Insurance  Association 
of  America  on  behalf  of  its  member 
insurance  companies.  This  statement 
defines  as  the  role  of  private  health 
insurers  the  continuation  of  the  pri- 
mary responsibility  for  providing  ade- 
quate insurance  against  the  cost  of 
health  care  for  persons  under  age  65. 
it  points  to  the  important  role  which 
private  insurers  are  now  playing  as 
fiscal  or  administrative  intermediaries 
in  implementing  government  programs 
and  as  the  underwriters  of  private  vol- 
untary plans  that  supplement  govern- 
ment programs  directed  to  persons  age 
65  and  over.  Further,  the  statement 
supports  programs  of  appropriate  gov- 
ernmental assistance  in  providing 
health  care  protection  for  those  who 
lack  the  resources  to  obtain  private 
health  insurance. 

The  private  health  insurance  indus- 
try stresses  the  vital  and  immediate 
need  for  intensifying  efforts  to  extend 
private  insurance  protection  to  those 
still  not  insured  or  under-insured 
against  the  cost  of  health  care. 

Insurance  companies  are  being 
urged  by  their  Association  to  re- 
examine realistically  their  present  cov- 


erages and  procedures  and  particularly 
to  give  urgent  and  serious  attention 
to: 

— Stressing  the  need  for  adequate 
coverage; 

— Escalating  efforts  to  extend  insur- 
ance to  people  presently  not  in- 
sured or  under-insured; 

— Creating  new  and  better  market- 
ing approaches  and  techniques  to 
help  meet  the  needs  of  the  public; 

— Reducing  contract  and  underwrit- 
ing restrictions  so  as  to  make  in- 
surance increasingly  available  to 
more  people. 

In  short,  there  is  emerging  a re- 
newed determination  on  the  part  of 
private  health  insurers  to  build  on  the 
already  impressive  record  of  achieve- 
ment in  extending  health  care  protec- 
tion to  the  American  people. 

Let  me  remind  you  of  that  record. 
By  the  close  of  1966,  an  estimated 
159  million  persons  in  this  country — 
82  percent  of  the  United  States  civilian 
population — had  some  form  of  volun- 
tary health  insurance.  Of  those  with 
hospital  expense  insurance,  94  percent 
were  also  insured  for  surgical  ex- 
penses. In  addition,  some  72  percent 
were  covered  for  regular  medical  ex- 
penses, and  35  percent  had  major 
medical  protection. 

Numbers  alone  are  not  the  whole 
story,  of  course.  How  well  were  these 
millions  of  people  protected  against 
unpredictable  health  care  costs?  It  is 
estimated  that  out  of  every  $5  spent 
by  these  insured  persons  for  hospital 
care,  a minimum  of  $4  is  paid  by 
their  hospital  insurance.  For  physi- 
cians’ services,  the  proportion  paid  by 
insurance  is  about  $1  of  every  $2. 
This  breaks  down  further  into  about 
$4  of  every  $5  with  respect  to  surgery, 
and  $1  out  of  every  $4  for  the  cost 
of  physicians’  non-surgical  services. 

The  figures  for  the  number  of  per- 
sons covered  should  be  viewed  in  light 
of  the  fact  that  many  people  who  are 
without  health  insurance  at  present  do 
not  need  it  because  their  medical-care 
expenses  are  financed  under  some  type 
of  governmental  program.  In  other 
words,  the  unprotected  gap  remaining 
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to  be  closed  is  substantially  less  than 
the  20  percent  of  the  civilian  popula- 
tion now  uninsured. 

The  competitive  nature  of  voluntary 
health  insurance  provided  a major 
stimulus  to  accomplishment  in  the 
past.  We  are  confident  that  it  still 
represents  one  of  the  master  keys  to 
further  progress  in  providing  broad 
coverage  at  reasonable  cost.  It  pre- 
serves for  the  consumer  uniquely  flexi- 
ble choices  of  coverage  to  fit  per- 
sonal needs;  it  encourages  new  servic- 
ing concepts;  and  it  stimulates  new 
product  development — major  medical, 
dental  care,  out-patient,  mental  illness 
coverage  . . . and  who  knows  what 
tomorrow! 

The  vast  technical  resources  of  the 
insurance  business  and  the  prepayment 
plans,  with  their  years  of  combined 
experience  in  fulfilling  a vital  social 
need,  have  been  recognized  dramati- 
cally by  the  government’s  dependence 
on  the  private  sector  in  its  role  of 
administrative  intermediary  and  carrier 
in  implementing  the  Medicare  Taw. 
This  relationship  is  still  evolving.  One 
of  the  key  questions,  for  example, 
which  must  be  answered  in  the  long 
run  is  the  extent  to  which  private  and 
prepayment  plan  administrative  judg- 
ments will  be  controlling. 

Now  what  about  the  costs?  Cer- 
tainly, no  subject  in  the  health  care 
field  has  attracted  more  editorial  in- 
terest and  public  concern  than  the 
rapidly  rising  medical  care  cost  pic- 
ture. Clearly  we  must  assume  the 
initiative  and  bend  our  imaginations 
to  ways  of  encouraging  the  public  to 
place  a higher  priority  on  expendi- 
tures for  health  care.  This  means  dem- 
onstrating the  value  of  better  care  at 
the  most  reasonable  cost  in  terms 
which  the  public  will  understand  and 
accept. 

The  need  for  improvement  in  the 
quality  of  care  is  being  given  increas- 
ing attention  by  the  public.  People, 
no  doubt,  are  more  aware  today  of 
the  factors  influencing  medical  care 
costs.  Even  so,  cost  increases  are  fre- 
quently challenged  by  the  consumer  as 
being  unnecessary  and  as  reflecting 
waste  or  inefficiency  in  provider 
operations.  It  is  not  sufficient  only 
to  develop  public  understanding  and 
awareness  of  those  factors  which  pro- 
duce the  increases.  We  must  also 
show  a determination  to  identify  and 
eliminate  wasteful  influences  or  prac- 
tices which  tend  to  inflate  costs. 

Here  health  insurers,  as  trustee- 
representatives  of  consumers,  have  a 
major  and  direct  role  to  play,  through 


sound  contract  design  and  effective 
claims  administration.  Electronic  data 
processing  equipment  has  opened 
new  vistas  in  the  storage  of  vast 
amounts  of  data  and  the  volume  re- 
view of  health  claims  in  such  a way 
as  to  focus  readily  on  areas  for  fruitful 
cost  conservation  and  quality  control. 

The  quality  of  health  care  is  pri- 
marily the  responsibility  of  the  pro- 
viders themselves.  Indeed,  it  is  their 
prerogative  for  in  many  areas  only 
the  health  professions  have  the  com- 
petence to  establish  standards  of  effec- 
tive care.  Thus  it  is  clear  that  the 
concern  of  health  insurers  in  this  area 
must  continue  to  take  the  form  of 
cooperation  with  the  providers  of 
health  care,  and  along  with  them  the 
planning  agencies,  the  purchasers  of 
insurance  and,  frequently,  the  appro- 
priate public  agencies. 

We  insurers  stand  in  a position  of 
trustee  for  our  insureds,  charged  with 
the  responsibility  to  represent  their 
best  interests  as  consumers  of  health 
care.  Benefit  payments  in  the  health 
care  field,  in  1966,  reached  an  esti- 
mated $9.5  billion  under  all  forms  of 
health  care  protection.  The  proper 
expenditure  of  health  care  funds  of 
such  magnitude  is  a trust  which  we 
cannot — and  do  not — -take  lightly. 

Expression  of  this  responsibility  is 
shown  in  the  cooperative  support  given 
by  private  health  insurers  to  such  qual- 
ity-influencing measures  as  the  estab- 
lishment of  medical  society  and  hos- 
pital utilization  and  review  commit- 
tees; of  hospital  tissue  committees  and 
medical  audits;  the  support  of  accredi- 
tation programs:  and  the  promotion 
of  the  concept  of  community  health 
planning  of  services  as  well  as  of 
facilities. 

Review  activities,  whether  directed 
to  the  determination  of  “usual  and 
customary  fees,”  or  to  the  evaluation 
of  the  effectiveness  of  the  use  of  hos- 
pital facilities,  represent  a unique  op- 
portunity for  the  medical  profession 
to  assume  leadership.  By  coming  for- 
ward with  the  necessary  guidance  and 
judgment,  which  only  the  profession 
can  supply,  the  resolution  of  these  and 
other  important  health  care  problems 
in  a climate  of  mutual  cooperation  and 
understanding  will  be  made  possible. 

The  requirements  of  the  Medicare 
Law  that  each  hospital  have  a func- 
tioning utilization  committee  heighten 
the  need  for  the  assumption  by  the 
professions  of  a strong  leadership  role 
in  this  area.  Must  not  the  profes- 
sions undertake  to  carry  out  these 
functions  meaningfully  on  behalf  of 


all  patients,  not  just  those  who  have 
become  beneficiaries  of  government 
programs? 

The  American  Medical  Association 
and  the  American  Hospital  Associa- 
tion have  adopted  positions  which  en- 
courage the  professions  to  carry  out 
their  respective  review  responsibilities 
for  patients  of  all  ages.  However, 
progress  has  been  regrettably  slow,  and 
there  is  some  evidence  of  reluctance 
on  the  part  of  hospitals  and  of  the 
medical  profession  to  become  involved 
beyond  the  minimal  requirements  of 
the  Medicare  Law. 

Candor  requires  one  to  ask  if  it  is 
not  probable  that  in  the  absence  of 
productive,  working,  utilization  re- 
view procedures  increased  pressure  for 
further  regulation  in  this  area  will  be 
applied? 

Perhaps  by  now  it  is  apparent  that 
I am  not  about  to  diagram  any  neatly- 
balanced  pattern  for  the  future — or 
even  several  patterns.  What  the  shape 
of  things  to  come  in  health  care  will 
be,  I'm  not  at  all  certain.  Indeed, 
the  pattern  may  well  be  kaleidoscopic 
— changing,  in  a multitude  of  ways — 
interrelated,  interdependent,  bal- 
anced, and  even  systematic.  Perhaps 
I should  say:  especially  systematic. 

If  anything  is  clear  about  the  future 
it  is  not  simply  that  there  will  be 
change,  but  that  to  some  degree  change 
must  be  managed.  And  in  the  world 
we  live  in  today — and  even  more  in 
tomorrow’s  world — we  realize  that 
new  concepts  and  techniques  such 
as  systems-analysis  present  us  with 
ways  and  means  of  coping  with  a wide 
range  of  social  and  economic  prob- 
lems which  heretofore  have  seemingly 
been  too  complex  for  us  to  grasp. 

What  we  have  been  experiencing  in 
health  care — rising  costs,  variable 
quality,  inequality  of  access,  fragmen- 
tation and  gaps  in  services — may  well 
represent  faulty  interrelationships 
among  a number  of  complex  systems. 
Clearly  we  have  had  a pattern  of  the 
poor  expenditure  of  precious  commu- 
nity resources.  We  must  learn  to  man- 
age these  resources  better  for  the  sake 
of  both  our  social  and  economic 
health. 

Managing  implies  fact-finding,  anal- 
ysis, priority-setting,  program  develop- 
ment— or  as  the  National  Commission 
on  Community  Health  Services  has 
said:  community  health  “action-plan- 
ning.” 

Under  present  and  emerging  cir- 
cumstances. and  in  accordance  with 
the  broad  public  interest,  it  would  ap- 
pear that  the  need  for  planning  of 
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standards — for  establishing  and  de- 
ploying health  care  facilities  and  ser- 
vices, and  for  fulfilling  unmet  needs 
— is  unassailable.  This  need  for  plan- 
ning has  been  reflected,  for  example, 
in  the  mushrooming  growth  of  area- 
wide health  facilities  planning  agen- 
cies and  the  proliferation  of  planning 
elements  in  many  other  health  activ- 
ities, such  as  the  regional  medical  pro- 
grams. Consequently,  a major  prob- 
lem today  is  to  obtain  a broad  base 
of  support  from  the  various  interests 
involved  in  the  community,  and  to  es- 
tablish the  proper  balance  so  that  the 
planning  agencies'  recommendations 
will  be  effective. 

Over  a period  of  years,  the  private 
health  insurance  business  has  recog- 
nized the  importance  of  and  has  sup- 
ported the  principles  of  areawide  plan- 
ning. The  Health  Insurance  Coun- 
cil. through  its  state-by-state  voluntary 
organization,  participates  and  provides 
technical  assistance.  In  addition,  many 
insurance  companies  contribute  per- 
sonnel and  financial  support  to  a num- 
ber of  planning  agencies. 

The  underlying  objective  of  any 
effective  planning  organization  must 


be  to  assure  the  community  that  high 
quality  care  will  be  available  as 
needed  on  the  most  economical  basis 
possible.  Implementation  of  recent 
federal  legislation — notably  Public 
Law  89-749,  The  Comprehensive 
Health  Planning  Act — gives  added 
emphasis  to  the  urgency  for  construc- 
tive action  in  this  area.  In  recogni- 
tion of  this  fact,  and  in  anticipation 
of  the  many  challenges  and  oppor- 
tunities which  this  development  repre- 
sents, the  health  insurance  business 
last  year  adopted  a policy  and  is  de- 
veloping a program  in  support  of  com- 
munity health  planning  based  on: 

1.  Active  involvement  in  commu- 
nity health  planning  groups 
through  appropriate  participation 
of  qualified  insurance  personnel 
in  state  and  areawide  groups. 

2.  Financial  support  of  community 
health  planning  operations  by 
allocation  to  appropriate  groups 
of  funds  provided  on  an  indus- 
try-wide basis. 

3.  Technical  backup  of  industry 
participants  in  community  health 
planning  assignments  with  back- 


ground material,  information 
and  counsel. 

The  pattern  for  the  future,  then,  as 
I glimpse  it,  includes  among  its  major 
elements  the  ideas  of  social  respon- 
sibility and  of  responsible  participa- 
tion. The  private  health  insurance  in- 
dustry is  committed  to  both.  In  health 
care  and  community  matters  we  are 
actively  participating  day-in  and  day- 
out.  We  intend  to  continue  to  accept 
our  responsibilities  and  to  pull  our  full 
weight — with  initiative,  imagination, 
ingenuity,  and  vitality. 

Our  goal  for  the  future  is  to  achieve 
active  public  understanding  of  the 
unique  advantages  of  the  voluntary 
health  care  system  and  to  obtain  the 
maximum  use  of  that  system  by  the 
public  to  meet  today’s  social  needs. 

We  are  acutely  aware,  however,  that 
any  such  goal  can  be  achieved  only 
by  close  and  realistic  cooperation 
among  and  with  the  medical  and 
allied  professions  and  all  other  pro- 
viders of  health  care. 

Challenge  is  the  cornerstone  of 
progress.  We  invite  you  to  join  with 
us  in  building  the  future. 


Togetherness.... 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2 and  will  not  mask  symptoms  of 


serious  organic  disorders. 
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Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonfid  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  B,)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  B.,)  (4  MDR),  5 mg.;  py ri- 
doxine  hydrochloride  (vitamin  B,;),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 


‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs' 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 
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EDITORIALS 


Are  You  In  Charge 

In  my  youth  I often  heard  sermons 
and  read  essays  saying,  in  essence, 
that  the  laborer  is  worthy  of  his 
hire.  But  I also  heard  and  read  that 
the  laborer  owes  the  employer  a full 
day’s  work.  The  latter  admonition  is 
not  often  heard  in  our  times.  We  live 
in  an  era  when  the  duties  of  managers 
are  likely  to  be  more  extensive  than 
the  response  which  they  can  expect  to 
command  from  their  work  force. 

We  also  live  in  an  era  when  there 
is  much  concern  about  the  costs  and 
distribution  of  health  care.  All  work- 
ers, facilities  and  expenditures  in  this 
field  are  subject  to  public  discussion. 
The  people  most  likely  to  be  ques- 
tioned regarding  such  costs  are  the 
doctor  and  the  hospital  administrator. 
It  is  easy  to  see  that  the  physician  is 
concerned  about  this;  he  is  using  more 
and  more  mechanical,  electrical  and 
electronic  aids.  New  kinds  of  medi- 
cal technologists  and  assistants  appear 
on  the  scene  every  week  and  debate 
is  now  going  on  about  a new  category 
— the  assistant  physician.  To  cap  this 
revolution,  automation  waxes  and  we 
are  all  studying  data  processing  and 
computers.  Administrators  and  other 
health  professionals  are  equally  busy. 

But,  as  in  the  case  of  the  laborer 
and  his  employer,  we  are  prone  to 
see  only  one  side  of  the  coin;  the  ex- 
hortations to  be  economical  and  effi- 
cient are  all  directed  at  the  providers 
of  service.  The  administrator  is  to  run 
his  facility  at  less  cost  with  more  bene- 
fits. The  doctor  is  to  see  more  pa- 
tients, perform  more  scientific  mir- 
acles and  do  so  in  so  appealing  a way 
that  his  image  will  be  constantly  en- 
hanced. Other  health  professionals, 
too,  are  expected  to  be  paragons  of 
diligence  and  efficiency — the  nurse, 
the  pharmacist  and  many  others,  all 
are  to  be  busier,  more  vigilant,  more 
productive  so  that  the  consumer  of 
health  care  may  get  more  and  better 
care  for  his  dollar. 

But  nobody  exhorts  the  consumer 
to  be  prudent  and  fair  in  applying  for 
health  care  or  medical  services.  It 
even  entered  my  mind  that,  since 
users  of  these  services  are  so  numerous 


Here,  Doctor? 

and  make  up  such  large  blocks  of 
voters,  the  authorities  might  be  find- 
ing it  expedient  to  be  silent,  ignoring 
the  cost. 

The  recognition  that  the  best  possi- 
ble medical  care  is  the  right  of  every 
citizen  is  a source  of  satisfaction  to 
all  physicians.  But,  if  we  are  to  fit 
into  the  ecology  of  our  race,  in  our 
times,  we  must  establish  some  con- 
trols. In  addition  to  our  efforts  to 
increase  the  number  of  physicians,  to 
distribute  them  to  best  advantage,  to 
supply  them  with  every  human  and 
material  aid,  we  ought  to  seek  to  ed- 
ucate the  public  to  get  the  best  care 
at  the  lowest  cost  and  with  equal  ad- 
vantage to  all  people. 

One  of  the  follies  of  our  times  is 
that  the  planners  who  have  sought 
such  goals  have  done  so  without  con- 
sulting the  real  professional  in  the 
field,  the  physician  in  practice.  Only 
when  the  actual  service  must  be  pro- 
duced does  the  doctor  enter  the  scene. 
One  gets  the  impression  that  the 
planners  would  like  to  provide  medi- 
cal care  without  reckoning  with  the 
physician  at  all. 

Let  them  take  note  that  when  the 
medicare  chips  were  finally  down,  it 
was  the  physician  who  had  to  explain 
to  the  patient  the  workings  of  the  law. 
Difficult  and  time-consuming  as  these 
explanations  are,  they  prove  to  be  the 
main  and  ultimate  steps  by  which  the 
recipient  of  this  largess  can  learn  his 
rights  and  duties. 

No  matter  what  assistance  we  give 
him,  the  authority  and  responsibility 
of  diagnosis  and  therapy  must  fall 
upon  the  physician.  But  I note  that 
as  our  burgeoning  science  grows  (often 
at  the  expense  of  our  art)  the  patient 
is  more  likely  to  interfere  and  third 
parties  are  more  likely  to  try  to  dic- 
tate in  medical  matters.  That  amus- 
ing advertisement  in  which  the  matron 
is  telling  the  doctor  that  what  her 
little  girl  really  needs  is  a shot  of 
penicillin  ain’t  funny.  The  doctor 
knows  the  capabilities  and  dangers 
of  the  medication;  the  matron  knows 
only  that  it  is  a “miracle  drug.” 


To  take  another  example:  one 

could  envision  a great  reduction  in 
exposure  of  our  race  to  ionizing  radia- 
tion if  the  physician  were  not  im- 
pelled to  order  x-ray  examinations 
by  pressures  which  are  not  medical. 
Custom,  fear  of  criticism  or  of  legal 
action,  the  desires  of  insurers  or  em- 
ployers, pressures  from  parents, 
coaches,  foremen,  union  stewards  and 
the  like  are  given  as  indications  for 
some  examinations.  Perhaps  the  diag- 
nosis of  an  occasional  minor  fracture 
might  be  delayed  a day  or  even  a 
couple  of  days  if  the  doctor  had  to 
reexamine  a persistently  symptomatic 
patient.  But  the  patient  would  be 
none  the  worse  and  much  somato- 
plasm and  much  germ  plasm  would  be 
spared  the  effects  of  the  ionizing  beam, 
if  the  doctor  were  unequivocally  in 
charge. 

Managing  patient  care  so  that  all 
facilities  are  used  to  the  best  advan- 
tage can  only  be  done  by  the  physician 
who  is  free  of  all  non-medical  pres- 
sures. The  use  of  out-patient  services 
instead  of  hospital  admission,  employ- 
ment of  lower-cost  facilities  in  place 
of  short-term  hospital  beds  and  the 
like,  must  be  determined  by  a doctor 
devoted  solely  to  the  medical  benefit 
of  the  patient. 

Many  of  these  pressures  being  I 
brought  to  bear  upon  the  doctor  can  I 
be  relieved  by  the  education  of  the  I 
public  in  health  care  matters.  The  I 
public  can  slowly  be  taught  that  “free”  I 
care  is  not  free  and  that  every  un-  I 
necessary  use  adds  unwarranted  cost  I 
to  the  insurance  or  tax  bill  of  all  of  I 
us.  Deductibles  and  co-insurance  are  I 
mechanisms  to  inculcate  and  under-  I 
line  these  principles  of  the  distribution  I 
of  health  care  costs  and  the  citizen  I 
should  be  taught  about  these  mecha-  I 
nisms. 

But  this  is  a slow  process  and  even  I 
if  stepped  up  greatly  would  do  little  | 
for  us  right  now.  What  is  needed  I 
is  direct  education  of  the  patient  by  I 
his  doctor  in  the  same  way  in  which  I 
the  facts  of  medicare  are  being  pre-  I 
sented — by  direct  explanation,  by  pre-  I 
cept  and  by  the  occasional  exertion  | 
of  authority.  (Continued  on  page  93.)  I 
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PENNSYLVANIA  MEDICINE 


after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  8|  (Thiamine  Mononitrate)  10  mg 


Vitamin  82  (Riboflavin)  10  mg 

Vitamin  Bs  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6—3613 


at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed  . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


5% 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

•in  that  has  been  developed.  Because  it  is  stable  in  acid,  well 
ibsorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
'aster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

ndications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
>rganisms  sensitive  to  its  action  (especially  staphylococci,  hemo- 
ytic  streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
n a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
>f  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
his  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
md  has  produced  a parallel  prompt  clinical  improvement.  There 
lave  been  no  group  A beta-hemolytic  streptococci  resistant  to 
his  preparation.  In  beta-hemolytic  streptococcus  infections, 
;reatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
nococcus  pneumonia  and  in  acute  bronchitis  with  pneumococci 
in  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
■esponded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
;oft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
’ections,  and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
ions  should  be  used  only  in  combination  therapy  with  other 
intimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
lsed  in  these  severe  conditions,  surgical  procedures  should  be 
lerformed  when  indicated,  and  large  dosages  of  the  antimicro- 
)ial  agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
ffective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
■mpyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
hea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
reatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
hould  be  employed  for  these  infections  only  in  patients  with  a 
listory  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
ible  bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
>r  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
mown  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

iide-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
rythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
hat  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
iccur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
te of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
■esult  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
leared  in  some  cases  after  a few  days  of  treatment  but  generally 
lave  followed  one  or  two  weeks  of  continuous  therapy  or  several 
■ourses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
s readministered  to  sensitive  patients,  usually  within  forty- 
'ight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts, 
rhe  findings  readily  subsided  without  apparent  residual  effects 
vhen  treatment  was  discontinued.  Recovery  was  delayed  in  one 
eported  instance.  The  physician  indicated  in  this  case  that  either 
Irug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
ible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
vith  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
ulditional  eleven  cases  developed  some  changes  in  liver  function 
ests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
lecond  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
)een  reported,  it  seems  clear  that  the  number  is  small  compared 
vith  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
ncluded  persons  in  whom  there  had  been  administered  other 
Irugs  known  to  be  associated  at  times  with  hepatic  side-effects 
ind  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
use may  have  been  responsible  for  the  findings.  In  some  of  the 
ases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
>f  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
ind  results  of  liver  function  tests  resembled  findings  in  extra- 
lepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
aundice  after  administration  of  Ilosone  is  infrequent,  but 
urther  investigations  are  being  made  to  estimate  its  incidence 
nore  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wen 
characterized  by  increased  direct-reacting  bilirubin,  elevate( 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalii 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutaml 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor 
mal  choleeystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  no 
been  reported  in  other  patients  taking  prolonged  courses  of  th' 
medication.  Patients  with  chronic  infection  have  been  given  1 fc 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  am 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  o 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  o 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes 
patients’  families,  who  were  not  taking  the  drug,  had  episode 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wer 
determined  in  a group  of  fifty-four  adults  and  children  who  tool 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  a 
rheumatic  fever  prophylaxis.  The  results  were  compared  witl 
those  of  a similar  group  of  forty-four  patients  who  received  pen 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatio 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecours 
of  treatment  was  observed  in  one  patient  treated  with  Iloson 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penieillii 
group  showed  elevations  in  one  of  the  tests  at  some  time  durinj 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wer 
reported  in  102  pediatric  patients  who  received  short-term  (ten 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec 
tions.  Results  of  liver  function  tests  in  these  patients  were  com 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  el 
fects  are  observed  in  a small  proportion  of  individuals  as  a resul 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar 
tract;  however,  the  normal  intestinal  gram-negative  bacteria 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fo 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour: 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  i 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftee 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythrc 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  o i 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pai 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ar 
recommended.’  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base) 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalen 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages 

References:  1.  Griffith.  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247:6 9,  196- 

2.  Griffith.  R.  S.,  and  Black.  H.  R. : Antibiotics  & Chemother..  12:3 98,  1961 

3.  Hirsch,  H.  A..  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  2SS.198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  46206. 
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(Continued  from  page  88.) 

The  doctor  must  take  charge  and 
must  employ  only  medical  premises 
in  his  decision  making.  In  my  medical 
youth,  I was  once  in  charge  of  an 
emergency  service  on  a day  when  there 
were  no  available  beds  in  the  hospital. 
A patient  with  a head  injury  was 
brought  in  and,  as  stipulated,  I or- 
dered his  admission.  But  the  patient 
demurred,  signed  a release  and  de- 
parted, which  greatly  relieved  my 
anxiety.  But  my  chief,  in  later  review, 
gave  me  a longer-lasting  anxiety 
when  he  asked  me  how  hard  I had 
worked  in  explaining  the  need  for  ad- 


mission. I have  not  yet  stopped  hear- 
ing the  older  physician’s  remark: 
“You  had  the  medical  education,  not 
the  patient.” 

It  is  the  duty  of  the  man  with  the 
medical  education  to  provide  on-the- 
spot  health  education,  including  eco- 
nomic facts,  to  the  patient  who  makes 
demands  for  extraordinary  considera- 
tion. The  physician  must  act  responsi- 
bly in  an  atmosphere  which  is  inimical 
to  cost  saving  and  he  must  explain 
his  action  in  the  interest  of  the  pa- 
tient’s education.  It  is  even  harder 
to  refuse  to  make  moral  concessions 
to  the  “malpractice  milieu”  in  which 


Mail  Call 

Some  Disturbing  Thoughts 
on  Hospital  Planning 

I,  too,  like  Mr.  Worthington  do  not 
profess  to  know  anything  about  hos- 
pital planning  (See  Pa.  Med.,  70:  2) 
but  I would  like  to  reserve  my  right 
as  a physician  and  a member  of  that 
misfortunate  group  known  as  the  “pub- 
lic” to  question,  criticize  and  perhaps 
prayerfully  enlighten  the  “experts.” 

Mr.  Worthington  develops  the 
thought  that  business  and  medicine 
may  work  “synergistically.”  Rather 
than  develop  a thought  I would  like 
to  express  an  axiom — good  medicine 
and  business  are  immiscible  (i.e.,  they 
don’t  mix).  Medicine  by  its  very 
character  is  a bad  business  venture  for 
it  seeks  to  destroy  and  conquer  the 
very  nature  of  its  existence  (disease, 
cancer,  etc.). 

Business  by  definition  is  the  buying 
and  selling  of  commodities  and  service 
for  a profit.  Profit  in  this  context  need 
not  be  in  terms  of  dollars  and  cents 
but  may  masquerade  as  “economy,” 
“efficiency,”  "prestige,”  or  “public  re- 
lations.” 

Medicine  deals  with  lives;  business 
with  dollars  and  cents.  Any  attempt 
to  equate  the  two  is  sheer  folly.  As  one 
attempts  to  encompass  the  other  each 
loses  its  individual  identity  temporarily 
but  in  time  regains  it  again.  Just  as 
shaking  oil  and  water  will  result  in  a 
cloudy  solution — it  will  eventually 
separate  into  its  individual  components 
if  left  alone. 

I would,  therefore,  highly  recom- 
mend that  in  the  future,  before  any 
monetary  gifts  are  made  to  further 


the  cause  of  medicine  that  its  (medi- 
cine's) motives  and  needs  be  care- 
fully scrutinized  before  these  charitable 
offerings  are  made. 

I hope  that  Mr.  Worthington  doesn’t 
feel  that  up  to  now  he  was  taken  in  by 
some  medical  hucksters. 

I would  think  that  industry  would  be 
content  enough  to  have  received  the 
blessing  bestowed  upon  them  by  the 
I.R.S.  as  reward  enough  for  their 
“charity.”  I've  heard  of  "having  your 
cake  and  eating  it,  too,”  but  hospital 
planning  associations  as  currently  con- 
ceived and  propogated  are  absolutely 
ridiculous. 

I envision  a disastrous  course  for 
medicine  if  things  are  permitted  to  go 
unabated  much  longer.  The  next  logi- 
cal step,  it  seems  to  me,  is  to  establish 
an  “area  health  planning  foundation” 
which  can  serve  a variety  of  business 
purposes  for  its  principal  grantor(s). 
For  example,  tax  benefits,  public  re- 
lations (under  the  guise  of  charity)  and 
prestige,  just  to  name  a few. 

Business  Week,  in  an  article  in  1960, 
stated  that  the  only  motive  behind 
most  foundations  is  keeping  control 
of  wealth  (even  while  the  wealth  it- 
self is  given  away) . 

There  is  an  old  saying  that  "money 
is  power  and  he  who  has  money  has 
power.”  I shudder  to  think  of  the 
potential  power  which  can  be  gener- 
ated by  such  a planning  unit,  when  in 
the  final  analysis  they  are  really  not 
responsible  to  anyone  but  themselves 
despite  their  motto  to  do  “public  ser- 
vice.” 

It  is  only  natural  that  we  become 
concerned  about  costs  of  living,  health 


we  work  than  it  is  to  resist  the  give- 
away attitude  which  is  so  prevalent 
in  our  day  But  we  must  decide  what  is 
right,  do  it  and  keep  good  records  to 
justify  it. 

If  money  were  the  only  considera- 
tion. some  concession  to  the  spirit  of 
our  times  would  be  easy  to  forgive. 
But  we  have  potent  drugs  and  other 
powerful  media  with  which  to  confer 
benefit  or  to  do  harm.  They  are  in 
our  charge  and  we  should  not  yield 
their  control  to  lesser  men  or  to  out- 
side considerations.  If  we  remain  in 
charge,  the  medical  world  will  remain 
in  our  hands. 


care,  morals,  political  philosophies, 
etc.,  however,  once  our  health  is 
threatened  either  by  war.  disease  or 
other  cause — the  cost  of  restoring  it 
becomes  no  object  (be  it  good  eco- 
nomic times  or  bad)  . . . “Just  get 
me  well.  Doc — I still  have  a lot  of 
living  to  do  and  a family  to  raise.” 

Herein  lies  the  problem  of  over  am- 
bitious community  health  service  plan- 
ning. It  is  my  sincere  belief  that  hos- 
pitals, regardless  of  size  or  location, 
should  provide  the  best  facilities  pos- 
sible within  the  capabilities  of  its  staff. 
Hospitals,  to  coin  a phrase,  are  “doc- 
tors.” As  the  doctors  go  so  go  the 
hospitals. 

The  problem,  as  I see  it  today,  is 
that  not  only  is  there  a lack  of  coopera- 
tion between  hospital  staffs  and  ad- 
ministrators but  there  is  a complete 
breakdown  of  communication  or  dia- 
logue. Each  eyes  the  other  with  much 
suspicion;  tempers  flare  almost  to  the 
point  of  violence.  The  antidote  here 
is  discussion.  The  medical  staff,  hos- 
pital administrators  and  any  other  in- 
terested parties  should  sit  down  to- 
gether and  get  to  know  one  another. 

Until  then  any  planning  venture 
initiated  by  either  the  hospital  or  plan- 
ning association  is  doomed  to  failure. 

As  a public  citizen  I feel  like  an 
apprehensive  patient  about  to  undergo 
major  surgery — not  knowing  what 
the  future,  if  there  be  one.  will  bring. 
Without  question  the  choice  of  future 
properly  lies  with  the  patient  (public) 
— but  if  we  (the  medical  community) 
choose  it  for  him  we  must  do  so  on  the 
assumption  that  it  is  the  one  he  would 
choose  himself  if  he  were  in  possession 
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of  the  relevant  knowledge  and  facts 
and  in  his  right  mind. 

If  there  is  any  room  for  question  or 
doubt  we  should  with  all  candor  and 
altruism  discuss  the  problem  with  those 
involved. 

How  does  an  ant  eat  an  elephant? 
One  bite  at  a time! 

Joseph  M.  Behun,  M.D. 

Sewickley 

Hospitals  Commissioner 
Rebuffed 

March  17,  1967 
The  Honorable  Joseph  A.  Williamson, 
Commissioner, 

Office  of  General  and  Special 

Hospitals, 

Commonwealth  of  Pennsylvania, 
Department  of  Public  Welfare, 
Harrisburg,  Pennsylvania  17120 

Dear  Mr.  Williamson: 

Your  letter  of  March  3,  1967  to 
hospital  administrators  has  such  enor- 
mous implications  that  I am  moved 
to  criticize  it  and  I am  also  impelled 
to  state  that  harsh  criticism  seems  to 
me  to  be  in  order. 

In  plain  words,  you  say  that  the 
medical  profession  and  the  adminis- 
trators of  hospitals  need  to  be  watched 
for  possible  “inappropriate  use  of  bene- 
fits.” Now  that  the  Commonwealth 
has  been  forced  by  Federal  legisla- 
tion to  pay  a reasonable  facsimile  of 
the  costs  of  caring  for  the  medically 
indigent,  the  politicians  are  in  a panic 
— frightened  at  the  size  of  a bill  which 
they  have  not  yet  seen.  This  is  a bill, 
incidentally,  that  the  Commonwealth 
and  local  governments  did  their  best 
to  conceal  and  deny  in  the  “good  old 
days”  of  dumping  the  medically  in- 
digent into  voluntary  hospitals  for  lit- 
tle or  no  pay. 

On  July  1,  1967  our  political  lead- 
ers will  have  to  face  the  actual  costs 
of  general  hospital  care  AND  of  pro- 
fessional fees.  In  the  past,  physicians 
and  surgeons  have  cared  for  the  in- 
digent without  fee  in  hospitals  and  at 
practically  no  fee  outside  the  hospital. 
The  hospitals  have  been  paid  (NOT 
reimbursed)  at  such  a low  rate  that 
the  memory  makes  one  blush. 

The  result  of  this  niggardly  treat- 
ment of  hospitals  in  the  past  has  been 
rapidly  rising  rates  which  still  provide 
only  a low  rate  of  pay  for  hospital 
personnel.  In  the  latter  case,  I invite 
your  attention  to  the  fact  that  these 
people  are  now  coming  under  the  pro- 
tection of  minimum  wage  laws.  Sub- 
sequent rises  in  hospital  costs  cannot 
be  easily  sloughed  off  on  inefficiency, 


greed,  and  general  lack  of  "know-how" 
on  the  part  of  hospital  administrators 
and  boards  of  trustees. 

Physicians  and  surgeons,  who  in  the 
past  treated  the  indigent  for  nothing, 
or  for  very  nearly  that  sum,  are  now 
going  to  have  to  be  paid  at  “prevail- 
ing” rates.  Will  the  reaction  be  one  of 
gratitude  to  people  who  contributed 
so  much  in  the  past  (while  those  in 
office  took  credit  for  keeping  taxes 
down);  or  will  there  be  screams  of 
pain  at  the  gross  profiteering  on  the 
part  of  the  practitioner? 

No  doubt  the  latter  will  be  believed. 
The  social  planners  will  be  heard 
throughout  the  land;  the  physician 
will  be  too  busy  to  say  very  much.  He 
will  be  busy  fulfilling  the  promises  of 
people  whose  elections  were  promoted 
to  a great  extent  by  promises  of  “free” 
care. 

Nevertheless,  it  will  not  keep  down 
the  actual  cash  outlays  you  will  have 
to  make.  As  a matter  of  record,  volun- 
tary hospitals  have  lost  enormous  sums 
in  billings  for  services  rendered  welfare 
recipients.  Coupled  to  this  is  the  fact 
that  a further  colossal  drain  on  hospital 
bed  space  and  personnel  has  been  the 
result  of  the  failure  of  local  welfare  au- 
thorities to  take  care  of  people  who 
did  not  require  care  in  a general  hos- 
pital. There  is  one  patient,  a welfare 
recipient,  who  was  kept  in  this  hospital 
for  a period  of  two  years  following  his 
medical  discharge.  “We  do  not  have 
any  place  to  put  him,”  the  authorities 
said. 

What  is  to  be  done  for  such  patients 
after  July  1,  1967?  Have  facilities  for 
their  care  been  developed  rapidly  and 
secretly?  Worse  still,  do  you  have 
in  mind  merely  using  the  Blue  Cross’ 
analysis  of  the  length  of  hospital  stay 
as  an  excuse  to  discontinue  payments? 
Getting  the  patient  physically  out  of 
the  hospital  will  be  something  else 
again.  Perhaps  you  will  cry  the  same 
tune  of  having  no  place  to  put  the 
poor  fellow  with  the  added  twist  that 
you  have  paid  the  full  freight  for  his 
medically  indicated  hospital  stay;  now 
it  is  the  hospital's  turn  to  foot  the  bill 
for  the  UNnecessary  stay. 

The  plea  that  you  are  now  in  a posi- 
tion where  you  must  protect  the  tax- 
payer is  an  empty  one.  In  the  past, 
the  hospitals  have  been  milked  to  per- 
mit the  local  and  state  official  to  pose 
as  a defender  of  the  taxpayer's  dollar. 
That  same  taxpayer  has  had  to  pay 
more  for  his  hospital  stay  (either  di- 
rectly or  in  increased  insurance  premi- 
ums) or  put  up  with  less  than  an  ideal 
physical  plant.  Another  group  of  our 
citizenry  has  been  kept  on  substandard 


wages  for  the  same  reason. 

It  is  ironic  to  suggest  that  hospitals 
lean  on  their  utilization  committees 
to  assure  economic  use  of  hospital 
services.  Government  is  now  asking 
a committee  from  a group  it  has  im- 
posed an  unwanted  Medicare  Law  upon 
to  make  appraisals  in  order  to  support 
that  law. 

We  (hospitals  and  doctors)  have 
served  the  welfare  setup  of  the  Com- 
monwealth by  working  without  pay  or 
practically  no  pay.  Hospital  employ- 
ees work  for  low  pay  and  without 
fringe  benefits.  Now  that  we  are  to 
be  paid  for  what  we  do  we  do  not 
want  to  be  suspected  of  being  rogues 
and  knaves. 

Very  truly  yours, 

Paul  de  R.  Kolisch,  M.D. 
Pathologist 

Out  With  the  Ads 

Editor 

As  a member  of  the  Pennsylvania 
Medical  Society,  I receive  your  Penn- 
sylvania Medicine  Journal.  I be- 
lieve that  over  the  last  several  years 
the  medical  content  of  the  Journal 
has  been  upgraded.  However,  I am 
very  dissatisfied  that  there  is  advertis- 
ing between  the  medical  content.  I 
think  that  this  detracts  from  the  Jour- 
nal, and  1 heartily  feel  that  this  should 
be  discontinued. 

Sincerely, 

George  J.  D'Angelo,  M.D.,  Erie 

Soviet  Medical  Tour 

We  wish  to  bring  to  your  attention 
a special  medical  tour  of  the  Soviet 
Union,  which  may  be  of  interest  to 
some  members  of  your  association. 

It  is  an  official  tour  sponsored  by 
the  Ministry  of  Health  of  the  U.S.S.R., 
in  connection  with  the  2nd  Interna- 
tional Symposium  on  Medical  Treat- 
ment in  Spas  and  Physiotherapy.  Par- 
ticipation is  open  to  all  members  of 
the  medical  profession,  regardless  of 
their  specialty. 

It  offers  a unique  opportunity  to 
combine  a tour  of  the  Soviet  Union 
with  visits  to  medical  institutions  and 
meetings  with  Russian  colleagues. 

The  all-inclusive  cost  of  the  tour  is 
only  $865.  Arrangements  in  the  Sov- 
iet Union  are  on  a strictly  first-class 
basis. 

We  would  appreciate  it  if  you  would 
mention  this  tour  in  the  information 
section  of  your  Journal. 

Sincerely  yours, 

Jacques  M.  Sherry.  President 
Compass  Travel  Bureau.  Inc. 
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Secretary  Visitation  Program  Expanded 

Because  of  the  discontinuance  of  the  Conference  of 
County  Society  Secretaries  and  Executive  Secretaries,  and 
to  the  success  to  date  of  the  Secretary  Visitation  Program, 
the  Board  of  Trustees  and  Councilors  at  the  January  25, 
26,  1967  meeting  directed  the  expansion  of  the  Visitation 
Program . 

The  Secretary  Visitation  Program  has  been  in  opera- 
tion since  last  year.  Designed  to  provide  information  to 
County  Society  secretaries,  the  program  thus  far  has  given 
each  secretary  the  opportunity  to  visit  PMS  staff  members 
responsible  for  each  of  the  principal  areas  of  State  Society 
activity.  Purpose  of  the  visit  is  to  give  each  secretary  an 
increased  awareness  of  how  State  Society  staff  can  be  used 
by  individual  County  Societies  as  a source  of  information 
and  material  of  value  at  the  County  level. 

Invitations  will  be  extended  to  all  County  Society  Execu- 
tive Secretaries  to  participate  in  the  Visitation  Program. 

PMS  Appointments 

Clarence  J.  McCullough,  M.D..  at  the  March  15th  Board 
Meeting,  was  named  to  serve  as  member  of  the  Judicial 
Council  until  the  next  session  of  the  House  of  Delegates. 
Dr.  McCullough  has  accepted  the  office. 

A resulting  vacancy  on  the  Commission  on  Health  Fa- 
cility Planning  has  been  filled  by  the  appointment  of  John 

B.  Lovette,  M.D.,  Johnstown,  who  has  accepted  member- 
ship on  this  Commission  for  the  remainder  of  Dr.  Mc- 
Clenahan’s  term. 

Dominic  A.  Donio,  M.D..  Allentown,  was  appointed 
Chairman  of  the  Commission  on  Medical  Education.  Dr. 
Donio  has  been  a member  of  this  Commission  for  several 
years  and  is  now  practicing  physical  medicine  in  the  Allen- 
town-Bethlehem  area. 

John  L.  Steigerwalt,  M.D.  is  a member  of  the  Council  on 
Governmental  Relations.  The  1967  PMS  Roster  pub- 
lished in  the  March  issue  of  Pennsylvania  Medicine  er- 
roneously omitted  Dr.  Steigerwalt’s  name,  which  should 
have  appeared  in  place  of  D.  George  Bloom.  M.D.,  who 
no  longer  serves  on  this  Council. 

Five  Pennsylvania  Physicians  To 
AMA  Posts 

The  American  Medical  Association  has  announced  the 
appointment  of  five  Pennsylvania  physicians  to  councils 
and  committees  of  the  AMA  Board  of  Trustees. 

Gilson  Colby  Engel,  M.D.,  Philadelphia,  has  been  re- 
appointed to  the  Council  of  Scientific  Assembly.  James 
Z.  Appel.  M.D.,  Lancaster,  has  been  named  chairman  of 
the  Committee  on  Continuing  Medical  Education. 

The  following  physicians  have  been  appointed  to  the 
Committee  on  Emergency  Medical  Services:  Peter  Safar, 
M.D.,  Pittsburgh,  representative  of  the  American  Society 
of  Anesthesiologists;  John  M.  Howard,  M.D.,  Philadelphia, 
representative  of  the  National  Research  Council  and  Francis 

C.  Jackson,  M.D.,  Pittsburgh,  alternate  representative  of 
the  National  Research  Council. 


PMS  Calendar 

ANNUAL  SESSION 

1967 

September  27-30 

Sheraton  Hotel,  Philadelphia  (118th) 

1968 

October  7-12 

Penn-Sheraton  Hotel,  Pittsburgh  (119th) 

1969 

October  12-18 

Sheraton  Hotel.  Philadelphia  (120th) 

1970 

October  11-17 

Penn-Sheraton,  Pittsburgh  (121st) 

1971 

October  10-16 

Bellevue-Stratford  Hotel.  Philadelphia  (122nd) 

TENTATIVE 

OFFICERS  CONFERENCE 

1968 

April  25-26 

1969 

April  24-25 

1970 

April  16-17 

1971 

April  22-23 

1972 

April  27-28 

BOARD  MEETING 

1967 

August  9-10  Headquarters  Building 

September  26-27  Sheraton  Hotel,  Philadel- 
phia (Convention ) 

1968 

January  17-18  Headquarters  Building 

March  20-21  Headquarters  Building 

May  15-16  Headquarters  Building 

August  14-15  Headquarters  Building 

AMA  CLINICAL  CONVENTION 

1967 

November  26-29 
Houston,  Texas 

1968 

December  1 -4 
Miami  Beach,  Florida 

1969 

November  30-December  3 
Denver,  Colorado 

1970 

November  29-December  2 
Boston,  Massachusetts 

AMA 

ANNUAL  CONVENTION 

1967 

June  18-22 

Atlantic  City,  New  Jersey 

1968 

June  16-20 

San  Francisco,  California 

1969 

June  22-26 

New  York  City,  New  York 

1970 

June  21-25 
Chicago,  Illinois 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 


WELCOME,  NEW  MEMBERS 

These  M.D.'s  have  joined  the  State  Society 
in  recent  months: 

ALLEGHENY  COUNTY: 

Carl  A.  Mastandrea,  M.D.,  1270  Hamilton  Road,  Pitts- 
burgh 15234. 

Lawrence  M.  Mlecko,  M.D.,  1130  Perry  Highway,  Pitts- 
burgh 15237. 

W.  Homer  Snodgrass,  Jr.,  M.D.,  31 1 Deland  Drive,  Pitts- 
burgh 15236. 

Rex  W.  Speers,  M.D.,  3811  O’Hara  Street,  Pittsburgh 
15213. 

Virginia  M.  Brasuk,  M.D.,  633  Washington  Road,  Pitts- 
burgh 15228. 

Norbert  F.  Dobrowolski,  M.D.,  6357  Jackson  Street, 
Pittsburgh  15206. 

Clara  Jean  Ersoz.  M.D.,  D207  Presbyterian  University 
Hospital,  Pittsburgh  15213. 

James  J.  Fortunato,  M.D.,  St.  Francis  General  Hospital. 
Pittsburgh  15201. 

DELAWARE  COUNTY: 

L.  Willis  Allen,  M.D.,  2401  Clover  Lane,  Havertown 
19083. 

W.  Howard  Dalrymple,  M.D.,  224  North  Providence 
Road,  Wallingford  19086. 

ERIE  COUNTY: 

Henry  R.  Lara,  M.D..  Hamot  Hospital,  Erie  16512. 

ELK-CAMERON  COUNTY: 

William  R.  Degelman,  M.D.,  613  Center  Street.  Johnson- 
burg  15845. 

LACKAWANNA  COUNTY: 

Frank  Gilbert,  M.D.,  212  Colfax  Avenue,  Scranton 
18510. 
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LEBANON  COUNTY: 


A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  sodium  salicylate,  bismuth  subcarbonate,  bismuth 
subgallate  in  special  base.  Chewable.  Bottles  of  35  and  100. 
Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  Vs  tablet.  A citrus  drink  taken  with  tablet  will 
stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Milos  J.  Lota,  M.D.,  Veterans  Administration  Hospital, 
Lebanon  17042. 

James  A.  Tibbitts,  M.D.,  King  & Queen  Streets.  Jones- 
town 17038. 

MONTGOMERY  COUNTY: 

J.  Randolph  Petersohn,  M.D.,  1213  West  Main  Street. 
Norristown  19401. 

Louis  A.  Meier,  M.D..  50  Ridge  Pike.  Conshohocken 
19428. 

I.  Macdonald  Hall,  M.D.,  530  Walnut  Street.  Philadelphia 
19143. 
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CHESTER  COUNTY: 


Peter  D.  Schindi.er,  M.D.,  1528  Denton  Hollow  Road, 
West  Chester  19380. 

PHILADELPHIA  COUNTY: 

Myron  Yanoff,  M.D.,  2134  St.  James  Place,  Philadelphia 
19103. 

Robert  A.  Leman,  M.D.,  1544  East  Cheltenham  Avenue, 
Philadelphia  19124. 

Raymond  Schwartz,  M.D.,  927  Longshore  Avenue,  Phil- 
adelphia 19111. 

L.  Donald  Tashjian,  M.D.,  25  Merion  Road,  Merion 
19066. 

Jacqueline  Taylor,  M.D.,  3401  North  Broad  Street,  Phil- 
adelphia 19140. 

Gholam  R.  L.  Azar,  M.D.,  8022  Temple  Road,  Philadel- 
phia 19150. 

James  A.  Brecht,  M.D.,  412  South  Caniac  Street,  Phil- 
adelphia 19147. 

Sandor  Paskin,  M.D.,  1250  Providence  Road,  Secane 
19018. 

Melvin  R.  Plancey,  M.D.,  260  South  Broad  Street,  Phil- 
adelphia 19102. 

Lemuel  A.  Rogers,  Jr.,  M.D.,  6132  Hazel  Avenue,  Phila- 
delphia 19143. 

Aims  C.  McGuiness,  M.D.,  3930  Chestnut  Street,  Phila- 
delphia 19104. 

Arthur  N.  Meyer,  M.D.,  Hahnemann  Hospital,  Phila- 
delphia 19102. 

Jacob  M.  Benson,  M.D.,  5217  North  Broad  Street,  Phila- 
delphia 19141. 

William  S.  Blumenthal,  M.D.,  230  North  Broad  Street, 
Philadelphia  19102. 

John  E.  Fryer,  M.D.,  Norristown  State  Hospital,  Norris- 
town 19401 . 

Patricia  Ann  German,  M.D.,  2401  Pennsylvania  Avenue, 
Philadelphia  19130. 

William  P.  Graham,  III,  M.D.,  4320  Larchwood  Avenue, 
Philadelphia  19104. 

Leon  A.  Kauffman,  M.D.,  230  North  Broad  Street,  Phila- 
delphia 19102. 

Robert  E.  Berry,  M.D.,  3 Balfour  Circle,  Lansdown 
19050. 

Martin  P.  Crane,  M.D.,  2435  Germantown  Avenue,  Phila- 
delphia 19133. 

Jean  L.  Forrest,  M.D.,  19th  and  Lombard  Streets,  Phila- 
delphia 19146. 

Yves  Jerome,  M.D.,  1446  Nedro  Street,  Philadelphia 
19141. 

Robert  L.  Leegard,  M.D.,  Nazareth  Hospital,  Philadel- 
phia 19152. 

Wynne  Sharples,  M.D.,  454  South  Ithan  Avenue,  Villa- 
nova  19085. 

SCHUYLKILL  COUNTY: 

Ricardo  U.  Alerre,  M.D.,  14  South  Jardin  Street,  Shenan- 
doah 17976. 

WESTMORELAND  COUNTY: 

Walter  K.  Johnson,  M.D.,  Citizens  General  Hospital,  New 
Kensington  15069. 

John  M.  Krouse,  M.D.,  317.  Depot  Street,  Latrobe  15650. 

Herman  L.  Klieger,  M.D.,  Citizens  General  Hospital,  New 
Kensington  15068. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  lVz  grains)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 
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Each  rapidly-disintegrating  tablet  contains  % gr.  secobar- 
bital, % gr.  pentobarbital,  % gr.  butabarbital,  and  % gr. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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'116th  Annual  Convention- (Atlantic  City),  New  Jersey )•  June  18-22 ,1967 


Come  to  Atlantic  City — one  of  America's  favorite  bythe-sea  playgrounds — and 
join  your  colleagues  at  the  AMA's  116th  ANNUAL  CONVENTION! 

Fine  hotels  and  motels,  excellent  restaurants,  plus  all  the  advantages  of  a lively 
resort  make  this  year’s  Convention  a must  for  you  and  your  family.  Atlantic  City 
provides  a superb  setting  for  a summer  classroom  and  all  the  latest  techniques 
of  modern  medicine.  Plan  to  be  one  of  the  participants  in  this  rewarding  four 
day  postgraduate  education  program. 

• Four  general  scientific  sessions  • 23  section  programs  • 575  scientific  and 
industrial  exhibits.  Lectures,  panel  discussions,  motion  pictures,  and  color  tele- 
vision. Plan  to  attend — continue  your  postgraduate  education. 

RESERVE  NOW  for  the  SCIENTIFIC  AWARDS  DINNER  in  honor  of  the  Scientific 
Award  Winners — Wednesday,  June  21,  1967.  Since  space  is  limited,  we  suggest 
you  make  your  reservations  before  June  1,  1967.  Tickets  are  $10.00  each,  pay- 
able in  advance. 

See  JAMA  May  8,  1967  for  complete  scientific  program — forms  for  advance 
registration  and  hotel  accommodations. 


Officers  Conference 

Economic  Issues  in  Medicine'  theme  sets  fast  and  interesting  pace  for 
highly  successful  two  day  Conference  in  Harrisburg  April  27-28,  1967 


John  H.  Harris,  Sr.,  M.D.,  PMS  President-elect,  addresses  session  members 
at  the  luncheon  meeting  of  the  1967  Officers’  Conference. 


Theme: 


Physicians  from  all  sections  of  Penn- 
sylvania met  in  Harrisburg  on  April 
27,  28  to  discuss  areas  of  economic 
health  care  problems  facing  physicians 
and  the  public. 

Panel  discussion  groups  composed 
of  leaders  in  their  respective  fields 
provided  what  was  afterwards  termed 
“highly  useful,  beneficial  material'’  re- 
volving around  the  theme  ‘Economic 
Issues  in  Medicine.’  General  discussion 
topics  included:  Physician’s  Retirement 
Plans;  Hospital  Staff  Practice;  and 
Computers  and  Medical  Practice. 

The  keynote  address,  “Present  Eco- 
nomic Trends  of  Medical  Practice”  was 
presented  by  Richard  F.  Manegold, 
M.D.,  Department  of  Hospitals  and 
Medical  Facilities,  AMA.  (Dr.  Mane- 
gold’s  address  will  be  presented  in 
Pennsylvania  Medicine  in  the  near 
future.) 

Guest  speaker  Herbert  Harrison, 
Buffalo,  New  York  humorist,  enter- 
tained the  dinner  participants  with  a 
delightful  rambling  interspersed  with 
social  commentary.  Other  highlights 
of  the  two  day  meeting  included  ad- 
dresses by  J.  Everett  McClenahan, 
M.D.,  PMS  President  and  John  H. 
Harris,  Sr.,  M.D.,  PMS  President-elect; 
presentation  of  the  1967  Benjamin 
Rush  Awards  by  John  F.  Hartman,  Jr., 
M.D.,  Chairman  of  the  Council  on 
Public  Service;  presentation  of  AMA- 
ERF  funds  by  James  Z.  Appel,  M.D., 
president  of  the  AMA  Education  and 
Research  Foundation,  to  representa- 


tives of  the  seven  Pennsylvania  medical 
schools.  The  conference  was  con- 
cluded with  an  address,  ‘Horizons  Un- 
limited,’ by  Thomas  W.  Georges,  M.D., 
Pennsylvania’s  Secretary  of  Health. 
This  year’s  Conference  Committee  was 
commended  for  the  outstanding  two 
day  affair: 

George  W.  Moore,  M.D.,  Chairman 
(Lawrence  County) 

Charles  A.  Bikle,  M.D. 

(Franklin  County) 


David  J.  Keck,  M.D. 

(Erie  County) 

Valentine  R.  Manning,  M.D. 
(Philadelphia  County) 

Orlo  G.  McCoy,  M.D. 

( Bradford  County) 

J.  Everett  McClenahan,  M.D.,  Presi- 
dent, Pennsylvania  Medical  Society 

Park  M.  Horton,  M.D.,  Board  Rep- 
resentative 

(Twelfth  Councilor  District) 
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Steven  M.  Spencer, 
senior  editor  (science), 
The  Saturday  Evening 
Post,  accepts  from  J. 
Everett  McClenahan, 
M.D.,  the  AMA  Medi- 
cal Journalism  Award, 
1966  (magazine  cate- 
gory) for  his  article  in 
the  Post,  “The  Birth 
Control  Revolution.” 


James  Z.  Appel, 
M.D.,  President.  AMA- 
ERF  and  Immediate 
Past  President.  AMA, 
presents  the  AMA-ERF 
checks  totaling  $55,- 
806.63  to  representa- 
tives of  the  seven 
Pennsylvania  Medical 
schools. 


Iliomas  \V.  Georges,  M.D.,  Pennsylvania  Secretary  of 
alth,  addresses  the  Conference  members  at  the  Friday 
cheon  meeting  and  closed  the  two-day  session  on  a high 
e with  his  topic,  “Horizons  Unlimited.” 
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J.  Everett  McClenahan, 
M.D.,  PMS  President,  intro- 
duces a panel  set  to  discuss 
Hospital  Staff  Practice.  Seated 
from  left:  Vincent  J.  Cattie, 

M. D.,  Philadelphia;  Daniel  S. 
Snow,  M.D.,  Erie;  John  F. 
Spring,  M.D.,  Binghamton, 

N. Y.;  Robert  L.  Evans,  M.D., 
and  David  J.  Keck,  M.D., 
panel  moderator. 


John  F.  Hartman,  Jr., 
M.D.,  Chairman  of  the 
PMS  Council  on  Public 
Service,  presents  the 
Walter  F.  Donaldson 
awards  to  this  year’s 
winners.  Mrs.  Charles 
W.  Diven,  Jr.,  president 
of  the  Mercer  County 
Crippled  Childrens’ 
School  and  Clinic  Wom- 
an’s Auxiliary,  and  H. 
Willard  Gilpin,  S.B.B., 
Ho  use-by-the-Eake, 
North  East. 


William  B.  Harlan,  executive  director,  Med 
cal  Bureau  of  Harrisburg,  speaks  on  “Futui 
Business  Possibilities”  as  his  part  in  the  pan 
on  “Computers  and  Medical  Practice.” 
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CLASSIFIED  ADVERTISEMENTS 


PHYSICIANS  WANTED 


Attention:  Physicians  wishing  to 

relocate  and  young  physicians  wish- 
ing to  establish  a rewarding  practice 
in  General  Medicine,  Internal  Medi- 
cine (particularly  Diabetes  and  Cardi- 
ology), Pediatrics.  Contact,  A.  W. 
Mayer,  Administrator,  The  Titusville 
Hospital,  Titusville,  Pa.  Area  Code 
814-822-2291. 

House  Physician — Full  time,  for  200 
bed  hospital.  Pennsylvania  licensure 
required.  $15,000  per  year.  For  de- 
tails, contact  Norman  W.  Skillman, 
Director,  The  Chester  County  Hospital, 
West  Chester,  Pennsylvania. 

Psychiatrist  or  Physician — Accred- 
ited Hospital — Approved  Psychiatric 
Residency  Program — Affiliated  with 
approved  General  Hospital.  $12,675 
to  $22,768;  maintenance  arrangements 
possible.  Pennsylvania  license  required. 
R.  L.  Gatski,  M.D.,  Superintendent, 
State  Hospital,  Danville,  Pa.  17821. 

General  Practitioners  Needed — Im- 
mediate need  for  three  practitioners 
in  this  area.  Apply  to  Administrator, 
Grove  City  Hospital,  Grove  City, 
Pennsylvania,  Attention:  Mr.  Cardon 

Staff  Physician  in  General  Medicine 
Wanted — active  200-bed  GM&S  hos- 
pital. Liberal  vacation,  health  bene- 
fits and  retirement  plan.  Salary  de- 
pendent on  qualifications.  U.S.  citizen- 
ship preferred,  and  license  any  state 
required.  Write  to  Hospital  Direc- 
tor, Veterans  Administration  Hospital, 
Altoona,  Pennsylvania  16603. 

Physician  wanted — Admission  and 
outpatient  physician  needed  at  VA 
Hospital,  Erie,  Pa.  No  specialty  re- 
quired. This  physician  examines  all 
incoming  patients  to  determine  the 
necessity  for  hospital  admission  and 
either  provides,  or  refers  for,  treatment 
of  service-connected  veterans.  Salary: 
$15, 106-$  19,8 13  per  annum.  For  fur- 
ther information  concerning  this  va- 
cancy contact  L.  D.  Davis,  M.D.,  Hos- 
pital Director,  VA  Hospital,  Erie,  Pa. 
16504. 

Radiology  Group  desires  additional 
member.  Pittsburgh  area,  hospital  and 
office  practice.  Remuneration  and 
type  association  negotiable.  Peter  Felt- 
well,  M.D.,  601  Jenkins  Building, 
Pittsburgh,  Pa.  (412)  281-0965.  Call 
collect. 


Wanted:  Physicians  (General  Prac- 
titioners, Pediatricians,  Psychiatrists 
and  Neurologists)  for  full-time  staff 
appointment  in  a large  residential  treat- 
ment, training,  and  research  center  for 
the  mentally  handicapped.  To  provide 
medical  care  and  treatment  with  op- 
portunities for  academic  research  proj- 
ects in  mental  retardation,  neurology, 
pediatrics,  and  psychiatry.  Institu- 
tion is  located  30  miles  from  Phila- 
delphia where  five  medical  schools 
and  many  colleges  could  be  consulted 
in  research  activities.  Academic  ap- 
pointments are  available.  Salary  range: 
$14,657-$22,678 — depending  on  qual- 
ifications. Contact:  Superintendent, 
Pennhurst  State  School  and  Hospital, 
Spring  City,  Pennsylvania  19475. 

House  Physician — Pennsylvania  li- 
cense for  100  bed  general  hospital, 
suburban  Philadelphia.  Immediate 
opening.  Salary  open.  Contact  Ad- 
ministrator, Haverford  Hospital,  Ha- 
vertown.  Pa. 

Emergency  Department  Physicians 

— Pennsylvania  License  required,  40 
hour  week,  $2,000  monthly  guar- 
anteed, P.E.D.S.A.,  Rochester  Gen- 
eral Hospital,  Rochester,  Pennsylvania. 

Attractive  situation  available  for 
physician  desiring  to  join  established 
two  man  general  practice  partnership. 
Salary  to  start,  leading  to  share  in  part- 
nership. Excellent  hospital  and  com- 
munity. Write  Department  504  Penn- 
sylvania Medicine. 

Doctors — Tired  of  city  living?  Tired 
fighting  traffic?  Join  us  in  our  small 
town  and  really  live.  Hunting,  fishing. 


country  clubs  with  golf  and  swimming. 
Why  kill  yourself?  Write  Community 
Area  Council,  Box  331,  Parker,  Pa. 
16049. 

Occupational  Medicine — Opportu- 
nity for  career  in  occupational  medi- 
cine with  large  corporation.  Multiple 
locations.  Salary  plus  fringes.  Im- 
mediate opening  in  southwestern  Penn- 
sylvania. Give  short  resume.  Write 
Department  502,  Pennsylvania  Medi- 
cine. 

Industrial  Physician — $25,000  direct 
medical  policies  plant  of  6,000;  inter- 
nationally renowned  Pennsylvania 
company;  excellent  benefits;  35-50: 
internist  preferred.  American  Medical 
Personnel,  159  E.  Chicago  Avenue, 
Chicago,  Illinois  60611.  (312)  337- 
4221. 

General  practitioner  to  take  over 
established  general  practice  July  1967. 
No  real  estate  involved.  Will  intro- 
duce. Contact  Richard  Schlessel, 
M.D.,  6949  Torresdale  Avenue,  Phil- 
adelphia, Pa.  19111.  Telephone  (215) 
MAyfair  4-7979  or  PI  2-2110. 


PRACTICES  AVAILABLE 


Unusual  opportunity  for  ambitious 

GP  to  take  over  long  established  active 
general  practice  within  three  miles  of 
the  new  Hershey  Medical  Center.  OB 
optional.  James  M.  Keiter,  M.D.. 
Campbelltown,  Pa.  17010  (717)  838- 
2463. 


CLASSIFIED  ADVERTISING  INFORMATION 

RATES — $5.00  per  insertion  up  to  30  words;  20  cents  each  addi- 
tional word;  50  cents  per  insertion  for  answers  sent  in  care  of  Penn- 
sylvania Medical  Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  Taylor  By- 
pass and  Erford  Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  re- 
served to  reject  or  modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials 
of  a name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department  . . .,  Pennsylvania  Medicine,” 
as  five. 
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House-office  combination,  Reading 
area.  Completely  remodeled  office  with 
new  equipment.  Active  general  prac- 
tice, ten  miles  from  hospital.  Leaving 
due  to  illness — available  new.  Harold 
N.  Yoh,  M.D.,  200  West  Penn  Avenue, 
Robesonia,  Pa.  19551.  (215)  693- 

5634. 

Modernized  five  bedroom  home  and 

attached  well-equipped  office  serving 
Hershey  and  Lebanon  areas;  small 
rented  apartment  in  rear.  Established 
general  practice  27  years;  leaving  July 
1 to  specialize.  James  T.  Gallagher, 
M.D.,  103  E.  Cherry  Street,  Palmyra, 
Pa.  17078.  (717)  838-0322. 

Fine  Opportunity — General  practice 
in  mid-eastern  Pennsylvania.  Separate 
but  cooperative  practice  with  two  other 
generalists  assures  family,  vacation, 
study  time.  Beautiful  offices.  Attrac- 
tive location  with  excellent  hospital 
connections.  Phone  (717)  385-1522 
or  (717)  385-3826. 

Active,  established  general  practice 

in  populous,  residential,  historic  Ger- 
mantown, completely  equipped.  Avail- 
able due  to  sudden  death  of  physician. 
Located  in  historic  home,  which  is 
also  available  for  tenancy  or  purchase. 
Contact  Leonard  J.  Perloff,  M.D., 
Hospital  of  the  University  of  Pennsyl- 
vania, 340  Spruce  Street,  Philadelphia 
19104.  (215)  EVergreen  2-4600;  or 
Mrs.  J.  Herbert  Nagler,  5740  Wis- 
sahickon  Avenue,  Germantown,  Penn- 
sylvania 19144,  (215)  GErmantown 
8-3800. 

Excellent  opportunity  to  acquire 
General  Practice;  in  progressive  col- 
lege community  in  central  Pennsyl- 
vania. Well-equipped,  large,  modern 
office;  very  attractive  financial  arrange- 
ments; large  following  with  excellent 
earnings  potential.  Open  staff  hospital. 
Immediate  possession.  Could  also  be 
excellent  opportunity  for  specialist. 
Write  Department  505,  Pennsylvania 
Medicine. 


POSITIONS  WANTED 


Internist,  age  33,  board  eligible,  mar- 
ried with  family,  seeking  opportunity 
with  group,  associate  or  partnership 
practice,  prefer  southeastern  Pennsyl- 
vania. Available  when  military  service 
obligation  completed  April  1968.  Write 
Department  503,  Pennsylvania  Medi- 
cine. 


OFFICE  SPACE  AVAILABLE 


Monroeville,  Pa.  New  clinic-type 

building  to  be  completed  in  July  or 
August.  Two  suites  available.  Two 
established  dentists  already  leased.  Fast 
start  assured.  Ample  parking,  carpeted, 
air  conditioned,  central  hi-fidelity  mu- 
sic, extras.  Call  (412)  372-5105. 

Spacious  redecorated  home,  wired 
for  offices  and  residence.  Foyer  with 
closet,  kitchen,  dining,  living  room, 
three  bedrooms,  IV2  bath,  full  base- 
ment and  third  floor.  Oil  fired  hot 
water  heat;  large  corner  lot  with  ga- 
rage. Church,  college,  hospital  im- 
mediate area.  Inquire  of  LTC  P.  M. 
Fellencer,  Park  Rd.,  Box  19, 
Stroudsburg,  Pa.  18360. 


FOR  SALE 


For  Sale — Used  hospital  equipment: 

deep  therapy  and  diagnostic  x-ray, 
sterilizer,  surgical  instruments,  operat- 
ing room  table,  office  equipment — 
examining  table,  beds,  chairs,  type- 
writers, hydrotherapy  unit.  Reason  for 
selling — discontinued  hospital.  Call 
(412)-662-4690  or  write  to  D.  E. 
Vogan,  M.D.,  McKinley  Avenue,  Mer- 
cer, Pa. 

Office  Equipment — To  equip  two 
examining  rooms  in  general  practi- 
tioner’s office.  Purchased  new  and  used 
less  than  two  years.  Available  at  bar- 
gain price.  Contact:  T.  J.  Martin, 
M.D.,  2422  Park  Hill  Drive,  Pitts- 
burgh. Pa.  15221. 


A LIBRARY  right  in  your  own  office! 

The  State  Society  maintain s a library  service  for  its  member  physicians  . . . 

The  search  of  specific  articles  or  factual  data  relating  to  recent  developments  in 
the  field  of  medicine  is  done  by  the  Hershey  Medical  Center  Library  and  paid  for 
by  the  Pennsylvania  Medical  Society  as  a membership  service. 

YOU  HAVE  THE  OPPORTUNITY  TO  USE  THIS  SERVICE 
AS  AN  EXTENSION  OF  YOUR  OFFICE. 


TO  SPEED  YOUR  SERVICE  . . . 

• Write  direct  to  the  Hershey  Medi- 
cal Center  Library  about  your  re- 
quest. Indicate  that  you  are  a PMS 
member. 

• Indicate  if  you  want  a specific  arti- 
cle, general  information,  diagnostic 
or  therapy  of  a specific  disease. 


The  various  sources  available  to  the 
library  will  be  searched  and  you  will 
be  provided  with  photocopies  which 
you  may  Iceep  for  your  own  scientific 
file. 

The  next  time  . . . 

You  have  a medical  question,  try  your 
PMS  library  service  for  a quick,  free, 
quality  answer. 
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Address  requests  to: 
PENNSYLVANIA  MEDICAL  SOCIETY 
■iliCrarxy  Service 

Hershey  Medical  Center  Library 
Hershey,  Pa.  17033 
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In  My  Opinion  . . 


Musings 

To  a child  the  word  “Doctor”  may  denote  a man  of  mysterious 
powers  who  comes  and  takes  away  hurts  and  pain  and  puts  on 
bandages.  To  John  and  Mary  the  word  may  refer  to  a person  who 
gave  them  premarital  examinations  and  then  advised  them  about  their 
life  together  in  a satisfying  and  helpful  manner. 

Words  increase  our  cognitive  and  referential  position  within  the 
environment  and  thus  expand  our  awareness.  Therefore  it  is  important 
to  know  some  of  the  various  meanings  of  the  words  we  use.  We  must 
have  a sort  of  concept  of  words  in  their  many  ramifications. 

Now  we  might  think  that  the  “concept"  of  a word  is  the  same  as 
its  definition.  But  definitions  approach  the  meaning  of  words  from 
Noah  Webster’s  point  of  view  and  are  sender-oriented.  If  we  think 
of  the  reactions  which  words  have  on  the  listener,  the  one  who  receives, 
we  can  say  their  meaning  will  be  receiver-oriented.  I have  sat  in  all 
too  many  medical  meetings,  receiver-disoriented,  and  have  let  the 
thoughts  of  the  speaker  wash  over  and  past  me.  Haven't  you? 

Words  are  divided  into  two  categories,  denotative  and  connotative. 
Denotation  is  logical,  connotation  is  emotional.  Denotative  words  tend 
to  be  neutral:  femor,  inch,  steroids.  Connotative  words  evoke  feelings: 
music,  freedom,  love.  I heard  a semanticist  talk  about  this  problem  . . . 
a few  years  ago. 

From  him  1 learned,  albeit  too  little,  and  now  I try  not  to  use  a word 
unless  I know  whether  it  is  factual  or  emotional  and  I try  not  to  act 
unless  I have  this  knowledge.  If  a blind  patient  has  cataracts  I will  be 
aware  that  this  is  factual  information.  If  he  has  a psychogenic  condition 
I will  consider  my  diagnosis  an  emotional  guess. 

Why  then  is  there  so  often  a barrier  between  two  people  of  good 
will  who  hold  opposing  views?  Frequently  the  obstacle  is  not  lack 
of  knowledge  but  the  fact  that  we  do  not  listen.  Sometimes  when  we 
thoroughly  disagree  with  a person  we  use  our  ears  but  do  not  listen 
with  our  mind.  Our  frame  of  reference  for  listening  often  is  different 
from  that  of  the  person  who  does  the  talking.  The  meaning  he  puts  into 
words  is  established  and  fixed  in  his  mind. 

Instead  of  thinking  how  stubborn,  how  dumb  that  guy  is  we  should 
say  to  ourselves:  perhaps  he  has  something.  Such  an  attitude  might 
put  us  within  the  speaker's  mental  environment,  and  we  would  replace 
rejection  by  curiosity.  We  will  now  have  a chance  to  find  out  how  the 
world  looks  to  the  other  fellow.  Indeed  if  we  learn  to  listen  with  our 
mind  we  will  be  on  the  road  to  two-way  conversation,  the  beginning 
ol  true  dialogue.  Granted  we  may  not  agree,  nevertheless  we  will 
communicate.  This  attitude  will  show  in  our  listening  gestures,  and  it 
could  be  the  beginning  of  his  listening  to  us. 

Listening  gestures  are  fascinating.  I remember  a patient  to  whom 
I had  explained,  or  anyway  had  tried  to  explain,  why  her  eyes  were 
watering  profusely  in  a certain  frequently  recurring  situation.  She 
had  looked  carefully  and  seriously  and  attentively  at  me  during  our 
discussion.  Then  she  took  off  her  glasses,  slowly  and  deliberately,  and 
this  listening  gesture  could  have  but  one  meaning:  I do  not  care  to 
have  you  in  focus  any  longer.  She  implied  by  her  gesture  that  she  was 
now  hearing  sender-oriented  words.  I remember  this  experience  be- 
cause it  made  me  realize  how  often  a dialogue  becomes  a one-way 
screen. 

To  review:  words,  more  than  anything  else,  affect  the  way  in  which 
we  relate  to  people.  I he  names  we  give  to  things  influence  our  attitude 
toward  them  throughout  our  lives.  How  pleasant  our  world  would  be 
if  words  and  non-verbal  communication  were  not  barriers  but  helpful 
bridges  that  could  lead  to  true  interchange  of  thoughts  and  ideas. 

Let  us  take  heed  and  do  better!  We  will  not  reach  perfection.  But 
then — the  fun  of  life  is  less  in  BEING  than  in  BECOMING. 

Paul  C.  Craig,  M.D.,  Reading 
Excerpted  from  The  Berks  County  Bulletin 


As  usual,  each  citizen  awoke, 
glanced  out  the  window,  sighed  re- 
signedly and  changed  the  filter  on  his 
pollution  face  mask.  Thus  began 
another  dark  day. 

The  Committee  to  Research  Air, 
Water  and  Land  (CRAWL)  had 
studied  the  problem  feverishly  for 
several  years.  But  there  was  still  hope. 

Just  when  all  conclusions  and  recom- 
mendations were  near  at  hand,  a new 
hurdle  appeared.  All  air  resources 
originate  outside  the  State.  Studies 
soon  forced  the  birth  of  the  KePaPa 
Study  Group  (Keep  Pennsylvania 
Pennsylvania),  charged  with  the  re- 
sponsibility of  assuring  our  State  lead- 
ership in  pollution  solution. 

A neutral  study  group  was  orga- 
nized. Its  purpose  was  to  undertake 
a study  of  studies  undertaken  by  the 
other  study  groups.  The  group,  the 
Citizens  Laboring  for  Outdoor  Purity 
(CLOP)  was  headed  by  four  civic 
leaders:  an  electric  utility  board  chair- 
man, a president  of  a large  State  in- 
vestment corporation,  a successful  art 
dealer  and  a brewery  tycoon. 

Before  long  CLOP  bogged  down. 
An  inside  study  sub-commission  found 
the  utility  chairman  guilty  of  sabotage. 
The  investment  president  was  dis- 
covered to  have  invested  heavily  in 
the  face  mask  filter  industry.  The  art 
dealer  was  commanding  top  prices  for 
colorful  imaginative  Pop  Art.  valuable 
now  as  a contrast  to  the  drab  pollution. 
Even  the  brew  monger  was  against  any 
changes  in  the  dark  foul  air.  His  bub- 
bly brew  was  the  only  pollution  solu- 
tion available  to  the  citizens.  The  more 
polluted  each  could  become  the  less 
polluted  the  air  seemed  to  be. 

So  CLOP  bogged  down  in  personal 
greed.  KePaPa  became  lost  seeking 
glorification  for  the  State.  And 
CRAWL's  effectiveness  vanished  in 
political  harangues. 

Soon  again,  a few  weak  suggestions 
were  heard  from  the  darkness:  We 

should  organize  a study  committee  to 
. . . It  was  now  very  smog-dark  and 
there  was  little  hope.  F.  G.  M. 
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CANCER  FORUM  PAGE 

nursing  care  for  cancer  patients— 

...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering  service,  the 
American  Cancer  Society  is  deeply  involved  in  finding  a solution. 

Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of  nurses  — knowing  the 
implications  of  the  extended  care  benefits  of  Medicare  — the  Society  has  launched  a dramatic  educa- 
tional demonstration  project  on  cancer  nursing  for  nursing  home  staff.  Special  emphasis  is  on  colos- 
tomy irrigation,  care  of  the  laryngectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing. 
To  achieve  maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 

This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and  other  professional 
organizations.  We  feel  sure  that  such  a program,  bringing  skilled  nursing  care  to  the  bedside  of  the 
cancer  patient,  will  be  enthusiastically  received  by  the  medical  profession. 


AMERICAN  CANCER  SOCIETY 


PHILADELPHIA  DIVISION  PENNSYLVANIA  DIVISION 

PENNSYLVANIA  CANCER  FORUM  PAGE — presented  cooperatively  by  the  Council  on  Scientific  Advancement  of  the 
Pennsylvania  Medical  Society,  the  Pennsylvania  and  Philadelphia  Divisions  of  the  American  Cancer  Society,  and  the  Cancer 
Control  Section,  Pennsylvania  Department  of  Health. 


rememberthe 
extra  tablet  at  bedtime 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of'which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucorha. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (pot  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbance^’ hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  witji<jfawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobarrjpte  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,. 2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mgrt.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  ,1  or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


(diazepam 
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Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  NJ.  07110 
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